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Obstktkicians  liave  in  the  past  formulated  the  rule  that  a 
pregnant  woman  atiflicted  with  carcinoma  of  the  cervix  was  prac- 
tically  lost  to  all  resources  of  medical  art,  and  they  argued  that, 
as  the  pregnancy  would  in  most  cases  go  on  to  term,  ev(  lything 
should  be  sacrificed  to  save  the  offspring  and  that  an  operation 
on  the  mother  was  out  of  the  question.  But  as  a  surgeon  I 
would  reason  as  one,  and  I  believe  that  cai-cinoma  of  the  cervix, 
when  diagnosed  and  operated  on  in  time  -tiiat  is  to  say,  before 
any  extension  beyond  the  uterine  tissues  has  occurred— will  give 
a  long  survival  and  a  prolonged,  if  not  to  say  complete,  cure; 
and  in  this  paper  I  shall  endeavor  to  demonstrate  that  radical 
operations  are  indicated  in  a  very  large  per  cent  of  these  cases, 
thus  reversing  the  obstetrical  ruling. 

'  Read  before  the  Section  of  Diseases  of  Women  of  the  Suffolk  District 
Medical  Society.  January  22,  1902. 
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Up  to  the  time  of  Maurieeau  and  Bartholiui— that  is  to  say, 
until  the  seventeenth  centurj^— physicians  blindly  accepted  the 
opinion  of  Hippocrates  that  carcinoma  of  the  uterus  prevented 
pregnancy  from  taking  place.  But  Maurieeau,  in  his  "Traite 
des  Maladies  des  Femmes  grosses  et  de  celles  qui  sont  accou- 
chees, "  showed  by  several  examples  that  cancer  of  the  uterus 
was  not  an  absolute  cause  of  sterility  and  that  it  might  be  a  very 
serious  obstacle  to  delivery.  Since  this  epoch  there  have  been 
a  large  number  of  published  cases  of  carcinoma  of  the  uterus 
complicating  pregnancy  and  labor ;  but  they  are  not  all  of  equal 
value,  because  those  who  reported  them  often  mistook  degener- 
ative changes  in  fibroid  tumors  of  the  uterus  for  malignant  dis- 
ease. The  incessant  progress  in  pathological  anatomy  finally 
permitted  the  exact  limitations  of  the  subject  such  as  we  find 
if  we  consult  the  very  able  papers  and  monographs  published 
by  Bar,  Herman,  Chantreuil,  and  Cohnstein.  The  great  prog- 
ress realized  in  surgical  technique  during  the  last  decade,  or 
even  further  back,  has  been  the  means  of  radically  dealing  with 
these  unfortunate  patients,  particularly  by  hysterectomy. 

A  pregnancy  complicated  by  carcinoma  of  the  uterus  is  an 
eventuality  of  far  less  frequent  occurrence  than  that  produced 
by  fibroid  tumors  of  the  uterus  or  ovarian  cystoma.  Generally 
speaking,  carcinoma  of  the  cervix  occurs  at  a  late  date,  when  the 
genital  destiny  of  woman  is  near  its  close. 

Out  of  15,000  labors  Winckel  met  with  carcinoma  of  the  cer- 
vix eight  times ;  while  Stratz,  out  of  17,000  labors,  met  with  this 
complication  five  times  during  pregnancy  and  seven  times  dur- 
ing labor.  Of  9,000  labors  occurring  in  the  Moscow  clinic,  Su- 
tugin  met  with  carcinoma  of  the  cervix  in  two  patients. 

Cohnstein  collected  127  cases  of  pregnancy  complicated  by 
carcinoma  uteri,  in  21  of  which  the  malignant  growth  had  been 
present  from  several  months  to  a  year  before  pregnancy  had  taken 
place,  and  the  same  author  gives  the  following  table  relative  to 
the  age  of  the  patients:  Patients  from  27  to  33  years  of  age, 
16  cases ;  patients  from  34  to  37  years  of  age,  19  cases ;  patients 
from  38  to  49  years  of  age,  23  cases.  In  some  of  these  cases  the 
commencement  of  the  malignant  growth  coincided  with  a  preg- 
nancy that  was  already  under  way. 

Of  109  cases  that  I  have  been  able  to  collect,  the  result  was  as 
follows :  16  patients  under  30  years  of  age,  the  youngest  being  21, 
75  between  30  and  40  years  of  age,  while  18  were  over  40  years  of 
age. 
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In  a  considerable  number  of  reported  cases  where  nothing  sur- 
gical was  done,  and  where  delivery  occurred  spontaneously  or 
with  the  aid  of  forceps,  the  patients  have  died  septic,  some  pre- 
senting metastases  in  the  joints,  etc.  When  let  alone  the  gravity 
of  the  prognosis  in  these  cases  is  self-evident,  both  for  the 
mother  and  child.  The  maternal  mortality  is  greater  when  la- 
bor occurs  at  term,  and  out  of  60  cases  collected  by  Chantreuil 
25  of  the  mothers  died,  while  in  West's  75  labors  complicated 
with  carcinoma  uteri  41  of  the  mothers  died.  For  some  au- 
thorities the  maternal  mortality  exceeds  48  per  cent,  and  in  126 
cases  Cohnstein  found  it  to  be  as  high  as  57  per  cent.  In  the 
more  recent  statistics  due  to  Herman  the  maternal  mortality 
was  not  quite  so  large,  it  being  30  per  cent  out  of  a  total  of  137 
cases. 

The  prognosis  for  the  child  is  still  more  unfavorable,  and  ac- 
cording to  Herman  50  per  cent  died  out  of  a  total  of  128,  while 
Cohnstein 's  tables  show  an  infantile  death  rate  of  63.8  per  cent. 
Of  these  children  born  alive  50  per  cent  died  during  the  first 
twenty-four  hours,  and  8  of  the  remainder  died  within  the  first 
nine  days  following  delivery. 

The  diagnosis  must  be  considered  in  two  different  points  of 
view.  In  some  instances  the  point  to  ascertain  is  the  existence 
of  a  malignant  growth  of  the  cervix  in  a  pregnant  woman,  while, 
on  the  other  hand,  we  may  be  obliged  to  determine  tlie  presence 
of  pregnancy  in  a  patient  presenting  a  carcinomatous  growth 
of  the  uterus.     In  both  cases  there  are  many  causes  for  mistakes. 

The  symptoms  characteristic  of  the  appearance  of  a  carcin- 
oma of  the  uterus  in  a  pregnant  woman  in  no  way  differ  from 
those  occurring  when  gestation  is  absent,  and  it  is  useless  for 
me  to  describe  them  here,  as  they  are  too  familiar  to  deserve 
any  comment.  The  difficulty  of  an  exact  diagnosis  will  be 
greater,  however,  in  those  cases  where  the  malignant  neopbism 
has  developed  shortly  after  impregnation  has  taken  place  or 
is  contemporary  with  the  pregnancy.  The  absence  of  s>  inptoms 
or  their  slightness  readily  explains  those  errors  which  liave 
in  the  past  been  connnitted,  because  the  pain,  leucorrhea.  loss 
of  Hesh,  and  anemic  tint  of  the  skin  may  all  be  met  with  in 
pregnancy.  If  now  the  growth  has  advanced  far  enough  and 
should  give  rise  to  a  hemorrhage,  it  is  quite  natural  that  the 
loss  of  blood  miglit  be  mistaken  for  an  early  miscarriage. 

Carcinomatous  growth  luis  been  mistaken  for  the  small  jiarts 
of  the  child,  or  the  fetal  head  or  buttocks,  but  this  mistake  can 
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certainly  be  avoided  if  care  be  used.  In  other  cases  a  simple 
induration  of  the  cervix,  cicatricial  bands  or  an  hypertrophy  of 
the  anterior  lip,  or  a  non-malignant  papillomatous  growth  have 
been  mistaken  for  carcinoma  and  Cesarean  section  was  per- 
formed. 

Clinically  there  is  no  great  importance  whether  pregnancy 
be  recognized  during  the  first  few  months  or  not,  because  if  the 
malignant  growth  is  fit  for  a  radical  operation  the  interference 
will  be  performed  as  usual,  while  if  the  condition  has  reached 
the  inoperable  period  pregnancy  will  be  sooner  or  later  recog- 
nized by  the  increase  in  size  of  the  uterus,  or,  on  the  other  hand, 
a  miscarriage  will  take  place  on  account  of  the  palliative  treat- 
ment of  the  neoplasm.  The  diagnosis  of  pregnane}^  will  cer- 
tainly be  very  difficult  during  the  first  ten  weeks,  because  the 
neoplasm  may  hinder,  a  minute  examination,  and  the  symptoms 
of  carcinoma  may  simulate  those  of  pregnancy. 

In  the  niajorily  of  cases  it  is  difficult  to  decide  whether  or 
not  the  neoplasm  began  primarily  in  the  portio  or  in  the  cer- 
vix, but,  as  far  as  surgical  treatment  goes,  it  is  quite  unessential. 
A  minute  pathological  study  of  the  malignant  tissue  is  also  quite 
unnecessary,  as  far  as  surgical  treatment  is  concerned,  for  it 
makes  very  little  difference  whether  the  hard  or  the  soft  type  of 
carcinoma  is  present,  because  in  either  case  a  radical  operation  is 
demanded  promptly. 

In  spite  of  the  observations  of  Montgomery,  Gonner,  Spiegel- 
berg,  Lever,  and  others,  which  tend  to  prove  that  carcinoma  of 
the  uterus  is  in  no  way  aggravated  by  pregnancy,  it  is  now 
generally  admitted  that  it  exercises  a  very  J3ad  influence  on  the 
neoplasm.  Nearly  all  the  authorities  have  insisted  on  the  ra- 
pidity with  which  the  growth  develops  and  on  the  marked  aggra- 
vations of  the  symptoms  of  the  neoplasm. 

Malignant  growths  which  in  the  beginning  of  pregnancy  were 
not  even  suspected  have  rapidly  extended  in  the  lapse  of  a  few 
months,  and  have  produced  such  an  advanced  stage  of  cachexia 
that  death  of  the  woman  has  occurred  before  the  end  of  preg- 
nancy. Zweifel  in  1889  pointed  out  that  pregnancy  and  labor 
decidedly  increased  the  progress  of  carcinoma.  In  a  case  of 
carcinoma  of  the  portio  he  tied  off  the  sound  tissue  by  ligatures, 
with  the  result  that  within  the  lapse  of  a  fortnight  the  neoplasm 
had  extended  about  four  centimetres.  In  the  gynecological 
clinic  at  Berlin  it  has  also  been  noted  that  carcinoma,  when  com- 
bined with  pregnancy,  develops  very  rapidly.     In  one  case  an 
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ulcerating  surface  about  the  size  of  a  ten-cent  piece  was  found 
on  the  posterior  lip,  and  by  palpation  it  was  found  that  there 
was  an  infiltration  in  the  tissues  about  the  size  of  a  cherry  stone ; 
and  four  days  later,  when  the  case  was  operated  on.  the  neoplasm 
had  attained  the  size  of  a  walnut  and  evinced  a  decided  tendency 
to  an  extensive  necrobiosis.  In  another  case  the  growth,  which 
had  been  scraped  and  cauterized  before  labor  was  induced,  was 
about  the  size  of  a  dollar,  and  w'ithin  the  five  days  required  for 
the  artificial  labor  it  had  again  grown  to  its  previous  size. 

This  rapid  extension  of  the  neoplasm  is  easily  explained  if  one 
reflects  upon  the  very  great  changes  which  take  place  in  the  preg- 
nant uterus  and  the  surrounding  tissues.  The  aggravation  of 
all  the  symptoms  due  to  carcinoma  has  as  a  natural  consequence 
a  very  serious  effect  on  the  general  condition  of  the  patient,  and 
the  malignant  cachexia  makes  rapid  progress  during  pregnancy. 
The  patients  run  a  temperature,  they  become  worn  out,  and 
finally  arrive  at  such  a  state  of  marasmus  that  they  die  before 
labor  begins. 

There  are,  of  course,  exceptions  to  the  rule,  such  as  the  case 
reported  by  Coe  of  a  carcinoma  of  the  cervix  complicated  by 
pregnancy.  The  patient  was  a  nullipara,  42  years  of  age,  from 
whom  he  removed  numerous  small  papillomatous  growths  from 
the  portio  in  August,  1890.  In  April,  1891,  the  patient  returned 
and  was  found  to  be  in  the  fourth  or  fifth  month  of  pregnancy. 
The  cervix  was  infiltrated  with  a  neoplastic  ma.ss,  and  total  extir- 
pation of  the  uterus,  preceded  by  the  induction  of  premature 
labor,  was  not  performed,  at  the  patient's  wish,  because  she  was 
desirous  of  having  a  child,  and  accordingly  an  antiseptic  treat- 
ment was  instituted.  On  August  30,  1891,  a  living  child  was 
born,  labor  having  been  aided  by  dilatation  of  the  cervix  with 
a  Barnes  instrument.  Forceps.  The  child  weighed  six  and  one- 
half  pounds.  Four  weeks  after  the  birth  a  small  bit  of  the  neo- 
plasm was  excised  which  microscopically  gave  no  certain  proof 
of  its  being  an  epithelioma,  and  consequently  total  hv.<terec1omy 
was  deferred.  In  September,  1892,  it  was  demonstraiod  beyond 
a  doubt  that  the  growth  was  a  malignant  one,  and  totai  vaginal 
hysterectomy  was  performed,  and  up  to  the  time  of  the  repoii 
of  tlie  case  no  recurrence  had  taken  place. 

Although  the  palliative  treatment  instituted  in  this  ca.sc 
which  consisted  of  creolin  douches,  and  tannin  and  iodoform 
applied  locally,  appears  to  have  greatly  influenced  the  progress 
of  the  carcinoma,  it  must  be  acknowledged  nevertheless  that  there 
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existed  a  certain  benign  character  of  the  malignant  neoforma- 
tion,  which,  on  account  of  its  rarity  in  carcinoma  of  the  cervix 
complicated  with  pregnancy,  is  worthy  of  being  mentioned  here. 
Usually  pregnancy  will  go  on  to  term,  but  the  dangers  that 
the  mother  runs  during  labor,  both  on  account  of  the  weak  con- 
dition which  she  is  in  and  also  on  account  of  the  condition  of 
the  uterus  and  the  obstruction  to  the  exit  of  the  child  by  the 
carcinoma,  are  great.  Bar  quotes  five  cases,  in  which  death  oc- 
curred during  labor,  and  in  one  instance  the  pregnancy  had 
continued  more  than  ten  and  in  another  seventeen  months.  In 
spite  of  the  neoplastic  infiltration,  labor  may  occur  sponta- 
neously either  prematurely  or  at  term,  and  out  of  155  cases  men- 
tioned by  Bar  forty  times  labor  took  place  spontaneously,  and 
in  29  of  these  labors  no  immediate  complications  arose. 

It  is  evident  that  a  cervix  infiltrated  by  carcinoma  will  re- 
quire more  time  for  diiatation  than  normally,  and  yet  such  has 
not  always  been  the  case.  The  dangers  threatening  the  mother 
during  the  protracted  confinement  are  laceration  of  the  cervix, 
rupture  of  the  corpus,  death  by  exhaustion,  and,  lastly,  septic 
peritonitis  or  pyemia.  As  an  example  I  would  report  the  follow- 
ing case  recorded  by  Kleinschmidt :  The  patient  was  pregnant 
in  the  tenth  month  with  a  carcinoma  of  the  cervix.  Labor  pains 
began  at  2  o'clock  in  the  morning;  at  5  o'clock  she  had  chills, 
cyanosis,  loss  of  consciousness,  a  pulse  of  128,  and  a  temperature 
of  38.7°  C.  At  11  o'clock  in  the  morning  recurrence  of  chills. 
At  2  in  the  afternoon  the  membranes  ruptured  with  the  escape 
of  putrid  gas.  The  cervix  was  dilated  to  the  extent  of  a  fifty- 
cent  piece  and  was  very  rigid.  Head  engaged  in  the  pelvis. 
Soon  afterward  respiration  and  pulse  ceased,  and  the  patient 
died  Avithout  delivery,  of  acute  sepsis. 

Here  is  another  case,  published  by  Pohlig :  The  patient  was  in 
labor  and  had  suffered  from  bladder  symptoms  f  or  aboutsix  months. 
A  small,  hard  nodule  in  the  cervix  had  been  suspected  of  being 
carcinoma.  After  rupture  of  the  membranes,  as  the  fetal  pulse 
rate  increased,  version  was  done  and  the  child  extracted.  After 
delivery  a  laceration  on  the  right  side  of  the  cervix  extending 
deep  into  the  parametrium  was  found,  and  two  days  later  an- 
other cervical  laceration  was  discovered  reaching  into  the  ab- 
dominal cavity.     The  patient  died  during  the  examination. 

These  examples  plainly  show  the  dangers  of  an  expectant 
treatment.  In  the  second  ease  there  was  nothing  to  show  that 
the  carcinoma  had  reached  such  an  extent,  but  for  this  reason 
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the  surgeon  should  always  bear  in  mind  that,  although  a  car- 
cinoma may  not  be  liable  to  act  as  an  obstecle  to  birth,  he  should 
be  prepared  in  every  instance  to  be  able  to  remove  the  child  in 
the  speediest  possible  manner  should  serious  symptoms  arise. 

Theilhaber  relates  5  cases  of  premature  labor  and  10  cases  of 
delivery  at  term,  all  of  which  occurred  spontaneously.  In  the 
premature  cases  the  mother  recovered,  while  in  9  cases  of  labor 
at  term  no  complications  followed.  As  another  example  of  a 
successful  result  I  would  quote  Bechmann's  ease  of  a  woman, 
38  years  of  age,  pregnant  with  carcinoma  of  the  cervix.  Labor 
took  place  at  term  and  she  was  delivered  of  a  child  weighing 
3,900  grammes.  A  fortnight  later  total  vaginal  hysterectomy 
was  easily  performed  without  any  complications  following,  and 
the  patient  left  the  hospital  in  excellent  condition  about  six 
weeks  later. 

Unfortunately  such  happy  results  are  far  from  being  the  gen- 
eral rule,  and  often  the  difficulties  of  labor  produced  by  the  ma- 
lignant growth  are  such  that  the  patient  dies  immediately,  ex- 
amples of  which  I  have  given.  Out  of  the  40  spontaneous  la- 
bors collected  by  Bard  11  patients  died  during  delivery,  and 
out  of  60  women  whose  histories  were  collected  by  Chantreuil  25 
died  during  labor.  In  the  10  cases  of  spontaneous  labor  at  term 
collected  by  Theilhaber,  death  occurred  once  during  labor,  and  as 
instructive  I  would  quote  the  following  case  reported  by  Stratz : 
The  patient  was  42  years  of  age  and  pregnant  for  the  tenth  time; 
carcinoma  of  the  cervix,  which  was  rapidly  progressing;  hydram- 
nios;  transversal  presentation;  temperature  39°  C. ;  version  and 
extraction;  mother  died  after  the  labor;  child  dead. 

When  death  is  not  the  immediate  consequence  of  lal>or,  the 
prognosis  for  the  mother  nevertheless  remains  most  serious, 
because  the  puerperium  is  often  a  difficult  matter  to  care  for 
and  often  gives  rise  to  a  fatal  issue.  It  is  ea.sy  to  understand 
this  fact  if  we  consider  how  iniincrons  are  the  coraj)lication8 
which  may  arise  at  this  time :  scvlm-o  liemorrhage  duo  either  to 
uterine  inertia  or  to  tears  occurring  in  the  midst  of  lh<'  neoplas- 
tic tissue,  which  so  frequently  occur ;  hemorrhage  may  also  be 
due  to  the  more  or  less  extensive  elimination  of  carcinomatous 
tissue;  infection  occurs  with  extroino  facility,  and  oftentimes,  as 
I  have  already  pointed  out,  septic  peritonitis  and  pyemia  are  the 
cause  of  death. 

Of  126  cases  repoiicd  by  Cohnstein,  72  wonion  died  during 
the  pregnancy,  and  of  these  72  women  31  died  during  labor  or 
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immediately  after,  and  in  20  instances  death  occurred  during 
the  twenty  days  following  labor.  Out  of  50  cases  collected  by 
Herman  of  premature  labor  or  at  term,  16  of  the  patients  died. 

Various  operations  have  been  employed  for  removing  the  hin- 
drance caused  by  the  growth  to  the  delivery  of  the  child,  by 
means  of  the  sharp  curette,  the  thermocautery,  incisions  into  the 
tissues  of  the  cervix,  or  dilatation  by  the  colpeurynter ;  but,  as  a 
general  rule,  they  add  little  security  for  the  mother's  welfare,  as 
the  folloAving  case  reported  by  Stratz  shows,  and  is  only  selected 
as  an  example  from  a  host  of  others :  The  patient  34  years  of 
age;  pregnancy  complicated  with  carcinoma  of  the  cervix;  spon- 
taneous labor ;  supravaginal  amputation  of  the  cervix ;  the  mother 
died  a  week  after  the  labor,  and  no  mention  is  made  of  the  condi- 
tion of  the  child. 

The  situation  of  the  mother  is  not  only  rendered  more  critical 
by  the  complications  which  occur  during  the  puerperium, 
but  the  progressive  development  of  the  carcinoma,  which  be- 
comes more  rapid  during  pregnancy,  will  ordinarily  take 
on  new  vigor  after  the  accomplishment  of  labor.  This  aggrava- 
tion is  probably  due  to  the  traumatism  of  the  labor,  and  also, 
perhaps,  to  the  changes  which  arise  in  the  muscular  structures  of 
the  uterus  during  its  involution.  The  majority  of  authorities 
are  unanimous  as  to  the  gravity  of  the  prognosis  for  the  mother 
after  labor,  and  the  figures  of  the  maternal  mortality  during  the 
postpartum  are  something  frightful.  Out  of  29  cases  collected 
by  Bar  who  had  lived  through  their  labor,  25  were  dead  in  less 
than  six  months  afterward. 

Several  surgeons  have  operated  immediately  after  labor  in 
order  to  prevent  the  progress  of  the  carcinoma,  but  unfortunate- 
ly it  appears  that  the  patients  have  not  derived  any  very  great 
benefit  from  the  interference.  In  the  last  case  reported  it  will 
be  seen  that,  in  spite  of  amputation  of  the  cervix,  the  patient 
died  a  week  after  labor,  and  the  operation  does  not  seem  to  have 
given  any  better  result  in  the  following  case  reported  by  Stratz : 
The  patient  was  28  years  of  age  and  pregnant  for  the  second 
time ;  carcinoma  of  the  cervix ;  a  spontaneous  labor  occurred  with 
a  vertex  presentation;  three  weeks  after,  supravaginal  amputa- 
tion of  the  cervix  was  done ;  the  mother  died  two  months  after- 
ward from  a  recurrence  of  the  growth;  the  child  lived. 

When  no  interference  has  been  necessary  during  labor,  the 
patient  is  still  in  danger  from  septicemia  due  to  the  absorption 
of  septic  material  produced  by  the  necrobiotic  masses  of  car- 
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cinoma,  which  is  an  excellent  nidus  for  the  development  of  path- 
ogenic germs,  which  are  not  present  to  any  such  extent  or  viru- 
lence in  the  healthy  va^iina.  This  danger  is  probably  not  so 
great  in  cases  where  the  neoplasm  is  not  far  advanced,  but  it  is 
well  to  bear  in  mind  that  in  all  cases  of  pregnancy  where  car- 
cinoma is  present,  and  where  surgical  interference  may  possibly 
be  resorted  to  during  labor,  a  most  rigid  antisepsis  of  the  birth 
canal  is  requisite. 

The  difficulties  of  delivery  complicated  by  carcinoma  of  the 
cervix  often  require  surgical  interference,  while  in  other  cases, 
even  before  labor  begins,  it  may  be  deemed  judicious  to  interfere 
surgically  in  order  to  prevent  those  accidents  and  complications 
which  may  occur.  All  these  operations  appear,  however,  to 
have  as  the  principal  object  in  view  the  interest  of  the  offspring, 
and  generally  the  mother  has  not  received  any  great  benefit  from 
them  excepting,  perhaps,  a  greater  rapidity  in  expulsion  of  the 
child.  But  it  nevertheless  cannot  be  denied  that  the  operation 
was  only  a  cause  of  infection  and  loss  of  strength  for  the  woman. 
Bar  collected  21  cases  where  incisions  of  the  cervix  were  made, 
and  of  these  10  women  died  during  the  postpartum.  Seven  times 
it  was  necessary  to  use  forceps,  and  two  of  these  women  died  im- 
mediately. Four  times  version  was  done  before  dilatation  of  the 
cervix  was  sufficient,  and  three  of  the  patients  died  during 
the  first  few  days  following  labor.  Fourteen  times  Cesarean 
section  was  done,  ten  of  the  mothers  dying  immediately.  In 
one  case  the  Cesarean  operation  was  followed  by  Porro's  oper- 
ation, the  patient  dying  a  week  later. 

As  far  as  I  am  able  to  ascertain,  Oldham  was  the  first  who  in 
1851  pleaded  in  favor  of  the  Cesarean  operation  in  these  cases 
and  operated  on  one  patient  successfully.  Hei'man  collected  12 
cases  of  Cesarean  section  with  a  mortality  of  66  per  cent  for  the 
mother,  while  in  6  cases  done  by  Sanger  3  of  the  women  died. 
Oldham,  Gusserow,  and  IMiiller  are  in  favor  of  the  Cesarean  oper- 
ation in  these  casi's,  Avliile  Fehling  advocates  Porro's  operation. 

I  have  been  able  to  collect  from  various  sources  2'1  conser- 
vative Cesarean  sections,  17  of  the  patients  dying--a  fearful 
mortality  for  any  operation.  Of  14  cases  where  the  Cesarean 
section  was  immedialcly  followed  by  a  total  hysterectomy,  9 
of  the  mothers  recovcied,  while  out  of  15  cases  of  Porro's  oper- 
ation 8  of  the  patients  recovered  and  7  died.  From  tliese  figures 
it  would  seem  to  me  that  conservative  Cesarean  operation  in  tliese 
cases  should  be  discarded  if  it  cannot  be  immediately  followed  by 
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a  total  vaginal  or  abdominal  hysterectomy ;  and  when  a  radical 
operation  cannot  be  done  on  account  of  the  inoperable  condition 
of  the  neoplasm,  it  would  seem  that  we  are  justified  in  doing  a 
Porro's  operation,  although  it  should  ever  be  present  in  the 
mind  of  the  operator  that  if  the  disease  has  invaded  the  peri- 
uterine tissues  extensively  a  Porro  operation  will  be  a  most  dan- 
gerous method,  because  no  pedicle  can  be  formed  and  severe 
hemorrhage  will  be  the  result. 

There  is  no  doubt  but  what  the  Cesarean  operation  is  far 
more  dangerous  when  performed  on  account  of  carcinoma  of  the 
cervix  than  when  it  is  done  in  cases  of  narrow  pelvis.  The  necro- 
biotic  carcinomatous  masses  will  easily  produce  infection  during 
the  operation,  and  the  existing  stenosis  of  the  carcinomatous  cer- 
vix may  be  productive  of  a  retention  of  the  lochia  which  will  re- 
sult in  a  decomposition  of  the  liquids  from  stagnation  in  the 
uterine  cavity,  which  in  itself  will  be  a  source  of  infection. 

It  is  useless  for  me  to  add  that,  in  nearly  all  the  successful 
instances  where  death  did  not  occur  immediately  after  labor, 
the  cancer  soon  showed  a  renewed  malignancy  and  rapidly  killed 
the  patient.  As  examples  of  the  discouraging  results  obtained 
by  the  Cesarean  section  pure  and  simple,  or  by  other  minor  oper- 
ations attacking  the  cervix  itself,  I  M'ould  briefly  quote  the  fol- 
lowing, the  first  four  of  which  have  been  recorded  by  Stratz: 
Patient  42  years  old ;  pregnant  for  the  tenth  time ;  carcinoma  of 
the  cervix;  during  the  tenth  month  of  pregnancy  the  Cesarean 
operation  was  done ;  mother  died  two  days  after  operation ;  child 
lived  two  months.  Patient  30  years  old;  third  pregnancy;  car- 
cinoma of  the  cervix ;  labor  had  begun  and  a  shoulder  presenta- 
tion was  diagnosed;  version  and  delivery;  macerated  child;  the 
neoplasm  progressed  and  the  patient  died  two  months  later.  Pa- 
tient 27  years  old;  third  pregnancy;  carcinoma  of  the  cervix; 
vertex  presentation;  the  neoplasm  removed  from  the  cervix; 
forceps ;  after  a  week  of  febrile  complications  the  mother  finally 
recovered.  Patient  38  years  old ;  third  pregnancy ;  carcinoma  of 
the  cervix;  vertex  presentation;  temperature  39.5°  C. ;  Cesarean 
operation  followed  by  Freund's  operation;  mother  died  on  the 
next  day;  child  died.  In  Grapow's  case  the  patient  was  33 
years  old  and  had  arrived  at  term ;  there  was  an  enormous  infil- 
tration; Cesarean  operation  was  done;  the  mother  died  during 
the  operation  and  the  child  lived.  Bischoff 's  case  was  a  woman, 
41  years  of  age,  upon  whom  he  did  the  Cesarean  operation  at 
term,  immediately  followed  by  total  extirpation  according  to 
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Freund's  method;  the  child  lived  and  the  mother  died  in  the 
evening  following  the  operation. 

The  report  of  these  cases,  along  with  a  host  of  others  that  I 
could  add,  appears  to  me  a  sufificiently  strong  argument  of  the 
dangers-  of  labor  accruing  from  carcinoma  of  the  cervix,  and 
also  that  the  result  of  operative  interference,  so  far  as  the  mother 
is  concerned,  is,  to  say  the  least,  to  be  deplored. 

A  number  of  surgeons,  on  account  of  the  fearful  mortality 
occurring  during  labor  at  term  in  women  afflicted  with  carcinoma 
of  the  cervix,  and  who  also  desire  to  preserve  the  life  of  the  child, 
have  endeavored  to  bring  these  cases  to  a  successful  issue  by  in- 
ducing labor  during  the  seventh  or  eighth  month  of  pregnancy. 
At  this  epoch  in  its  development  the  fetus  is  not  so  large,  the 
carcinomatous  infiltration  is  less  extensive,  and  in  reality  one 
is  really  taking  the  interests  of  the  mother  into  consideration  by 
removing  the  product  of  conception  at  an  early  date,  which  later 
would  give  rise  to  serious  complications.  The  results  have  not 
been  satisfactory,  excepting  in  those  cases  where,  after  delivery 
of  the  premature  infant,  a  total  vaginal  or  abdominal  hysterec- 
tomj'^  has  been  done,  and  of  four  women  upon  whom  a  premature 
delivery  was  induced  two  died  immediately.  AVhen  the  miUig- 
nant  growth  is  in  such  a  condition  that  it  is  susceptible  of  creating 
severe  complications  during  a  labor  at  term,  a  premature  labor 
will  not  protect  the  mother  from  these  same  complications,  and 
oftentimes  when  a  premature  labor  is  induced  all  that  is  accom- 
plished is  that  the  offspring  is  sacrificed  without  any  benefit  ac- 
cruing to  the  mother.  Those  operations  undertaken  during  the 
last  few  months  of  pregnancy  appear  to  present  the  same  gravity 
as  those  undertaken  at  term,  and  the  results  are  nearly  as  bad 
for  the  mother. 

From  the  study  of  the  numerous  facts  that  I  have  endeavored 
to  expose  in  what  has  been  said,  it  would  appear  to  uv  quite 
logical  to  consider  the  prognosis  for  the  mother,  in  oases  of 
pregnancy  complicated  by  carcinoma  of  the  cervix,  as  being 
of  a  very  extreme  gravity.  It  is  very  evident  that  th<n\»  have 
been  numerous  cases  in  which  pregnancy  and  labor  hiw*-  been 
terminated  without  any  serious  accident  occurring  to  the  mother, 
and  cases  are  recorded  of  women  afflicted  with  carcinoma  of  the 
uterus  who  have  given  birth  to  several  children.  I  have  reported 
several  cases  in  which  the  evolution  of  a  malignant  neoplasm  was 
in  no  way  influenced  by  the  presence  of  pregnancy,  but  I  also 
pointed  out  that  such  cases  only  form  the  very  great  exception 
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to  the  rule,  and  in  considering  the  prognosis  in  general  they 
should  be  left  out  of  consideration. 

If  we  consider  the  complications  which  menace  the  life  of  the 
patient  either  during  pregnancy  or  during  labor,  whether  this 
be  premature  or  at  term,  spontaneous  or  induced,  I  think  we 
may  legitimately  conclude  that  to  allow  the  continuation  of  preg- 
nancy in  a  female  afflicted  with  carcinoma  of  the  uterus  is  just 
about  as  much  as  condemning  her  to  an  early  death.  The 
mother  may  even  die  before  the  time  of  labor  has  arrived,  and 
in  a  large  number  of  cases  death  will  occur  during  labor  or  the 
postpartum.  If  by  chance  the  mother  should  be  fortunate 
enough  to  escape  all  these  dangers,  after  the  child  is  born  the 
evolution  of  the  neoplasm  will  continue  with  a  renewed  malig- 
nancy, so  that  cachexia  will  be  complete  and  the  patient  will 
die,  usually  within  the  space  of  hardly  a  few  months. 

In  order  to  ascertain  precisely  the  prognosis  that  should  be 
given  as  regards  the  child  in  pregnancy  complicated  by  car- 
cinoma of  the  uterus,  the  results  of  the  labor  must  be  studied 
and  also  the  progress  of  the  pregnancy,  so  that  we  may  be  able 
to  determine  whether  or  not  the  neoplasm  is  a  cause  of  interrup- 
tion of  the  pregnancy.  Theilhaber  pretends  that  miscarriage  is 
not  more  frequent  when  the  uterus  is  the  seat  of  a  malignant 
growth  than  in  ordinary  cases  of  pregnancy ;  but  this  is  not  my 
opinion,  and  in  order  to  prove  this  I  would  quote  the  following 
figures.  Passeroro  states  that  miscarriage  occurs  in  40  per  cent 
of  these  cases,  and  this  is  also  the  figure  given  by  Lenees.  Her- 
man quotes  75  cases  where  the  age  of  the  fetus  at  the  time 
the  miscarriage  took  place  has  been  ascertained;  18  times 
there  was  miscarriage  and  34  times  a  premature  labor  took  place ; 
labor  at  term,  according  to  him,  would  consequently  only  occur 
in  33  per  cent  of  these  cases.  According  to  Bar  and  Cohnstein, 
pregnancy  will  go  to  term  in  66  per  cent  of  the  cases,  while  Sutu- 
gin  makes  the  per  cent  of  12  as  representing  the  number  of  wo- 
men that  miscarry  or  have  a  premature  labor  under  these  circum- 
stances. 

I  here  quote  briefly  two  cases  as  typical  examples  of  what  usu- 
ally occurs,  both  being  recorded  by  Mackenrodt.  Patient  36 
years  old  and  pregnant  two  months;  carcinoma  of  the  posterior 
lip  of  the  cervix;  miscarriage  with  retention  of  part  of  the 
secundines;  curettement  followed  by  vaginal  hysterectomy;  a 
year  after  the  operation  the  patient  was  found  in  good  health. 
The  second  case  was  a  patient  33  years  old,  in  the  seventh  month 
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of  pregnancy;  carcinoma  of  the  cervix;  premature  labor;  the 
child  was  born  alive,  but  died  a  few  days  later ;  laceration  of  the 
cervix ;Ti  carcinomatous  mass  was  removed  with  the  curette;  the 
patient  died  a  few  months  later  with  metastases  in  the  liver. 

According  to  Bachmann,  miscarriage  will  frequently  arise  with- 
out the  patient  being  aware  of  it,  and  the  occurrence  of  an  abor- 
tion may  be  mistaken  for  an  ordinary  hemorrhage  due  to  the 
neoplasm.  This  opinion  may  certainly  be  right,  but  it  is  most 
difficult  to  verify  it.  After  the  figures  and  cases  that  I  have 
here  related,  it  is  evident  that  carcinoma  of  the  uterus  has  a 
very  bad  influence  on  the  pregnancy  by  causing  expulsion  of  the 
fetus  before  term,  and  each  cause  for  a  miscarriage  is  one  chance 
less  for  the  mother  to  bring  a  living  child  into  the  world,  and 
this  also  often  applies  to  premature  labor. 

Premature  labor,  whether  it  be  induced  or  occurring  sponta- 
neously, is,  generally  speaking,  unfavorable  for  the  child.  This 
is  at  least  Herman's  opinion,  based  on  the  following  figures: 
in  premature  labor  the  percentage  of  mortality  for  the  child 
is  42.8  per  cent,  while  in  labor  at  term  it  is  only  21.7  per  cent. 
Theilhaber  records  9  cases  of  premature  labor,  the  child  dying 
in  5  of  them,  while  in  one  case  no  mention  is  made  as  to  whether 
it  lived  or  not.  As  an  example  of  another  proceeding  I  would 
mention  the  following  case  reported  by  Pobedinsky:  The  pa- 
tient was  35  years  old  and  was  seven  months  pregnant  with  her 
seventh  child;  Porro's  operation;  the  mother  left  the  hospital 
in  excellent  condition,  but  the  child  died  on  the  day  of  its 
birth. 

Infantile  mortality  in  premature  labor  must  naturally  be 
very  high,  because  to  the  various  causes  of  death  which  exist  in 
labor  at  term  we  must  add  the  difficulty  that  is  generall}  ex- 
perienced in  keeping  a  child  alive  when  born  at  the  en<l  of  gesta- 
tion. When  premature  labor  occurs  spontaneously  it  is  gen- 
erally due  to  the  fact  that  the  neoplasm  has  produced  extensive 
lesions  in  the  uterus,  and  it  is  quite  natural  to  believe  Uiat  the 
carcinoma  would  have  a  more  or  less  marked  action  on  the  off- 
spring. 

According  to  Bar,  the  mortality  of  tlie  children  during  labor 
is  practically  equal  to  that  in  premature  labor  or  labor  at  terra, 
and  in  order  to  explain  the  difference  in  the  figures  given  by 
Herman  we  must  admit  that  many  of  the  children  expelled  be- 
fore term  were  dead  before  labor  started  in.  Fritsch  insists  on 
the  fact  that  the  fetus  often  dies  in  utcro  while  the  surgeon  is 
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awaiting  the  opportune  moment  for  Cesarean  section  which 
should  save  its  life.  This  occurrence  is  what  might  be  expected, 
because  the  advancing  cachexia  of  the  mother  must  by  necessity 
have  a  very  bad  effect  on  the  child.  The  severe  hemorrhages 
which  occur  so  frequently  in  carcinoma,  as  well  as  extension  of 
the  neoplasm  to  the  corpus,  will  add  more  difficulties  to  the 
proper  nutrition  of  the  fetus  and  will  often  produce  its  death 
before  labor  sets  in. 

When  a  pregnancy  has  arrived  at  term  and  the  child  is  liv- 
ing, the  surgeon  has  then  before  him  the  difficulties  of  extraction 
of  the  child.  These  difficulties  are  numerous  in  cases  of  carcino- 
ma of  the  cervix ;  they  are  related  to  the  weak  condition  of  the 
mother,  to  uterine  inertia,  to  the  resistance  of  the  cervical  tis- 
sues, and  to  the  hindrance  created  to  the  expulsion  of  the  fetus 
by  the  obstruction  of  the  pelvic  excavation  from  the  growth. 
Thus  very  unfavorable  conditions  for  the  extraction  of  the  living 
child  are  present;  for,  on  the  one  hand,  the  offspring  will  cer- 
tainly be  in  a  condition  of  lowered  vitality,  and  on  the  other  is  a 
difficult  labor  with  a  diseased  uterus  and  masses  of  neoplastic 
tissue  more  or  less  filling  up  the  small  pelvis.  Cohnstein  asserts 
that  under  these  conditions  only  33  per  cent  of  the  children  are 
delivered  alive;  Bar  gives,  out  of  a  total  of  58  cases  of  spon- 
taneous labor  at  term,  a  fetal  mortality  of  37.7  per  cent;  while 
Herman,  out  of  114  labors  at  term,  shows  that  58  children  only 
were  born  alive. 

The  very  great  difficulties  that  are  met  with  in  the  extraction 
of  the  fetus  by  the  natural  passages  has  naturally  led  surgeons 
to  employ  operative  measures,  particularly  the  Cesarean  oper- 
ation. Bar  has  collected  14  cases  where  this  operation  was  done 
during  labor.  Twelve  times  the  condition  of  the  child  is  dis- 
tinctly indicated  in  the  report  of  the  case;  in  11  of  these  the 
child  was  delivered  alive,  while  in  one  case  it  had  died  before 
the  operation.  Sanger  has  collected  18  cases,  in  16  of  which 
the  children  were  delivered  alive,  while  Leopold  has  reported 
two  cases  with  a  successful  result  as  far  as  the  child  was  con- 
cerned. Of  the  7  cases  of  the  Cesarean  operation  which  I  have 
reported  in  the  text  of  this  paper,  6  of  the  children  were  de- 
livered alive,  2  of  them  only  dying  some  time  after  birth.  Make- 
jew,  of  Moscow,  has  done  the  Cesarean  operation  in  one  instance 
and  saved  the  child. 

The  sectio  Cesarea  would  consequently  appear  to  give  the 
greatest  chances  for  saving  the  child,  but,  on  the  other  hand,  it 
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is  almost  always  mortal  for  the  mother.  Consequently,  if  we 
are  in  the  presence  of  a  patient  presenting  a  pregnancy  compli- 
cated fey  carcinoma  of  the  cervix,  and  if  we  consider  the  fre- 
quency of  an  interruption  of  the  gestation  from  the  neoplasm, 
the  dangers  of  the  death  of  the  child  before  labor  sets  in,  the 
difficulties  in  its  extraction,  and  the  considerable  mortality  of 
these  children  after  birth,  I  believe  that  I  am  in  the  right  in 
concluding  that  the  chances  of  life  for  the  child  are  very  few, 
and  that  if  pregnancy  may  reach  term  the  only  operation  which 
will  in  all  probability  deliver  a  living  child  will  in  the  large 
proportion  of  cases  kill  the  mother. 

I  now  come  to  the  consideration  of  those  operations  performed 
for  carcinoma  of  the  uterus  during  pregnancy,  and  I  shall  only 
consider  those  cases  in  which  the  fetus  is  considered  as  non-vi- 
able—that is  to  say,  up  to  seven  and  a  half  months  of  gestation. 
Consequently  I  shall  leave  aside  all  procedures  relating  to  the 
extraction  of  the  child,  and  shall  only  consider  those  which,  per- 
formed during  the  first  months  of  pregnancy,  have  as  an  end  a 
direct  action  on  the  neoplasm.  Among  these  some  are  intended 
to  respect  the  pregnancy,  and  consequently  are  necessarily  limit- 
ed in  extent  and  are  usually  only  employed  in  the  complications 
to  which  the  neoplasm  may  give  rise;  these  are  partial  oper- 
ations. In  the  others  the  fetus  is  not  considered,  and  their  aim 
is  to  remove  as  extensively  as  possible  the  tissues  invaded  by  the 
neoplasm ;  these  are  the  radical  operations.  I  shall  successively 
study  the  advantages  and  the  disadvantages  of  each  of  the 
methods  employed,  and  will  first  consider  induced  miscarriage. 

Certain  surgeons,  noticing  that  the  rapid  increase  in  develop- 
ment of  a  carcinoma  of  the  cervix  arising  during  pregnancy  was 
interrupted  if  the  fetus  was  expelled,  have  induced  misf  arrtage. 
Herman  considers  induced  miscarriage  as  indicated  n  all  cases 
where  the  carcinoma  is  very  extensively  developed  or  where  am- 
putation of  the  cervix  cannot  be  undertaken,  and  he  believes  that 
this  should  be  done  at  an  early  date.  He  cites  a  case  of  induced 
miscarriage  where  the  patient  had  been  greatly  weakened  by 
severe  hemorrhages.  After  the  abortion  had  been  performed 
the  loss  of  blood  ceased  and  the  patient's  general  health  im- 
proved somewhat.     h>ho  died  seven  months  latei-. 

Induced  abortion  does  not  appear,  however,  to  always  liavc  a 
marked  influence  on  the  progress  of  the  neoplasm.  The  oper- 
ation is  sometimes  dillficult.  and  not  devoid  of  danger,  even  in 
the  early  months  of  pregnancy,  and  the  growth  ha.s  often  con- 
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tinued  its  rapid  progress  of  invasion  after  the  emptying  of  the 
uterus.  In  all  these  cases  this  operation  sacrifices  the  child's 
life  without  being  of  any  appreciable  benefit  to  the  mother. 

Curettement  has  been  employed  during  pregnancy  to  control 
hemorrhages  and  to  facilitate  the  labor  later  on.  I  cannot  see 
how  this  operation  has  any  indications,  because  the  carcinoma- 
tous granulations  grow  again  very  rapidly,  and  by  the  very  fact 
of  curettement  a  miscarriage  is  often  produced.  Miscarriage  oc- 
curred three  times  out  of  four  cases  mentioned  by  Theilhaber, 
and  as  an  illustration  I  would  quote  the  following  case  reported 
by  Mackenrodt :  The  patient  was  36  years  old  and  in  the  sixth 
month  of  pregnancy  complicated  by  carcinoma  of  the  cervix. 
Severe  hemorrhages  occurred.  Six  weeks  later  another  hemor- 
rhage began,  and  again  curettement  was  performed.  In  a  few 
days  a  fetus  was  expelled  spontaneously  and  the  mother  died 
two  months  later. 

In  considering  amputation  of  the  cervix  we  should  divide  the 
operation  into  two  groups— namely,  intra  vaginal  amputation  of 
the  vaginal  portion  and  supravaginal  amputation  of  the  cer- 
vix according  to  Schroder's  method.  These  operations  have 
been  regarded  in  times  past,  by  Gusserow  in  particular,  as  being 
radical.  But  it  is  generally  admitted  that  amputation  of  the 
cervix  does  not  make  a  sufficiently  large  operative  field  to  be 
able  to  reach  the  infiltrated  tissues,  and  that  it  cannot  conse- 
quently be  considered  a  radical  operation.  Considered  as  a 
palliative  operation,  amputation  of  the  cervix  does  not  appear 
to  me  to  have  given  any  very  remarkable  results. 

The  principal  advantage  of  this  procedure  is  that  it  is  very 
easily  performed  and  generally  does  not  compromise  the  life  of 
the  mother,  although  in  some  instances  it  has  given  rise  to  very 
severe  loss  of  blood.  Bar  reports  15  cases  in  which  amputation 
of  the  cervix  was  performed,  with  a  result  that  the  pregnancy 
was  interrupted  in  33  per  cent  of  the  cases.  Of  the  remaining 
9  cases  in  Avhich  the  pregnancy  continued  after  the  operation,  six 
times  there  appeared  to  be  a  marked  improvement,  while  in  2 
patients  the  neoplasm  continued  its  rapid  progress  and  the 
women  died  shortly  afterward.  Out  of  the  7  cases  in  which  the 
pregnancy  was  not  interrupted,  where  news  could  be  obtained  as 
to  the  result  of  the  labor,  it  was  found  that  twice  extraction  of 
the  child  was  rendered  very  difficult  on  account  of  the  presence 
of  cicatricial  tissue,  and  in  three  instances  the  child  died  either 
during  pregnancy  or  the  labor. 
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Theiihaber  has  collected  19  cases  of  intravaginal  amputation, 
and  10  of  these  women  miscarried.  Six  times  supravaginal  am- 
putation was  performed,  producing  miscarriage  five  times. 
Vitanza  has  published  4  cases  where  he  amputated  a  carcinoma- 
tous cer\nx,  and  in  all  4  the  pregnancy  continued. 

Lewers  amputated  the  cer\ix  after  he  had  produced  a  mis- 
carriage, but  nothing  is  said  in  his  report  as  to  the  ultimate  re- 
sult of  the  case.  Morton  performed  this  operation.  Four  days 
later  an  abortion  occurred  Avith  chills  and  a  temperature  of  104" 
P.  The  patient  remained  free  from  recurrence  for  some  time 
afterward.  In  another  case  a  tumor  the  size  of  a  hazel-nut  was 
removed  in  December,  1888,  by  a  wedge-shaped  excision.  The 
patient  was  pregnant  six  months  and  gestation  was  not  inter- 
fered with  by  the  operation,  and  she  was  delivered  at  term.  In 
1892  a  fungous  carcinomatous  mass  the  size  of  a  walnut  was 
found  on  the  posterior  lip  of  the  cervix,  and  the  patient  was 
again  pregnant  in  the  sixth  month.  The  growth  was  removed 
by  a  wedge-shaped  excision  and  the  patient  went  to  term.  It 
was  on  the  strength  of  this  case  that  as  late  as  1893  Kaltenbach 
recommended  the  partial  removal  of  the  portio  in  these  cases. 

As  other  examples  I  will  briefly  quote  the  following  5  cases 
recorded  by  Stratz:  Patient  40  years  old,  in  the  fourth  month 
of  pregnancy  with  carcinoma  of  the  cervix ;  supravaginal  ampu- 
tation of  the  cervix;  miscarriage  four  days  later;  mother  re- 
covered. Patient  38  years  old,  in  the  third  pregnancy;  car- 
cinoma of  the  anterior  cervical  lip  ;  six-months  pregnancy ;  supra- 
vaginal amputation;  the  mother  recovered,  but  three  weeks 
later  a  miscarriage  occurred,  the  child  being  alive.  Patient 
42  years  old,  a  primipara;  pregnant;  carcinoma  of  the  cer- 
vix; supravaginal  amputation;  miscarriage;  the  mother  re- 
covered, and,  so  far  as  is  known,  no  recurrence  of  the  growth 
took  place.  Patient  41  years  old.  in  her  sixth  pr(V''»aJiey ; 
carcinoma  of  the  cervix;  supravaginal  amputation  pirformed 
during  the  fourth  month  of  pregnancy;  miscarrijice  four 
daj's  later;  mother  recovered,  and,  so  far  as  is  kn<nvTi,  there 
has  been  no  recurrence  of  the  growth.  Patient  35  yi'jns  old; 
eighth  pregnancy;  carcinoma  of  the  cervix;  during  the  fourth 
month  of  the  pregnancy  extirpation  of  the  neoplasm;  miscar- 
riage; patient  recovered. 

In  all  these  cases  the  mothers  recovered,  but  not  once  did  the 
pregnancy  continue.  In  these  ca.ses  the  fetus  was  sacrificed  by 
an  operation  which  was  an  incomplete  one  for  the  mother.  Let 
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me  add  that  when  pregnancy  does  go  to  term  the  progress  of 
the  carcinoma  is  not  always  retarded  b>  the  operation  and  that 
labor  is  sometimes  rendered  verj^  difficult  by  the  presence  of 
cicatricial  tissue. 

I  Avill  now  briefly  consider  the  question  of  radical  operations, 
and  in  so  doing  I  Avould  divide  the  question  into  two  parts — 
namely,  in  the  first,  a  radical  operation  undertaken  during  the 
first  four  months  of  pregnancy,  in  which  total  vaginal  hysterec- 
tomy with  the  child  in  utero  is  the  operation  of  choice;  in  the 
second  group,  when  the  gravid  uterus  is  too  large  to  be  removed 
by  the  vaginal  route,  an  interruption  of  pregnancy  may  first  be 
done  and  then  followed  by  total  vaginal  hysterectomy,  or  a 
vaginal  hysterectomy  according  to  Diihrssen,  or  total  abdominal 
hysterectomy  by  Freund's  method. 

Opinions  have  in  the  past  greatly  diverged  regarding  the  kind 
of  radical  operation  to  be  selected,  but  all  authors  appear  to 
agree  that  during  the  first  two  months  of  pregnancy  the  uterus 
can  be  removed  per  vaginam  without  encountering  any  par- 
ticular difficulty.  Hofmeier  did  a  great  deal  to  vulgarize  the 
vaginal  operation  in  cases  of  advanced  pregnancy,  and  he  pointed 
out  very  justly  that  the  very  changes  which  take  place  during 
gestation  facilitate  the  operative  technique.  The  only  difficulty 
to  be  avoided  is  the  loss  of  blood,  which  is  usually  quite  consider- 
able in  these  cases.  Olshausen  and  others  have  extirpated  per 
vaginam  the  uterus  during  the  sixth  or  the  seventh  month  of 
pregnancy,  and,  although  the  operation  caused  considerable  loss 
of  blood,  it  has  not  been  found  a  very  difficult  one.  I  would 
place  the  seventh  month  of  gestation  as  the  probable  limit  within 
which  a  pregnant  uterus  can  be  removed  by  vaginal  hysterec- 
tomy ;  and  if  its  size  presents  a  mechanical  obstacle  to  the  proper 
execution  of  the  operation,  I  would  suggest  that  the  liquor  amnii 
be  drawn  off,  which  would  make  a  difference  of  about  half  a 
litre  in  the  average  case.  I  would,  however,  point  out  that  after 
the  removal  of  the  liquor  the  uterus  loses  its  rounded  shape  and 
elasticity,  so  that  it  may  be  more  difficult  to  handle;  and,  also, 
that  in  one  case  where  the  fluid  was  drawn  off  there  was  no  ap- 
parent diminution  of  the  size  of  the  organ. 

All  authorities  recognize  the  fact  that  total  vaginal  hyster- 
ectomy during  the  very  early  months  of  pregnancy  is  an  easy 
operation,  with  very  excellent  chances  for  a  successful  result. 
I  have  collected  34  cases  of  vaginal  hysterectomy  with  the  fetus 
in  utero,  performed  during  the  second  to  seventh  month  of  gesta- 
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tion,  without  a  single  fatal  result.  Theilhaber  has  collected  11 
cases  of  this  operation  and  Bachmann  has  collected  17  others 
without  a  single  death.  Among  the.se  operations  he  reports  one 
of  his  own  which  I  will  briefly  mention.  Patient  47  years  old. 
raother'of  five  children ;  at  the  beginning  of  the  sixth  pregnancy 
a  sero-sanguineous  discharge  was  noticed;  carcinoma  of  the  cer- 
vix; vaginal  hysterectomy,  which  revealed  a  seven-weeks  fetus 
in  utero;  the  patient  recovered. 

Total  extirpation  of  the  pregnant  uterus  per  vaginam  during 
the  first  four  months  of  pregnancy  may  consequently  be  con- 
sidered an  easy  operation,  and  the  operative  results  are  in  most 
cases  excellent ;  while  in  those  cases  where  the  neoplasm  has  not 
as  yet  infiltrated  the  neighboring  tissues  a  complete  cure,  or  at 
least  a  lease  of  life  of  several  years'  duration,  may  be  obtained. 

As  to  vaginal  hysterectomy  preceded  by  the  induction  of 
miscarriage,  I  would  say  that  so  great  an  authority  as  Olshau- 
sen  has  recommended  this  conduct  in  those  cases  where  the  uterus 
is  too  greatly  enlarged  to  be  removed  per  vaginam  without  being 
previously  emptied.  This  procedure  has  given  very  excellent 
results,  and  out  of  17  cases  collected  by  Theilhaber  there  was 
not  a  death.  All  surgeons  who  have  performed  this  operation 
have  noted  the  ease  with  which  the  puerperal  uterus  could  be 
removed.  However,  Pobedinsky  believes  that  this  procedure  is 
only  indicated  when  the  neoplasm  has  not  invaded  the  entire  cer- 
vix and  when  the  walls  of  the  latter  are  still  more  or  less  elastic 
and  extensible.  But  when  the  surrounding  tissues  are  infiltrated 
by  the  neoplasm,  he  l)elieves  that  there  is  great  risk  of  a  danger- 
ous rupture  of  the  cervix  or  even  the  corpus  uteri.  He  also 
points  out  that  if  involution  of  the  uterus  is  waited  for  much 
precious  time  is  lost,  as  the  cancer  is  allowed  to  continue  in  its 
■development. 

In  1807  AVinter,  in  a  ca.se  of  carcinoma  of  the  uterus  coiiipli- 
cated  by  pregnancy,  performed  vaginal  liysterectoniy.  and  after 
having  freed  the  uterus,  finding  that  he  could  not  extract  it 
through  the  vagina,  he  made  an  incision  in  the  posterior  Mall  and 
ruptured  the  membrane.  By  enlarging  this  (»p»'ning  h»-  wns  able 
to  extract  the  fetus  and  the  placenta  and  draw  the  uterus  out. 
The  operation  was  completely  successful.  The  placenta  may  be 
left  in  the  uterus,  unless  it  becomes  detached,  but  from  fear  of 
hemorrhage  it  would  seem  to  me  more  prudent  to  peel  it  otT  at 
once  and  then  proceed  with  the  extirpation  of  the  uterus. 
Diihrssen  has  claimed  the  priority  of  this  operation,  as  lie  had 
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already  employed  it  in  a  case  of  a  pregnancy  of  eight  months 
and  was  fortunate  enough  to  have  a  living  child.  He  termed  the 
operation  "vaginal  Cesarean  section."  This  operation  was  per- 
formed the  same  year  by  Beckmann. 

I  believe  that  this  method  is  decidedly  to  be  preferred  to  the 
evacuation  of  the  uterus  by  induction  of  a  miscarriage,  because 
to  bring  about  a  miscarriage  there  is,  as  I  have  already  pointed 
out,  much  delay  and  many  drawbacks  which  are  avoided  by  re- 
sorting to  vaginal  Cesarean  section.  By  this  auxiliary  operation 
1  he  province  of  total  vaginal  extirpation  is  greatly  widened,  so 
that  it  may  be  considered  as  the  most  suitable  operation  for  car- 
cinoma when  the  growth  is  still  operable,  up  to  the  time  that  the 
fetus  is  viable. 

All  operators  who  have  performed  this  operation  have  insisted 
upon  the  ease  with  which  it  can  be  done,  and,  so  far  as  I  am 
aware,  all  the  cases  that  have  been  reported  up  to  date  have  been 
successful.  It  avoids  all  the  inconveniences  of  an  induced  mis- 
carriage in  those  instances  where  the  cervix  is  markedly  infil- 
trated, and  it  offers  less  chances  of  infection  than  abdominal 
hysterectomy.  But,  like  all  vaginal  hysterectomies,  if  care  be 
not  taken  the  operation  will  be  an  incomplete  one  and  recurrence 
of  the  growth  will  take  place  sooner  or  later. 

Total  abdominal  hysterectomy  of  the  pregnant  carcinomatous 
uterus  was  advocated  in  1878  by  Freund.  The  operation  was 
severely  criticised  by  many  operators,  and  even  at  the  present 
day  its  value  would  appear  to  me  most  uncertain.  Ernst  be- 
lieves that  the  extirpation  of  the  pregnant  uterus  by  the  abdom- 
inal incision  presents  a  great  deal  less  danger  than  when  the 
organ  is  empty.  The  technique  as  described  by  him  is  as  fol- 
lows :  After  incision  of  the  abdominal  wall  the  uterus  is  drawn 
out,  a  ligature  is  passed  around  the  cervix,  the  uterus  is  incised, 
and  the  child  and  placenta  are  rapidly  removed.  After  this 
the  cervix  is  detached  posteriorly  and  the  vagina  plugged  with 
gauze.  The  vesico-uterine  excavation  is  then  dissected  off.  Two 
ligatures  are  then  applied  to  the  broad  ligaments,  or  they  may 
be  clamped  off  by  clamps  passed  up  from  the  vagina.  To  ligate 
the  utero-ovarian  vessel  it  is  better  to  tie  off  en  masse,  because 
it  would  be  too  difficult  to  tie  each  vessel  separately.  Next  the 
broad  ligaments  are  incised,  the  wound  is  cauterized,  with  or 
without  inversion  of  the  pedicle  formed  by  the  broad  ligaments. 
The  peritoneal  cavity  is  next  wiped  out  and  the  vaginal  and 
abdominal  wounds  are  closed.     The  majority  of  operators  who 
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have  performed  this  operation  have  varied  somewhat  in  their 
technique.  Mackenrodt,  in  the  first  place,  cauterizes  the  car- 
cinomatous granulations  and  then  closes  the  cervix  with  a  few 
sutures.  He  then  performs  complete  extirpation  through  the 
abdomen  and  closes  the  vaginal  opening.  Other  operators,  like 
Doyen,  for  instance,  first  perform  simple  abdominal  hysterec- 
tomy and  then  remove  the  cervix  by  the  vagina. 

No  matter  what  technique  may  be  employed,  it  would  appear 
to  me  that  Freund's  method  cannot  be  considered  either  as  a 
safe  or  an  easy  operation,  and  Spencer  Wells  and  Bischoff  have 
recognized  the  difficulty  experienced  in  avoiding  the  ureters  and 
in  not  opening  the  bladder.  It  should  be  recalled  to  mind  that 
the  considerable  development  of  the  uterine  vessels  during  preg- 
nane}' will  naturally  increase  the  difiiculties  of  hemostasis. 
There  is  also  great  danger  of  infecting  the  peritoneal  cavity  or 
the  abdominal  incision  with  the  carcinoma.  On  the  other  hand, 
this  operation  avoids  the  dangers  inherent  to  the  extraction  of 
the  fetus  and  allows  one  to  make  a  very  complete  extirpation 
of  the  neoplasm. 

I  have  found  in  the  literature  17  cases  of  total  abdominal  hys- 
terectomy performed  during  the  sixth  or  seventh  month  of  preg- 
nancy with  the  fetus  in  utero,  with  5  deaths.  In  10  cases  of 
Freund's  operation  collected  by  Theilhaber,  4  were  fatal.  Ac- 
cording to  Hernandez,  out  of  8  operations  of  total  extirpation 
of  the  uterus  in  pregnant  women  G  of  them  were  at  term,  and 
all  died,  Avhile  when  the  operation  was  performed  during  the 
second  to  the  sixth  month  of  pregnancy,  of  which  there  were  two 
cases,  both  were  saved.  As  illustrative  cases  I  would  quote  the 
four  following,  the  first  three  being  due  to  [Mackenrodt.  the 
fourth  having  been  reported  by  Pollosson. 

A  very  anemic  woman,  34  years  old,  was  in  her  sixtii  month 
of  pregnancy  complicated  by  carcinoma  of  the  cer\i\;  curette- 
ment  of  the  cervix  and  suture  of  the  lips  of  the  stump  by  some 
interrupted  sutures;  total  abdominal  extirpation;  death  the  fol- 
lowing day.  Patient  in  the  fourth  month  of  pregnancy  com- 
plicated by  carcinoma  of  the  cervix ;  in  June,  1892,  the  growth 
was  curetted  and  abdominal  section  with  total  extirpation  of 
the  uterus  performed;  in  February,  1893,  the  patient  was  in 
excellent  condition.  Patient  35  years  of  age,  in  the  sixth  month 
of  pregnancy  complicated  by  carcinoma  of  the  cervix;  the  uterus 
free  and  movable;  total  extirpation  by  ^lackenrodt's  method; 
the  patient  recovered  from  the  operation,  but  died  seven  months 
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later  from  carcinoma  of  the  intestine ;  no  recurrence  occurred  iQ 
the  cicatrix.  Patient  aged  21  years,  in  the  fifth  month  of  her  fourth 
pregnancy  complicated  by  carcinoma  of  the  cervix ;  no  apparent 
induration  of  the  broad  ligaments ;  posterior  and  anterior  colpot- 
omy;  abdominal  section  and  total  hysterectomy;  bladder  opened 
and  immediately  closed  by  two  layers  of  sutures ;  abdominal  and 
vaginal  drainage;  the  patient  recovered  nicely,  but  ten  weeks 
later  there  was  a  recurrence  of  the  growth  in  the  cicatrix. 

I  would  now  like  to  direct  your  attention  to  the  action  which 
the  surgeon  should  follow  when  an  operation  has  been  decided 
upon.  And,  in  the  first  place,  we  would  put  the  question  as  to 
whether  we  should  operate  in  cases  of  carcinoma  of  the  uterus 
complicated  by  pregnancy.  It  is  to  be  understood  that  here  I 
only  have  in  mind  the  radical  operations — that  is  to  say,  those 
which  sacrifice  the  child  in  order  to  give  the  mother  all  the  pos- 
sible opportunity  for  a  cure— and  I  will  leave  aside  all  partial 
operations  which  have  the  pretension  of  removing  the  neoplasm 
and  at  the  same  time  not  interfering  with  the  life  of  the  child. 
As  far  as  I  am  able  to  see,  the  latter  usually  completely  fail  in  their 
end,  they  are  harmful  to  the  fetus,  and  the  mother  derives  little 
or  no  benefit  from  them.  Stratz,  it  is  true,  has  mentioned  some 
cases  where  cure  has  apparently  been  obtained  by  these  pro- 
cedures, but  in  every  instance  there  was  a  miscarriage,  so  that  it 
would  appear  to  me  more  reasonable  to  interrupt  pregnancy  in 
the  first  place  and  then  perform  a  radical  operation,  which  will 
at  least  give  the  mother  a  chance  to  obtain  a  more  permanent 
cure. 

Given  a  case  of  carcinoma  of  the  uterus  complicated  with  a 
pregnancy  in  its  early  stages— that  is  to  say,  with  a  fetus  still 
non- viable— what  shall  be  done  ?  Should  the  child  be  sacrificed 
and  the  patient  operated  on,  or  should  we  allow  the  pregnancy  to 
continue?  All  cases  are  certainly  not  alike,  and,  in  the  first 
place,  we  should  make  a  distinction  and  divide  them  into  two 
classes,  in  the  first  of  which  we  will  place  those  cases  where  the 
neoplasm  is  of  slight  extent  and  limited,  while  in  the  second 
class  the  carcinomatous  infiltration  is  already  considerable  and 
there  is  little  hope  that  the  growth  can  be  removed  in  toto. 

In  cases  of  operable  carcinoma  the  neoplasm  may  be  limited 
to  the  cervix,  or  have  only  slightly  invaded  the  cul-de-sac 
without  involving  the  broad  ligaments;  in  this  ease  there  is  no 
doubt  in  my  mind  but  Avhat  an  immediate  and  radical  oper- 
ation should  be  perfonned.     From  a  large  number  of  statistics 
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of  total  vaginal  hysterectomy  compiled  by  Richelot,  Olenine, 
Pozzi,  Bouilly,  and  Routier.  it  is  self-evident  that  carcinoma  of 
the  uterus  may  be  radically  cured.  The  problem  that  we  have 
to  consfder  is  that  if  total  hysterectomy  is  performed  the  child 
will  be  lost,  but  Ave  may  hope  to  save  the  mother;  but  if,  on  the 
contrary,  we  allow  pregnancy  to  continue,  we  may  hope  to  have 
a  living  child,  but  it  practically  means  that  we  abandon  the 
mother  to  a  very  rapid  death,  and  I  believe  that  under  these 
circumstances,  no  matter  what  age  the  pregnancy  may  be,  total 
extirpation  should  immediately  be  resorted  to.  I  believe  that 
as  long  as  there  is  any  chance  of  curing  the  mother  we  should 
not  hesitate  to  sacrifice  the  fetus,  whose  life  is,  for  that  matter, 
very  problematic. 

This  has  been,  I  believe,  the  action  followed  by  all  recent  oper- 
ators, no  matter  what  affection  may  have  complicated  a  preg- 
nancy, and  when  gestation  is  a  danger  for  the  mother,  under 
any  circumstances,  the  sacrifice  of  the  child  is  never  a  consider- 
ation. And  even  when  the  result  of  the  operation  is  only  prob- 
lematical, as  in  the  case  of  women  under  25  years  of  age,  I  think, 
nevertheless,  that  we  are  in  the  right  to  interrupt  pregnancy 
and  operate  on  operable  cases  as  early  as  possible.  With  such  a 
fearful  disease  for  the  patient  it  is  certainly  humiliating  to  be 
obliged  to  admit  that  we  are  vanquished,  and  the  happy  results 
which  have  been  obtained  certainly  will  allow  one  to  hope  that 
the  enterprising  surgeon  will  in  the  end  become  nia.ster  of  this 
disease. 

We  will  now  consider  those  cases  wliere  carcinomatous  infil- 
tration is  so  extensive  tliat  thei-e  is  no  hope  of  removing  it  com- 
pletely. What  should  be  the  proper  surgical  action  to  take 
under  these  circumstances?  In  reply  to  this  I  would  say  that 
I  think  if  an  operation  is  undertaken  the  child  is  of  necessity 
sacrificed  and  the  mother  will  receive  at  the  most  the  benefit 
of  several  months  of  life.  If,  on  the  contrary,  pregnancy  is  al- 
lowed to  continue,  the  possibility  of  a  living  child  may  be  hoped 
for,  but  the  neoplasm  will  rapidly  extend  and  soon  kill  the 
mother.  Under  these  circumstances  I  believe  the  interests  of 
the  child  are  alone  to  be  considered,  but  this  implies  that  we 
abandon  the  motlier  to  her  fate.  A  radical  operation  performed 
under  these  conditions  would  be  of  benefit  to  the  patient,  because 
I  believe  that  it  is  fully  established  that  pregnancy  is  a  very 
serious  complication  of  carcinoma  of  the  uterus. 

I  would  add,  and  reiterate  the  statement,  that  when  there  ia 


24  CUMSTON  :    CARCINOMA   UTERI    COMPLICATING 

the  slightest  chance  of  radically  removing  the  growth  and  giving 
the  mother  a  new  lease  of  life,  it  is  the  duty  of  the  surgeon  to 
interrupt  pregnancy;  but  it  appears  to  me  that  in  those  cases 
where  only  a  few  months  of  life  are  left  to  the  mother  the  balance 
should  be  entirely  in  favor  of  the  child's  life,  even  although  this 
may  be  most  uncertain. 

Woman  has  a  social  role  to  fulfil,  and  it  carries  with  it  very 
serious  dangers  from  which  she  cannot  withdraw  unless  it  is  a 
question  of  life  or  death  to  her.  I  consequently  believe  that  a 
greater  rapidity  in  the  increase  of  the  carcinoma  is  not  a  suffi- 
cient reason  to  sacrifice  the  life  of  the  child. 

Now,  although  I  have  endeavored  to  demonstrate  in  a  general 
manner  that  in  carcinoma  of  the  pregnant  uterus  the  child  has 
a  certain  number  of  chances  to  be  born  alive,  it  will  also  be 
noticed,  if  each  reported  case  is  examined  separately,  that  there 
are  cases  in  which  the  neoplastic  infiltration,  with  all  its  attend- 
ing complications,  becomes  established  so  promptly  that  the 
mother  will  die  before  the  end  of  her  pregnancy,  and  also  the 
fetus  often  dies  during  labor.  In  this  case,  Avhether  or  not  an 
operation  is  undertaken,  the  child  is  lost,  and,  on  the  other  hand, 
if  the  surgeon  interferes  the  mother  may  be  very  greatly  re- 
lieved. It  is  true  that  the  intervention  will  be  incomplete,  but 
it  should  be  undertaken,  because  the  carcinoma,  on  account  of 
its  special  malignancy  in  pregnancy,  should  naturally  be  treated 
as  a  complication  in  order  to  keep  the  patient  alive  as  long  as 
possible. 

Now,  on  what  basis  can  we  affirm  that  a  malignant  growth  of 
the  cervix  is  operable  or  inoperable,  and  that  the  child  may  or 
may  not  live?  We  are  here  dealing  with  a  problem  which  it  is 
impossible  to  answer  in  a  general  way,  because  each  case  will 
present  its  special  indications,  and  the  treatment  to  follow  is  of 
a  necessity  left  entirely  to  the  clinical  good  sense  of  the  surgeon. 

Every  operation  undertaken  for  carcinoma  of  the  uterus 
•should  fulfil  the  two  following  conditions :  namely,  to  be  easy  of 
execution  and  devoid  of  as  much  danger  as  possible,  and,  sec- 
ondly, it  must  remove  the  entire  neoplasm.  I  will  now  examine 
what  is,  of  all  the  operations  that  I  have  studied  in  the  course  of 
this  paper,  the  one  which  best  fulfils  these  two  conditions,  tak- 
ing, in  the  first  place,  the  one  adapted  to  patients  who  have  not 
exceeded  the  sixth  month  of  gestation,  and,  secondly,  those  who 
are  from  six  to  eight  months  pregnant. 

During  the  first  six  months  I  have  no  hesitancy  in  making 
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this  statement,  that  total  vaginal  hysterectomy  is  the  operation 
of  choice.  I  have  pointed  out  that  this  operation  presents  few  dan- 
gers, because  in  every  reported  case  the  patient  recovered.  I  also 
endeavored  to  establish  that  in  several  cases  the  patients  have 
remained  alive,  in  good  condition,  for  a  number  of  years. 

I  am  perfectly  willing  to  admit  that  vaginal  extirpation  of 
the  uterus  does  not  always  give  a  sufficiently  large  field  of  oper- 
ation to  allow  the  surgeon  to  remove  all  the  tissues  invaded  by 
the  neoplasm  freely.  Consequently  abdominal  extirpation  may 
be  preferred  by  some ;  but  the  operative  difficulties  and  the  dan- 
ger to  which  the  patient  is  exposed  are  certainly  far  greater  by 
this  method,  and  I  believe  that  usually  total  vaginal  hysterec- 
tomy should  be  selected  during  the  first  six  months  of  pregnancy. 

When  pregnancy  has  gone  beyond  the  sixth  month  the  uterus 
has  attained  such  a  size  that  it  can  only  be  removed  with  diffi- 
culty per  vaginam,  and  under  these  circumstances  an  artificial 
extraction  of  the  fetus,  immediately  followed  by  vaginal  or  ab- 
dominal hysterectomy,  must  be  resorted  to,  or  DUhrssen's  oper- 
ation may  be  selected.  I  have  pointed  out  that  vaginal  hysterec- 
tomy preceded  by  an  induced  miscarriage  is  a  source  of  danger 
for  the  mother  during  the  expulsion  of  the  fetus,  and  that  much 
precious  time  is  lost  while  awaiting  involution  of  the  uterus  to 
take  place,  and  in  spite  of  the  weighty  opinion  of  Olshausen  I 
believe  that  this  procedure  should  be  completely  rejected.  It 
would  appear  to  me  that  total  abdominal  hysterectomy,  per- 
formed with  care,  may  give  excellent  results,  and  it  also  gives 
a  sufficiently  broad  field  of  operation,  so  that  the  surgeon  may 
make  a  very  complete  extirpation  of  the  neoplasm. 

Vaginal  sectio  Cesarea  immediately  followed  by  hysterectomy 
may  be  resorted  to.  This  operation  cert^iinly  offers  much  K'ss 
ease  for  the  surgeon  to  remove  all  the  infiltrated  tissues,  but  it 
certainly  presents  fewer  operative  dangers.  The  ca-'^is  which 
have  been  published  up  to  date  are  too  few  in  number  to  allow 
us  to  draw  any  exact  conclusions. 

In  my  case  of  carcinoma  complicated  by  pregnancy  I  re- 
sorted to  Kraske's  operation  for  the  extirpation  of  the  growth, 
and  I  did  so  because,  the  upper  third  of  the  vagina  being  in- 
volved in  the  pathologic  process,  I  desired  to  freely  extirpate 
the  canal.  I  am  not  an  enthusiast  concerning  Kraske's  oper- 
ation, nor  am  I  greatly  in  favor  of  the  parasacral  route,  and  I 
fully  realize  their  limited  field  of  usefulness;  but  both  these 
methods  are  generally  overlooked,  and  still  they  may  in  some 
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few  instances  register  a  success  where  vaginal  or  abdominal  hys- 
terectomy would  prove  a  decided  failure.  On  two  occasions  I 
have  attacked  the  uterus  by  the  sacral  route,  and  I  have  never 
regretted  having  done  the  operation,  but  on  several  occasions  I 
have  been  sorry  that  I  did  not  employ  it.  The  sacral  route  is 
particularly  useful  for  complete  resection  of  the  vagina,  and  also 
in  those  cases  where  a  slight  amount  of  neoplastic  infiltration  has 
already  extended  into  the  broad  ligaments.  I  should  advise  those 
operators  who  are  not  versed  in  general  surgical  technique  to 
avoid  this  operation,  as  it  will  prove  both  difficult  and  unsatis- 
factory in  their  hands ;  but  to  the  general  surgeon  it  is  not,  as  has 
been  upheld  by  some,  a  formidable  procedure. 

In  conclusion  I  would  sum  up  as  follows:  If  the  carcinoma 
can  be  radically  removed  the  life  of  the  mother  alone  is  to  be  con- 
sidered. Up  to  the  beginning  of  the  sixth  month  of  pregnancy 
vaginal  hysterectomy  is  the  operation  of  choice,  but  after  this 
period  is  passed  abdominal  hysterectomy,  or  Diihrssen's  vaginal 
Cesarean  section  followed  by  hysterectomy,  is  indicated. 

When  the  neoplasm  is  inoperable  the  life  of  the  child  must  be 
considered;  but  if  the  progress  of  the  growth  is  such  that  the 
mother  becomes  rapidly  cachectic,  thus  compromising  the  fetal 
vitality,  pregnancy  should  be  interrupted.  Palliative  treatment 
only  should  be  instituted,  because  partial  operations  on  the  neo- 
plasm usually  produce  miscarriage  and  the  mother  is  not  ma- 
terially benefited  by  them.  Cesarean  section  at  term  may  be 
done ;  but  when  the  uterus  is  left  there  is  danger  of  septicemia, 
and  consequently  Porro's  operation  is  the  one  of  choice,  if  the 
periuterine  tissues  are  not  infiltrated  to  such  an  extent  as  to 
render  this  procedure  dangerous. 

871  Beacon  street. 
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The  topic  of  my  yearly  paper  before  this  club  is  selected  by 
request.    The  suggestion  was  made  that  I  give  in  detail  my  tech- 
nique in  labor,  and  the  compliment  is  so  obvious  a  one  that  I 
"  Read  before  the  Lister  Club,  November,  1901. 
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accept  it  with  pleasure.  So  far  as  I  know,  the  method  to  be  de- 
scribed fairly  represents  the  principles  of  aseptic  midwifery  in 
its  present  status.  As  a  whole  it  is  an  adaptation  of  the  recent 
protective  scheme  of  labor,  developed  from  the  necessities  of 
private  practice;  these  necessities  being  the  pecuniary  abilities 
of  the  family,  the  possibilities  of  poor,  self-taught  nurses,  the 
distrust  of  the  laity  for  innovations  in  childbirth,  etc.  Twenty- 
five  years  from  now,  in  the  future  of  progressive  obstetrics,  this 
paper  will  have  only  an  historic  value. 

All  cases  of  labor  can  be  arranged  in  foiu*  divisions;  those 
who  can  have  a  trained  obstetrical  nurse,  those  who  must  have 
the  ordinary  monthly  nurse  in  all  her  varying  usefulness,  those 
who  can  have  only  some  ignorant  relative,  and,  finally,  those 
who  nuist  deliver  themselves  without  any  help  whatever.  As 
probably  most  patients  will  be  of  the  second  class — those  who 
must  be  cared  for  by  the  ordinary  monthly  nurse— I  will  choose 
this  for  the  typical  delivery  and  describe  in  general  my  manage- 
ment of  it. 

During  this  year  fifty  per  cent  of  my  cases  of  labor  have  been 
of  those  who  have  engaged  my  services  at  some  time  before  that 
event.  These  women  have  been  under  supervision  more  or  less 
closely  during  gestation.  They  have  usually  selected  their 
nurses  themselves;  they  have  got  ready  as  much  of  the  pre- 
scribed outfit  for  the  labor  and  for  the  baby  as  they  wished  or 
as  they  could.  They  have  been  given  instruction  as  to  how  they 
will  know  when  labor  is  at  hand,  and  what  to  do  before  I  see 
them.  Whenever  it  seems  proper,  I  give  to  the  patient  the  fol- 
lovnng  printed  list  of  articles  for  use  before  and  after  delivery : 

List  of  Articles  for  Lnhor  and  Bnhy  Clothing.  Labor.— 
Towels;  one-half  pound  of  ether;  two  ounces  of  brand}  ;  four 
ounces  of  tincture  of  green  soap;  four  ounces  of  lysol;  large 
coarse  sponge;  skein  of  bobbin  or  coarse  silk;  bedpan,  preferably 
of  tin ;  one  pound  of  absorbent  cotton ;  one  ounce  of  carbolizcd 
vaselin;  two  yards  of  unbleached  muslin;  five-yard  package  of 
gauze:  eight  yards  of  cheesecloth  (roll  up  in  a  newspaper,  hake  in 
the  oven  until  the  paper  is  scorched,  and  leave  rolled  up  until 
called  for) ;  two  yards  of  rubber  cloth  or  tablecover. 

Bahy  Clothes. — Four  to  six  d(»zen  diapers:  four  to  six  pairs  of 
knit  woollen  socks;  three  to  four  woollen  shirts;  four  fiannel 
skirts;  five  to  six  day  white  skirts;  six  to  ten  slips;  one  yard  of 
fifty  to  sixty  cent  fiannel  for  bands;  knit  woollen  wrapping 
blanket;  sacks,  wrappers.  ])il)s.  eaps,  blankets,  veils,  etc. 
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Baby's  Basket.— havge  and  small  safety  pins;  talcum  powder, 
box  and  puff;  fine  soft  sponge;  soft  brush  for  baby's  hair;  cas- 
tile  soap ;  cold  cream ;  alcohol ;  old  linen  for  cleaning  mouth ; 
soft  towels  for  bath;  bath  blanket;  bathtub. 

This  list  does  not  include  a  fountain  syringe ;  it  is  an  unneces- 
sary expense,  as  the  nurse  is  not  to  give  douches. 

In  the  class  of  patients  selected  for  illustration  the  three  fol- 
lowing things  are  specially  requested :  1.  That  one-half  dozen 
diapers  and  towels  each  shall  be  rolled  into  a  loose  bundle,  wrap- 
ped in  a  newspaper,  and  baked  in  the  kitchen  oven  until  the 
paper  cover  is  well  scorched.  This  is  to  be  left  rolled  up  until 
I  call  for  it  at  the  actual  delivery.  2.  That,  the  night  before  the 
expected  day  of  labor,  a  full  dose  of  castor  oil  is  to  be  taken. 
Castor  oil  is  undoubtedly  a  mild  ecbolic.  3.  As  soon  as  labor 
begins  a  careful  attempt  shall  be  made  to  secure  a  thorough 
emptying  of  the  bowels. 

Patients  who  have  engaged  me  beforehand  are  told  to  send  for 
me  when  they  find  that  pains  are  coming  regularly  or  if  the 
water  has  broken ;  if  the  last  has  happened,  to  send  for  the  nurse 
at  the  same  time  as  I  am  summoned. 

In  clinical  work  the  three  classical  stages  of  labor  may  be 
called  the  preparatory  stage,  the  birth  stage,  and  the  hemorrhage 
stage.  I  am  supposing  that  the  patient  under  consideration  is 
now  at  the  beginning  of  the  first  stage. 

When  I  reach  the  house,  after  a  few  words  of  general  conver- 
sation I  ask  the  patient  to  go  to  her  bed-room,  to  take  off  all  her 
clothing  except  her  under- vest,  to  put  on  a  clean  nightgown,  and 
to  get  into  bed. 

This  done,  I  carefully  palpate  the  abdomen  and  auscult  the 
fetal  heart  for  the  presentation  and  position.  By  this  examina- 
tion I  try  to  estimate  the  size  of  the  child,  the  amount  of  the 
liquor  amnii,  whether  or  not  the  head  is  engaged  in  the  brim, 
and,  if  not,  what  the  presenting  part  is.  Experience  shows  that 
one  can  make  very  close  estimates  in  these  particulars. 

During  this  examination  I  am  asking  questions  about  the  con- 
dition of  the  bowels  (the  intestines)  and  bladder,  the  history  of 
her  other  labors,  if  any  (and  if  this  is  the  first  time  that  I  have 
seen  her),  and  such  other  questions  as  would  be  natural  under 
the  circumstances.  All  this  is  useful  not  only  professionally, 
but  also  puts  the  patient  at  ease  with  the  doctor. 

I  now  have  her  clothing  rolled  up  to  the  breasts  and  place  her 
upon  a  Kelly  pan.     Then  I  sterilize  my  hands  and  arms,  wash- 
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ing  them  first  in  hot  water  and  green  soap,  and  then  in  lysol 
solution  one  per  cent.  Next  I  rub  the  green  soap  upon  the  pa- 
tient's genitals,  the  inside  of  the  thighs,  and  the  pubic  region, 
and  wash  thoroughly,  clipping  the  hair  in  the  final  toilet.  This 
process  is  not  intended  to  be  a  true  sterilization,  but  merely  a 
good  wholesome  bath. 

Some  of  our  obstetrical  nurses  advise  shaving  the  hair  upon 
the  genitals.  The  chief  objection  to  it  is  the  discomfort  that 
follows  when  the  hair  begins  to  grow  out  again.  Ordinarily  I 
should  not  think  the  shaving  necessary,  but  cutting  the  longer 
hair  with  scissors  is  certainly  advisable. 

All  this  detail  is  really  the  nurse's  duty,  but  the  ordinary 
nurse,  such  a  one  as  I  am  supposing  the  given  patient  to  have, 
does  not  expect  to  do  it.  The  common  monthly  nurse  can 
rarely  be  trusted  with  any  work  outside  of  her  common  rut. 
Life  is  too  short  to  discuss  the  entire  subject  of  antisepsis  with 
her,  at  the  risk  of  being  myself  misunderstood  and  probably  of 
hurting  her  professional  standing  with  her  employer. 

My  reasons  for  adopting  lysol  as  a  germicide  in  obstetrics  are 
its  efficiency,  its  safety,  its  lubricity,  and  its  cheapness  (now 
about  sixty  cents  a  pound).  Lysol  consists  of  neutral  soap, 
water,  and  cresol,  the  latter  a  distillation  from  coal  tar  or  thy- 
mol. The  literature  of  the  Maine  State  Board  of  Health  says: 
"It  is  undoubtedly  more  efficient  than  carbolic  acid;  disinfection 
of  the  hands  is  assured  by  using  a  one  per  cent  solution  without 
the  previous  use  of  soap;  a  one-fourth  per  cent  renders  instru- 
ments sterile  and  does  not  attack  the  instruments.  It  is  eight 
times  less  poisonous  than  carbolic  acid  and  much  more  so  than 
sublimate. ' ' 

I  am  now  ready  to  malce  the  first  vaginal  examination  to  con- 
firm the  previous  diagnosis  made  by  auscultation  and  palpntion. 
This  vaginal  examination  is  to  decide  the  presentation  only:  the 
head,  the  shoulder,  the  breech,  etc.  Obstetricians  ar*.  agreed 
that  this  is  about  as  accurate  as  we  can  hope  to  bo  with  any  or- 
dinary examination  by  Ihe  linger. 

The  bed  is  now  made  ready  in  tlie  usual  way  witli  quilis  and 
sheets,  under  which  is  laid  the  rubber  proteclive,  if  it  has  Won 
provided.  Common  newspapers  make  a  very  good  protective 
instead  of  \hv  rubber  cloth,  and  they  can  also  be  spread  upon  tlK- 
carpet. 

If  now  all  the  indications  point  to  an  uncomplicated  delivery, 
the  woman  is  let  alone  as  nuich  as  possible.     She  is  rather  en- 
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couraged  to  leave  the  bed  now  and  then,  and  many  patients  will 
do  better  if  the  doctor  is  absent  from  the  house  for  a  time. 

I  am  accustomed  to  make  somewhat  frequent  vaginal  examin- 
ations during  this  stage,  both  for  my  own  use  in  watching  the 
progress  and  to  help  in  dilating  by  traction  upon  the  cervix. 
There  are  advantages  and  the  opposite  in  these  frequent  exam- 
inations. The  aseptic  finger  is  not  to  be  feared,  and  the  cervical 
traction,  when  done  carefully,  is  usually  serviceable  to  the  la- 
bor. Before  every  vaginal  examination  the  hand  is  washed  in 
the  lysol  solution. 

If  the  dilating  is  specially  painful  I  use  the  A.  C.  E.  mixture 
or  ether  upon  a  large  handkerchief,  giving  it  only  during  the 
pains,  and  allowing  the  patient  to  herself  hold  the  cloth  as  she 
likes. 

Anesthesia  should  not  be  a  routine  during  the  preparatory 
stage.  Some  women  are  soothed,  others  are  excited,  by  it.  Ether 
is  the  safest,  but  it  often  induces  an  hysterical  condition  in  which 
the  pains  are  wasted.  There  are  advantages  in  the  A.  C.  E. 
mixture  over  ether,  but  it  needs  watching.  I  have  twice  seen 
threatening  cyanosis  from  it,  though  I  use  it  only  for  primary 
anesthesia.  In  the  list  of  articles  to  be  provided  for  the  de- 
livery ether  is  ordinarily  directed  instead  of  the  A.  C.  E.,  be- 
cause ether  will  keep  better  in  the  soldered  can  and  is  safer  to 
leave  about  the  house. 

Fomentations  over  the  lumbar  region  with  very  hot  water  will 
relieve  the  usual  backache  of  this  stage,  and  I  object  to  the  com- 
mon back-pressure  by  too  sympathetic  relatives.  The  doctor 
should  leave  the  bedroom  now  and  then  for  the  patient  to  pass 
water,  and  light  food  and  plenty  of  water  can  be  taken  when 
desired. 

If  the  dilating  pains  are  continuing  without  much  effect,  I 
give  a  hypodermatic  of  morphia,  which  is  generally  followed  by 
a  lessening  of  the  distress  for  a  time.  But  after  this  use  of 
morphia  one  should  be  careful  not  to  leave  the  house  long, 
for  sometimes  birth  will  take  place  very  unexpectedly.  Strych- 
nia is  useful  during  this  stage  in  keeping  up  the  strength  and 
also  in  promoting  good  contractions  after  the  delivery. 

In  the  preparatory  stage  the  duties  of  the  obstetrician  are 
mainly  the  determining  of  the  presentation  and  the  position; 
beyond  this  his  relations  to  the  patient  are  advisory  rather  than 
active. 

The  second  stage  of  labor  is  the  birth  stage.     When  the  cer- 
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vix  is  nearly  dilated  and  the  membranes  are  about  to  rupture,  I 
prepare  for  my  own  work.  I  have  a  small  table  placed  near 
the  bed,  preferably  where  the  patient  cannot  see  it  and  yet  con- 
venient to  my  reach.  It  is  covered  with  a  fresh-laundered  towel, 
and  onlt  are  placed  all  the  articles  that  I  think  I  shall  need 
during  the  deliver}'— ergot,  starch  for  the  cord,  hemo.stats  and 
scissors,  package  of  absorbent  cotton  and  gauze,  catgut,  needles 
and  needle-holder,  a  cup  of  vinegar  for  hemorrhage,  and  a  hy- 
podermatic syringe.  A  fountain  syringe,  filled  with  very  hot 
lysol  solution  (one-half  of  one  per  cent)  or  normal  salt  solution, 
is  hung  at  the  head  of  the  bed. 

If  the  presenting  part  continues  to  descend,  even  though 
slowly,  I  do  not  usually  interfere.  But  I  try  to  act  up  to  my 
belief  that  labor  is  not  necessarily  painful.  If  suffering  can  be 
shortened  without  detriment  to  the  interests  of  the  child,  the 
patient  has  the  moral  right  to  require  it  of  us. 

The  whole  question  of  when  to  interfere  in  slow  deliveries  is 
a  matter  of  personal  judgment  with  the  operator,  and  its  answer 
tests  the  skill  of  the  best  of  us.  Its  management  is  certainly  not 
the  forceps  alone !  But  in  too  many  cases  slow  labor  means,  with 
the  doctor,  a  tug  of  war  between  the  pelvis  on  the  one  side  and 
his  muscles  on  the  other.  The  game  of  Life  is  better  played 
with  skill  than  strength ! 

If  the  rectum  is  emptied  during  the  descent,  I  use  pledgets 
of  absorbent  cotton  wet  in  the  lysol  solution  to  keep  the  parts  clean. 
Just  before  and  during  the  time  of  the  greatest  stretching  of  the 
perineum,  fomentations  with  very  hot  water  will  relax  the  tis- 
sues and  also  relieve  the  pain.  I  have  held  back  the  head  for 
an  hour,  meanwhile  applying  hot  water  to  tlie  perineum,  until 
at  last,  in  the  interval  between  pains,  by  deep  rectal  pressure 
upon  the  head,  I  have  pushed  it  out  without  the  slightest  tear  of 
the  tissues. 

All  that  any  so-called  support  of  the  perineum  can  effect  is 
to  compel  extension  of  the  head  or  other  presenting  part,  and 
thus  keep  its  smallest  diameter  moving  in  the  proper  dire.'tion. 

The  simplest  and  best  way  to  keep  up  this  extension  is  to  hold 
the  bulging  perineum  in  the  hollow  of  the  liand  (right  hand,  if  the 
patient  is  lying  on  the  left  side),  with  the  thumb  pressing  upon 
one  side  of  the  raphe  and  the  fingers  upon  the  other.  ^Fost  of 
the  pressure  should  be  with  the  thumb  and  fingers,  not  with  the 
palm.  Another  device  is  to  pass  the  upper  arm  and  hand  be- 
tween the  thighs  and  grasji  the  presenting  part  with  that  hajid. 
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while  the  other  hand  makes  the  pressure  from  below,  as  just  de- 
scribed. 

By  these  methods  the  head  or  other  presenting  part  can  be 
held  under  perfect  control,  kept  from  emerging  until  the  desired 
relaxation  of  the  soft  parts  is  obtained,  and  extension  can  be 
made  to  the  utmost  degree.  Pushing  upon  the  perineum  alone 
does  not  cause  the  desired  extension  and  invites  rupture. 

When  using  rectal  expression  I  like  to  cover  the  finger  with 
a  rubber  finger  cot  and  thus  preserve  my  asepsis. 

It  is  a  serviceable  idea  to  turn  the  head  to  one  side  when  it 
passes  the  vulvar  ring,  so  that  the  projecting  nose  or  chin,  the 
edges  of  the  sutures,  and  later  the  acromion  and  the  olecranon 
may  not  tear  the  raphe.  If  a  tear  must  come,  it  is  better  to 
have  it  in  a  lateral  sulcus  rather  than  in  mid-line,  because  if 
the  wound  does  not  heal  there  wiW  be  less  vaginal  prolapse  after 
a  lateral  than  a  central  tear. 

After  the  delivery,  if  necessary,  immediate  perineorrhaphy  is 
made,  as  will  be  described  later.  I  have  never  made  an  imme- 
diate suture  of  the  torn  cervix,  and  of  its  general  usefulness  I  am 
still  in  doubt. 

During  the  birth  stage  I  am  not  particular  to  keep  the  legs  and 
genitals  covered— here  modesty  must  give  way  to  asepsis ;  but  the 
legs  can  be  covered  with  long  stockings  or  surgical  drawers  for 
warmth  and  cleanliness.  I  generally  turn  back  the  bedclothes 
from  the  hip  (if  the  position  is  on  the  side),  and  substitute  a 
sterilized  towel  as  a  covering  for  the  breech.  In  this  way  the 
proprieties  are  preserved  and  the  asepsis  also.  If  the  back  posi- 
tion is  used,  a  sterilized  towel  can  be  wrapped  around  each  leg, 
or  other  covering  used. 

The  proper  position  of  the  woman  during  delivery  is  some- 
times an  important  factor  in  easy  childbirth.  I  have  noticed 
that  the  lower  class  Irishwomen  will  almost  invariably  kneel 
on  the  floor  at  this  time,  resting  the  arms  upon  the  bed  or  a 
chair.  It  is  probably  because  in  this  position  they  can  bear  down 
more  powerfully. 

In  theory  the  woman  should  lie  on  that  side  toward  which  the 
back  of  the  child  gravitates  (L.  0.  A.,  mother  on  the  left  side; 
R.  0.  P.,  mother  on  the  right  side).  In  the  throes  of  agony 
when  the  child  is  just  being  born  many  women  will  insist  upon 
lying  flat  upon  the  back.  There  are  advantages  for  the  attend- 
ant, too,  in  this :  the  presenting  part  can  be  manipulated  better, 
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and  the  perineum  kept  freer  from  fecal  matter,  than  when  upon 
the  side. 

After  the  head  or  breech  is  born,  the  rest  of  the  child  is  ex- 
tracted as  quickly  as  is  safe.  I  try  to  get  the  under  shoulder 
out  first,  but  do  not  spend  too  much  time  about  it.  Axillary 
traction  is  useful,  but  without  care  it  is  easy  to  break  the  hu- 
merus. 

When  the  child  is  fully  born  it  is  lifted  out  of  the  filth,  laid 
upon  its  right  side,  and  encouraged  to  breathe  deeply.  If  there 
is  apnea  livida,  the  cord  is  cut  at  once  and  allowed  to  bleed  until 
the  skin  takes  on  the  normal  color,  then  a  hemostat  is  fastened 
on  to  it;  if  apnea  pallida,  the  various  methods  of  artificial  res- 
piration are  used,  as  will  be  considered  later. 

Ordinarily  the  cord  is  allowed  to  pulsate  as  long  as  it  will, 
then  two  hemostats  are  applied  to  it,  one  for  the  child,  the  other 
for  the  placenta.  The  placental  forceps  is  for  the  sake  of  a 
possible  twin— a  condition  that  ought  to  have  been  discovered 
at  the  first  examination.  It  is  suggested  that  the  placental  end 
of  the  cord  should  be  allowed  to  bleed,  so  as  to  empty  the  pla- 
centa and  thus  make  it  smaller  and  easier  to  deliver.  I  have  no 
special  habit  in  the  matter. 

If  the  birth  has  been  rapid,  or  I  have  other  reasons  to  fear 
flooding,  I  give  a  small  teaspoonful  of  ergot,  rarely  a  hypoder- 
matic of  ergotol,  immediately  after  birth,  and  expect  to  get  its 
action  in  about  twenty  minutes,  or  about  the  time  when  the  pla- 
centa should  be  delivered. 

The  birth  stage  has  now  ended  and  the  last  and  most  impor- 
tant duty  of  the  obstetrician  has  begun.  The  hemorrhage  stage 
has  come  and  its  successful  conduct  depends  largely  upon  the 
attendant.  Believing,  as  I  do,  that  the  most  valuable  office  of 
the  obstetrician  is  to  prevent  hemorrhage,  I  make  and  tea«  h  sys- 
tematic uterine  compression  immediately  after  birth.  While  I 
am  busy  with  the  necessary  attention  to  the  breathiuc  of  the 
child,  I  show  some  one  of  those  present,  preferably  the  nurse, 
how  to  grasp  the  womb.  As  soon  as  possible  1  test  the  hand  upon 
the  belly,  to  learn  if  it  is  really  grasping  the  womb.  The  inex- 
perienced hand  will  often  be  anywhere  but  upon  the  place  in- 
tended. 

After  the  cord  is  cut  I  am  accustomed  to  wait  for  three  good 
contractions  before  attempting  the  withdrawal  of  the  placenta. 
When  it  is  felt  that  the  uterus  is  firm  and  contractions  are  regu- 
lar, then  the  following  condition  may  sometimes  be  perceived. 
8 
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As  the  Crede  is  being  made,  the  cord  will  be  seen  to  slip  little  by- 
little  out  of  the  vagina ;  the  womb  will  be  felt  to  rise  up  in  the 
abdomen,  and  sometimes  its  lower  zone  will  be  noticed  to  grow 
larger.  These  are  indications  that  the  placenta  is  passing  out 
of  the  contractile  zone  and  is  now  in  the  cervix  and  the  vagina, 
ready  to  be  expelled.  Quite  often  the  Crede  alone  will  expel  the 
placenta  outside  of  the  vagina,  but  ordinarily  I  draw  somewhat 
upon  the  cord.     Thoughtful  traction  upon  it  will  do  no  harm. 

In  making  the  Crede  the  hand  should  have  firm  hold  of  the 
womb  continuously,  but  pressure  should  be  made  only  during 
the  contractions.  Besides,  this  pressure  should  be  from  front 
to  back,  not  from  side  to  side,  because  in  the  latter  case  the  ova- 
ries may  be  squeezed  and  unnecessary  pain  be  caused. 

By  this  time  the  ergot  is  acting  and  there  ought  to  be  little 
flowing.  Experience  teaches  that  there  are  tAvo  kinds  of  de- 
liveries which  are  especially  likely  to  flood — the  very  quick  and 
the  forceps  cases.  These  furnish  the  dreaded  postpartum  hem- 
orrhages. But,  speaking  generally,  flooding  is  the  fault  in 
technique  of  the  attendant  and  means  too  early  delivery  of  the 
placenta. 

As  soon  as  firm  contractions  are  assured,  perineorrhaphy,  if 
needed,  is  made.  The  method  depends  somewhat  upon  the  ex- 
tent of  the  wound,  but  if  through  the  muscle  I  make  as  good  a 
surgical  operation  as  I  can.  Anesthesia  is  not  used,  if  possible ; 
it  induces  uterine  relaxation  and  consequent  bleeding,  and  or- 
dinarily the  patient  will  bear  the  pain  of  the  needles. 

The  vagina  and  vulva  are  first  thoroughly  washed,  then  the 
wound  is  cleaned,  especially  of  all  clots.  A  cotton  or  gauze 
tampon  is  placed  above  the  wound  to  keep  the  blood  from  running 
down  over  it.  I  usually  put  the  first  stitch  in  the  apex  of  the 
vaginal  tear,  and,  using  this  stitch  for  traction,  sew  from  above 
downward,  Mdth  continuous  suture,  until  the  mucous  surface  is 
nicely  closed.  Next  the  skin  interrupted  sutures  are  placed, 
the  perineum  and  vagina  washed  and  dried,  and  often  dusted 
with  iodoform  and  boracic  acid  (1:8). 

During  this  time  some  reliable  person  is  keeping  up  uterine 
pressure.  As  soon  as  the  cord  is  cut  the  child  is  Avrapped  in  a 
warm  blanket  and  carried  where  it  is  warm.  A  universal  fault 
of  nurses  is  that  they  do  not  take  the  pains  to  maintain  the  re- 
quisite temperature  of  the  child.  For  this  reason  their  ordinary 
method,  of  washing  it  upon  their  knees  A^dth  a  quart  of  water  in 
a  hand  bowl,  is  not  a  good  one.     A  large  extent  of  wet  skin  is 
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uncovered,  the  child  chills  quickly  from  the  evaporation,  and  the 
extremities  soon  become  cyanosed.  Latterly  I  have  been  accus- 
tomed to  myself  wash  the  child,  or  at  least  superintend  the 
nurse's  washing  it. 

First  I  have  it  well  rubbed  with  lard. or  vaselin,  as  much  as 
possible  under  cover.  I  dislike  to  use  sweet  oil,  because  that 
which  is  given  to  me  is  usually  rancid.  Then  I  have  a  clean, 
household  wooden  pail  half-filled  with  water  a  little  more  than 
blood-warm.  The  baby  is  immersed  in  the  water  up  to  its  neck, 
and  there  washed  with  castile  soap,  or.  if  very  dirty,  with  green 
soap.  When  well  washed— and  I  am  not  too  particular  about 
removing  every  speck  of  the  sebaceous  material— it  is  thoroughly 
dried  and  the  flexures  well  powdered  Avith  plain  talc  or  starch. 
Such  a  washing  as  has  been  described,  in  a  pail  or  in  the  more 
expensive  tin  foot  tub,  is  beneficial  both  for  the  cleansing  and 
for  the  stimulating  heat.  The  usual  method  of  wiping  the  skin 
with  a  sponge  or  cloth  upon  the  nurse's  knees  does  more  harm 
than  good. 

The  baby  is  now  examined  for  deformities  and  possible  in- 
juries caused  by  the  delivery. 

The  best  treatment  of  the  cord  is  still  unsettled.  Extremists  ^ 
require  that  everything  that  touches  it  shall  be  sterilized— the- 
hands,  the  scissors,  the  ligature,  the  dressing,  and  the  powder.. 
AA^hile  I  freely  concede  that  the  method  as  now  described  is  open: 
to  criticism  because  it  is  not  sterile,  I  can  see  no  practical  reason 
to  change  it.  I  have  carefully  examined  this  dressing,  both 
before  and  after  it  has  come  away,  and  the  ordinary  result  is 
satisfactory. 

My  treatment  of  the  cord  is  this :  Some  time  during  the  labor 
I  put  about  a  foot  of  common  cotton  twine  into  some  lysol  solu- 
tion, where  it  soaks  until  needed.  I  ligate  the  cord  about  two- 
inches  from  the  skin,  wrapping  twice  and  tying  each  wrap 
separately.  A  piece  of  gauze  or  ordinary  cloth  is  folded  sev- 
eral times,  a  slit  cut  in  it,  the  cord  placed  in  the  slit  and  buried 
in  common  laundry  starch.  The  wrapping  is  then  laid  in  the 
left  groin.  The  nurse  is  directed  to  add  fresh  starch  to  the  skin 
under  the  wrap  whenever  she  finds  the  necrosed  cord  wet.  This 
dressing  comes  away  on  the  fourth  or  sixth  day,  dry  and  sterile, 
and  the  umbilicus  heals  quickly. 

The  child  is  now  dressed  and  weighed,  one-quarter  of  a  pound 
being  allowed  for  the  clothing.  It  is  then  given  to  some  one  to 
hold,  who  is  told  to  see  that  it  is  covered  up  and  kept  warm. 

I  now  return  to  the  mother.     If  the  pulse  is  good  and  under- 
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90,  there  is  probably  little  hemorrhage ;  if  faster,  it  is  likely  to 
be  more  than  the  ordinary.  If  the  womb  is  well  contracted 
(under  the  hand  which  has  been  making  pressure  upon  it  since 
the  birth),  I  give  it  a  last  good  squeeze,  wash  the  legs  and  body 
wherever  dirty,  remove  the  Kelly  pan,  and  put  on  the  serviette 
and  binder. 

If  the  patient  can  afford  the  expense,  I  have  her  make  before 
labor  two  dozen  serviettes  out  of  absorbent  cotton  and  cheese- 
cloth. These  or  the  ordinary  diapers  have  previously  been  baked 
and  are  now  ready  for  use  as  needed. 

Professional  reasons  against  the  binder  are  of  little  practical 
value.  Most  women  like  to  have  a  firm  binder  put  on  after  de- 
livery for  the  sense  of  comfort  it  gives,  and  I  am  glad  to  do  this 
simple  act  to  please  them,  if  for  no  better  reason.  Any  strong 
piece  of  cloth  will  do,  provided  it  is  long  enough  to  go  around  the 
hips,  and  wide  enough  to  extend  from  below  the  trochanters  up 
to  the  umbilicus.  It  is  pinned  from  above  downward,  to  push 
the  womb  into  the  pelvis. 

If  the  pulse  is  fast  after  delivery  I  give  a  hypodermatic  of 
strychnia,  one- thirtieth  grain;  and  if  after-pains,  add  to  it 
morphia,  one-fourth  grain,  or  three  tablets  are  left  (acetanilid 
five  grains,  opium  one  grain,  caffeine  one-half  grain),  one  to  be 
taken  every  two  hours. 

The  final  toilet  is  made  by  removing  all  soiled  clothes  from  the 
patient  and  the  bed,  a  fresh  nightgown  and  sheets  pat  on,  and 
she  is  given  any  warm  drink  she  wishes.  The  room  is  expected 
to  become  quiet  at  once,  and  all  visitors  are  forbidden  as  much 
AS  possible. 

The  nurse  is  directed  to  examine  the  napkin  often.  If  there 
is  more  than  ordinary  flowing,  she  is  to  loosen  the  binder  and 
squeeze  the  womb  until  it  hardens  again.  The  binder  is  then 
repinned,  but  the  nurse  is  to  be  on  her  guard  for  hemorrhage 
for  a  full  hour. 

After  natural  labors  I  advise  that  urination  shall  be  while 
sitting  up  on  the  chamber,  the  back  being  supported  by  some 
one  while  so  doing.  The  position  is  more  conducive  to  empty- 
ing the  bladder  than  when  lying  down,  the  vagina  is  drained  of 
its  stagnant  blood,  and  there  is  no  practical  danger  if  the  up- 
right posture  is  continued  but  a  few  minutes.  After  each  urin- 
ation the  woman  is  put  upon  a  bedpan  and  a  pitcher  of  lysol  solu- 
tion is  poured  over  the  vulva.  This  affusion  cleans  the  parts 
sufficiently,  and  does  away  with  all  attempted  sterilization  of  the 
nurse. 
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So  much  for  ordinary  cases;  now  for  emergencies.  A  long 
first  stage  usually  means  disproportion,  due  either  to  slow  en- 
gagement of  a  normal  position  or  to  a  bad  presentation  and 
position:  If,  then,  engagement  is  unusually  long,  I  verify  or 
correct  my  first  diagnosis  by  a  thorough  re-examination.  If 
there  is  reasonable  doubt,  I  etherize  fully,  pass  the  hand  high 
enough  to  outline  the  ear,  and  by  this  means  settle  the  doubt  at 
once. 

The  best  device  for  the  treatment  of  occiput-posterior  posi- 
tions is,  in  my  opinion,  early  manual  rotation.  The  time  to  do 
this  is  just  before  the  membranes  break  and  when  the  cervix  is 
two-thirds  open.  Success  in  the  maneuvre  depends  on,  first,  lift- 
ing the  head  up  out  of  the  brim  where  there  is  room  for  the  rota- 
tion ;  second,  in  turning  the  shoulders  at  the  same  time  with  the 
head.  If  the  latter  is  not  done  the  head  will  not  stay  turned 
long  enough  for  adjustment  of  the  forceps. 

I  use  instruments  relatively  very  often.  I  do  this  to  save  the 
patient  shock  from  pain,  and  hemorrhage  from  exhaustion  of 
muscle  contractility.  The  forceps  is  boiled  upon  the  kitchen 
stove.  If  there  is  not  time  for  this,  it  is  thoroughly  washed  in 
the  lysol  solution.  After  this  sterilization  no  one  is  permitted  to 
touch  it,  nor  to  hold  one  handle  of  the  forceps  while  the  other 
blade  is  applied. 

If  my  obstetrical  experience  has  taught  me  anything,  it  is  that 
forceps  ought  rarely  to  be  applied  before  the  exact  position  of 
the  head  is  known.  The  best  index  for  position  is  the  ear. 
Many  fetal  lives  wiU  be  saved,  and  an  immense  amount  of  hard 
work  for  the  operator,  if  high  forceps  delivery  is  not  attempted 
until  the  full  hand  has  been  passed  high  enough  to  find  out  which 
way  the  rim  of  the  ear  points. 

In  cases  where  the  head  is  already  engaged  so  firmly  that  the 
hand  cannot  pass  it  to  reach  the  ear,  and  it  is  not  certain  whether 
the  occiput  is  to  the  back  or  front,  my  custom  is  to  dr^vv  down 
to  the  floor  of  the  pelvis,  then  to  see  if  the  head  is  incl'ued  to 
turn  to  the  one  side  or  the  other.  Forward  rotation  will  often 
take  place  at  this  time,  if  the  forceps  is  opened  or  removed  en- 
tirely. Rotation  by  the  instruments  is  a  tentative  operation  and 
is  risky  even  for  the  expert. 

Reynolds'  traction  rods  have  done  me  great  service.  I  rarely 
keep  on  the  long  forceps  through  the  outlet,  but  replace  it  with 
the  shorter  and  thinner  pair. 

As  to  the  posture  of  the  woman  during  forceps  extraction,  I 
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sometimes  deliver  on  the  left  side.  It  has  advantages  over  the 
dorsal  posture :  the  legs  do  not  have  to  be  held  apart,  the  patient 
is  less  exposed,  the  operation  does  not  seem  so  formidable  to  her, 
and  one  can  pull  further  back  in  the  axis  of  the  superior  strait. 
The  mechanism  is  to  pull  with  the  right  hand  and  to  push  with 
the  left. 

The  evident  disadvantage  of  this  side  posture  is  that  it  is 
more  difficult  to  insert  the  forceps  than  when  upon  the  back, 
iind  of  course  more  strength  can  be  used  in  the  latter  with  two 
hands.  The  Walcher  position  has  not  impressed  me  favorably, 
probably  from  a  wrong  use  of  it. 

For  tAventy-four  hours  after  perineorrhaphy  I  think  that  the 
catheter  should  be  used,  on  account  of  the  risk  of  infecting  the 
wound  by  the  urine.  Besides,  after  severe  operative  deliveries 
the  bladder  is  often  paralyzed,  and  in  any  case  raanj^  women 
cannot  urinate  while  lying  down.  Post-perineorrhaphy  douches 
are  not  given  for  several  days,  if  they  can  be  avoided.  They 
soften  the  catgut  sutures,  and  thorough  coaptation  of  the  skin  is 
frequently  prevented.  Instead  of  vaginal  irrigation,  I  direct 
the  nurse  to  place  the  woman  upon  a  bedpan  or  upon  an  ordinary 
wash-bowl,  and  pour  a  pitcher  of  lysol  solution  over  the  wound. 
In  this  way  the  vaginal  stitches  are  not  softened,  infection  from 
the  doubtful  hands  of  the  nurse  is  impossible,  and  the  hot  affu- 
sion is  grateful  to  the  sore  perineum. 

I  never  allow  the  untrained  monthly  nurse  to  give  a  douche, 
but  when  indicated  give  it  myself.  My  own  technique  may  be 
reasonably  good,  the  nurse's  is  never  so. 

For  resuscitation  of  the  child  I  prefer  dipping  alternately  into 
hot  and  cold  w^ater,  next  the  Byrd-Dew  method,  then  mouth-to- 
moutli  inflation.  The  Schultz  method  is  objectionable,  because 
the  spine  of  the  child  may  be  injured  and  it  is  chilled  too  much 
in  the  swinging.     Other  plans  are  better. 

The  problem  of  postpartum  flooding  tests  the  courage  more 
than  the  Icnowledge.  The  ordinary  plans  for  checking  it  are 
well  understood,  and  I  have  no  special  routine.  When  more 
than  ordinary  bleeding  is  evident  I  first  try  vinegar,  if  it  is  at 
hand.  A  handful  of  absorbent  cotton  is  saturated  with  it  and 
pushed  well  up  into  the  cavity  of  the  womb,  a  good  squeeze  being 
given  to  the  tampon  as  the  hand  is  withdrawn.  This  alone  will 
often  stop  the  flow,  but  if  it  continues  a  very  hot  intrauterine 
douche  of  normal  salt  or  lysol  solution  is  given  from  the  foun- 
tain syringe  that  is  hanging  at  the  head  of  the  bed.     I  have  never 
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tried  the  gauze  tamponade  for  flooding,  though  I  have  carried 
for  some  time  a  package  of  gauze  in  my  obstetrical  bag  for  this 
purpose. 

xVfte^p  severe  flooding  I  give  frequent  enemas  of  normal  salt 
solution,  and  believe  them  to  be  of  the  greatest  value. 

Lifting  the  foot  of  the  bed,  strychnia,  morphia,  etc.,  are  all  to 
be  remembered. 

There  is  a  detail  in  the  mechanics  of  podalic  version  which  is 
of  some  clinical  value.  Of  course  the  traction  should  be  in  a 
direction  that  will  result  in  the  dorso-anterior  position  of  the 
child.  While  in  some  cases  it  is  immaterial  which  leg  is  seized 
first,  I  try  to  observe  the  general  rule  that  the  further  leg  should 
be  seized  in  dorso-posterior  cases,  and  the  anterior  leg  in  dorso- 
anterior.  The  leg  should  be  taken  as  a  tractor,  which,  during 
traction,  will  turn  or  keep  the  back  front. 

After  a  version  that  requires  the  passage  of  the  hand  into  the 
uterine  cavity,  and  also  after  high  forceps  deliveries,  I  give  an 
intrauterine  douche  of  lysol  solution,  one  per  cent. 

For  the  technique  of  delivery  for  placenta  previa  my  custom  is 
this :  Up  to  the  seventh  month  I  temporize  for  the  first  bleeding. 
If  the  subjective  signs  of  placenta  previa  are  clear,  the  second 
bleeding  calls  for  immediate  delivery.  After  the  seventh  month 
— that  is,  after  viability — with  a  first  bleeding,  and  this  slight,  pre- 
pare to  deliver  as  soon  as  a  second  flow  commences.  During  the 
last  six  weeks  of  gestation  uterine  hemorrhage  means  immediate 
emptying  of  the  womb. 

This  rule  is  almost,  but  not  quite,  absolute,  the  exception  being 
a  small  bleeding,  not  repeated.  Contrary  to  the  practice  of 
some,  I  do  not  wait  for  spontaneous  delivery  as  soon  as  the  ver- 
sion has  been  made  and  the  thigh  pulled  into  the  cervix,  but  im- 
mediately complete  the  delivery  myself.  The  argument  that 
there  is  more  risk  in  immediately  emptying  the  uteiiis  than  in 
allowing  the  natural  efforts  to  do  so  has  not  seemed  to  i<e  demon- 
strated in  my  experience. 

Owing  to  the  special  danger  of  sepsis  and  hemorrhyge  after 
placenta  previa,  I  am  particularly  careful  of  my  technique  and 
hemostasis  before  and  after  delivery. 

I  have  thus  tried  to  describe  in  a  plain,  simple  way  my  tech- 
nique—if it  is  worthy  of  the  word — in  labor.  Its  essence  is  this: 
finding  the  position  in  the  preparatory  stage ;  asepsis  in  the  birth 
stage;  hemostasis  in  the  hemorrhage  stage. 

159  High  street. 
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Some  recent  experiences  with  uterine  malformations  have 
suggested  the  title  of  this  paper.  There  are  distinct  types  of 
anomalies,  but  many  transitional  forms  exist,  from  total  absence 
of  the  uterus  to  its  most  complete  subdivision,  and  a  satisfactory 
classification  has  been  difficult.  This  has  been  undertaken  by 
older  authorities,  like  Kussmaul  and  Fiirst,  and  their  arrange- 
ment has  furnished  the  basis  for  more  recent  classifications. 

The  uterus  is  unquestionably  absent  in  many  of  the  mon- 
strous conditions  met  mth  in  non-viable  children,  and  its  ab- 
sence has  been  noted  in  the  viable  and  in  adult  women  otherwise 
well  developed.  Some  maintain  that  vestiges  of  the  uterus, 
bands  or  knots  of  fibrous  and  muscular  tissue,  may  always  be 
found  on  careful  examination.  Burrage  gives  references  to  360 
cases  of  absence  of  the  uterus  from  earliest  times  to  the  pres- 
ent day. 

In  the  rudimentary  uterus  we  find  distinct  traces  in  the  form 
of  a  band  or  mass  of  tissue,  single  or  double,  which  represents 
the  organ.  These  are  usually  solid,  and  associated  with  it  there 
may  be  absence  of  or  atresia  of  the  vagina.  The  ovaries  and 
tubes  may  be  well  developed. 

There  may  exist  a  very  imperfect  cervix  and  atresia  of  the  va- 
gina with  a  uterus  containing  a  cavity  and  capable  of  menstru- 
ation; on  the  other  hand,  there  may  be  a  very  well  developed 
vagina  and  cervix  and  a  rudimentary  uterine  body.  This  last 
is  due  to  cessation  of  development  about  the  sixth  month  of 
fetal  life,  and  forms  what  is  called  the  fetal  uterus.  When  the 
uterus  develops  naturally  up  to  the  time  of  puberty,  and  then 
fails  to  increase  in  size,  we  have  the  infantile  type. 

*Read  before  the  Clinico-Patliological  Society   of  Washington,  D.  C. 
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In  order  to  understand  the  various  duplications  of  the  uterus, 
that  part  which  constitutes  the  substance  of  this  paper,  one 
needs  to  be  familiar  with  the  embryology  of  the  genito-urinary 
apparatus.  The  Wolffian  ducts  and  bodies,  the  excretory  or- 
gans of  early  fetal  life,  reach  full  development  in  the  second 
month  and  then  slowly  atrophy.  The"  kidneys  and  ureters  arise 
from  the  rear  part  of  the  Wolffian  duct,  and  from  the  third 
month  take  the  place  of  the  Wolffian  body  as  the  excretory  ap- 
paratus. The  ovaries  are  formed  from  the  anterior  part  of 
the  Wolffian  tubules  and  have  an  origin  entirely  independent 
of  the  uterus,  tubes,  and  vagina. 

The  uterus,  tubes,  and  vagina  are  formed  from  the  ducts  of 
Miiller,  which  appear  at  the  beginning  of  the  second  month  as 
longitudinal  thickenings  of  the  peritoneum,  situated  to  the  outer 
side  of  the  Wolffian  bodies,  and  lying  parallel  to  the  Wolffian 
ducts  but  entirely  independent  of  them.  In  the  fifth  week  they 
form  into  tubes,  their  anterior  ends  opening  into  the  body  cavity, 
the  posterior  ends  remaining  closed.  At  the  beginning  of  the 
third  month  the  ducts  of  Miiller  are  easily  recognized.  Their 
anterior  ends,  which  are  now  markedly  divergent,  open,  as  be- 
fore, into  the  abdominal  cavity,  while  the  posterior  ends  run 
parallel,  as  before,  and  end  blindly. 

Near  the  beginning  of  the  fourth  month  the  two  ducts  fuse 
in  their  middle  third,  and  from  this  point  the  fusion  extends 
rapidly  forward  and  slowly  backward.  The  joined  portion 
forms  the  uterus  and  vagina;  and  the  divergent,  the  Fallopian 
tubes.  In  the  fourth  month  the  uterine  part  of  the  tube  be- 
comes lined  with  ciliated,  the  vaginal  part  with  squamous,  epithe- 
lium, and  by  the  fifth  month  the  cervix  makes  its  appearance. 

Toward  the  end  of  the  fourth  month  the  union  of  the  two 
halves  of  the  uterus  and  vagina  is  complete,  and  any  Iralure  in 
the  coalescence  results  in  the  partial  or  complete  retention  of 
the  central  wall  or  septum,  with  or  without  a  separation  or  di- 
vergence of  the  two  parts  of  the  uterus.  For  convenience  in 
classification  the  various  forms  of  uterus  resulting  from  imper- 
fect fusion  may  be  considered  as  follows: 

The  one-horned  uterus,  or  uterus  unicornis. 

The  one-horned  uterus  with  rudimentary  development  of  the 
other  horn,  or  uterus  unicornis  c."  cornu  rudimentario. 

The  two-horned  uterus,  or  uterus  hicornis. 

The  bilocular  uterus,  or  uterus  bilocularis. 

The  double  uterus,  or  uterus  didelphys. 
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Uterus  Unicornis.  —  The  existence  of  a  single  horn  without 
evidence  of  the  other  is  a  rare  condition  and  means  the  absence 
of  one  of  the  ducts  of  Miiller,  either  congenital  or  the  result  of 
peritoneal  inflammation.  Doubt  has  been  cast  on  the  latter  as 
a  factor.  Diagnosis  is  difficult.  The  main  points  are  a  small 
vagina  and  cervix,  with  a  slender,  poorly  developed  uterus  turn- 
ing toward  that  side  of  the  pelvis  in  which  its  development  has 
taken  place,  and  tapering  off  into  a  Fallopian  tube. 

There  is  also  a  round  ligament  and  ovary  associated  with  this 
form  of  uterus.  There  have  been  found  several  times,  on  the 
side  corresponding  to  the  absent  half,  a  very  imperfect  kidney, 
ureter,  and  bladder. 

Winckel  refers  to  a  case  where  the  round  ligament,  kidney, 
and  ureter  were  wanting.  He  says  menstruation  seldom  oc- 
curs, but  it  may  occur,  and  with  it  pregnancy  and  normal  labor. 
This  associated  absence  of  organs  is  due  to  some  condition  in 
the  embryo,  which,  through  proximity  of  the  structures,  has 
produced  simultaneous  arrest  of  development. 

The  uterus  unicornis  ivith  rudimentary  horn  on  the  opposite 
side  is  not  so  rare.  This  condition  is  difficult  to  recognize,  and 
Schroder  thinks  it  is  impossible  except  during  pregnancy.  We 
have,  extending  from  the  inner  or  convex  side  of  the  developed 
horn,  at  the  junction  of  the  body  with  the  neck,  a  band  of  tissue 
which  may  be  thin  and  fibrous,  or  thick  and  muscular,  terminat- 
ing in  a  thicker,  rounded  mass  or  an  attenuated  end,  which  rep- 
resents the  fundus.  Again,  there  may  be  a  thick,  knob-like 
mass  of  tissue  closely  connected  with  the  uterus  at  its  cervical 
junction,  without  any  evidence  of  an  intervening  pedicle.  The 
rudimentary  horn  may  be  patulous  its  entire  extent  or  show  no 
evidence  of  a  canal  or  cavity.  If  a  cavity  exists,  it  may  be 
closed  at  the  junction  with  the  developed  half,  or  at  the  tubal 
€nd,  or  at  both.  AVhen  puberty  is  reached  menstruation  oc- 
curs naturally  in  the  developed  half.  If  the  rudimentary  part 
is  solid,  no  menstruation  takes  place.  If  there  is  a  cavity  with 
a  lining  mucous  membrane,  this  may  occur,  although  the  pro- 
cess is  usually  retarded,  sometimes  manifesting  itself  several 
years  after  the  establishment  of  the  function  on  the  other  side. 
Where  a  cavity  exists  with  no  communication  wdth  the  vagina 
or  peritoneal  cavity,  the  menstrual  fluid  accumulates  very  slowly, 
infinitely  more  so  than  on  the  other  side,  and  may  give  rise  to 
no  complications.  Again,  the  pressure  on  the  poorly  developed 
walls  may  be  so  strong  that  rupture  occurs,  with  the  escape  of 
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fluid  into  the  peritoneal  cavity  and  the  possibility  of  fatal  hemor- 
rhage or  peritonitis.  In  some  of  these  rudimentary  horns  oper- 
ated on  or  met  post  mortem,  the  cavity  has  been  found  distended, 
not  with  blood,  but  mucus.  Operative  procedure  in  a  case  of 
well-developed  hematometra  consists  of  puncturing  the  sac 
through  the  vagina  when  possible.  When  the  accumulation  can- 
not be  reached  through  the  vagina,  or  when  pregnancy  exists, 
abdominal  section  must  be  made.  It  is  then  usually  possible  to 
amputate  the  whole  horn. 

Pregnane}^  is  the  greatest  danger.  Where  the  uterine  end  of 
a  rudimentary  horn  is  sealed,  the  spermatozoa  fertilizing  the 
ovum  of  the  developed  side,  or  migrating  to  the  opposite  side, 
may  result  in  pregnancy  which  it  is  impossible  to  distinguish 
from  the  tul)al  variety.  When  this  occurs  the  almost  invariable  re- 
sult is  rupture  about  the  fourth  month  with  fatal  consequences. 
Kupture  usually  takes  place  at  its  junction  with  the  developed 
half.  A  few  instances  are  cited  when  death  was  not  the  out- 
come. Miiller  says  he  knows  of  only  three  cases  where  the 
fetuses  have  been  carried  to  term.  One,  that  of  Turners,  was 
a  woman,  aged  38,  who  had  labor  pains  for  three  days.  Six 
months  later  she  died  of  tuberculosis,  and  at  the  autopsy  a  right- 
horned  uterus  was  found  connected  with  the  vagina.  Extend- 
ing from  its  cervix  was  a  band  of  muscular  fibres  and  vessels  at- 
tached at  its  outer  end  to  a  sac  containing  a  well-developed  fetus. 

Bicornate  uteri,  those  in  which  both  horns  are  well  developed, 
are  relatively  common.  AA^e  have  all  shades  of  differences,  from 
that  in  which  one  side  is  poorly  formed  to  that  in  which  both 
halves  are  evenly  and  fully  developed,  with  perfect  tubes  and 
ovaries  on  the  outer  sides;  for  with  this  division  of  the  uterus 
there  is  no  reduplication  of  the  tubes  and  ovaries.  Apart  from 
atypical  conditions,  there  are  two  principal  varieties— the  uterus 
bicornis  unicollis,  in  which  two  horns  are  connected  with  one 
neck:  and  the  uterus  bicornis  duplex,  in  which  a  double  neck 
exists  with  complete  separation  throughout  of  the  two  cavities. 
With  these  there  is  apt  to  be  a  partitioning  of  the  vagina,  and 
through  the  latter  condition  principally  the  malformations  have 
been  suspected  and  the  diagnoses  made.  These  uteri,  which  are 
rare  in  the  human  female,  are  entirely  normal  in  the  rat,  guinea- 
pig,  rabbit,  and  many  other  animals.  Dunning  collected  97 
cases  of  uterine  anomalies,  and  52  were  bicornate.  The  extent 
of  the  uterine  division  varies  from  a  slight  central  antero-pos- 
terior  depression  in  the  fundus,  such  as  may  be  seen  in  the 
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utftriis  septus— termed  cordifoi'm  by  some  French  authors— to 
an  almost  complete  separation  of  the  halves.  In  the  latter  case 
the  horns  generally  project  at  an  angle.  The  majorily  of  bi- 
cornate  uteri  occupy  a  transverse  position  in  the  pelvis.  Rarely 
we  find  the  position  changed  to  antero-posterior.  This  is  due 
to  the  twisting  of  the  uterus  and  vagina  upon  their  long  axis. 
Freund  thinks,  when  closure  of  one  half  occurs,  it  is  the  result 
of  a  twisting  of  the  two  parts  of  the  genital  canal  (in  embryo) 
upon  each  other,  so  that  the  closed  half  is  in  front  of,  while  the 
upper  end  is  behind,  the  patulous  half. 

Simon,  of  Niiremberg,  cites  the  case  of  a  woman,  aged  48,  who 
had  seven  children,  one  being  delivered  with  forceps.     He  found 


-I'terus    bicornis    unicollis — anterior    view. 


a  bieornate  uterus,  one  horn  being  anteflexed.  the  other  retro- 
flexed. 

Hollander  found  during  a  celiotomy  a  double  uterus.  A 
posterior  uterus  was  normal,  with  normal  tubes  and  ovaries, 
while  an  anterior,  connected  with  the  other  by  a  common  cervix. 
having  no  appendages,  but  posse.ssing  lateral  peritoneal  liga- 
ments, was  pregnant.  Hollander  explains  this  rarity  by  attrib- 
uting it  to  an  excessive  development  of  a  part  of  one  or  both 
Miiller's  tubes,  causing  a  folding  which  resulted  in  the  anterior 
uterus.  An  exceptional,  rare  condition  is  reported  by  Murphy. 
A  patient  consulted  him  for  painful  menstruation.  On  examin- 
ation he  found  a  transverse  septum  extending  from  one  labium 
minus  to  the  other,  dividing  the  vagina  into  an  anterior  and  a 


STAVELY:    x\NGMALIES    OF    TIJE    UTERUS.  45 

posterior  canal,  each  tenninating  in  a  small  but  well-formed  cer- 
vix. The  uterine  cavity  may  be  divided  completely  by  a  wall 
extending  from  the  junction  of  the  two  halves  to  the  external 
OS,  of  there  may  be  no  indication  of  the  division.  Where  no 
wall  exists  the  two  cavities  may  converge  to  a  common  cervical 
canal,  or  may  communicate  with  a  dilatation  above  the  cervix, 
Avhicli,  seen  by  one  observer,  was  taken  for  a  third  horn. 

The  vaginal  septum  is  not  a  constant  factor.  Its  direction, 
with  almost  no  exceptions,  is  antero-posterior,  and  may  divide  the 
vaginal  tube  into  two  well-formed  vaginae.     ]More  often  it  pos- 
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Fig.   2. — Uterus   bioornis   unicollis — posterior   view. 

sesses  some  imperfection.  There  may  be  a  small  fen- straticn.  or 
a  very  imperfect  wall  leaving  only  a  bridge  of  tissue  at  the 
vaginal  orifice,  or  an  arcuate  ridge  at  the  upper  part  of  the  va- 
gina. Again,  the  septum  may  be  entirely  absent.  A  French 
writer,  Columbat,  refers  to  a  woman  of  easy  virtue  who  had 
acquired  gonorrhea  in  one  vagina  only.  Being  aware  of  her 
•condition,  she  devoted  that  side  to  the  ui-e  of  the  public  and  re- 
served the  healthy  side  for  her  lover. 

AVhen  one  part  of  the  uterus  is  imperfectly  developed,  the 
vagina  on  that  side  is  likely  to  be  occluded.  The  occlusion  may 
•exist  at  any  point  lietween  the  cervix  and  vaginal  orifice.     Atre- 
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sia  may  att'ect  the  cervix.  Another  peculiarity  of  the  bicornate 
uterus  is  the  existence  of  a  dense  band  of  fibrous  tissue  crossing 
the  top  of  the  uterus  at  its  bifurcation,  extending  from  the  blad- 
der to  the  rectum,  and  constituting  what  is  known  as  the  vesico- 
rectal ligament.  Its  presence  is  quite  constant  and  has  a  very 
important  significance  when  pregnancy  exists. 


Fig.  3. — Impei-fect  double  vagina   associated   with  uterus  bicornis  unicollis. 


Menstruation  in  the  Bicornate  Vterus.  —  In  all  varieties  of 
uterine  malformations  menstrual  difficulties  are  met.  In  well- 
formed  bicornate  uteri  menstruation  may  be  perfectly  normal. 
The  flow  may  occur  simultaneously  from  the  two  bodies,  and 
this  I  noticed  in  the  double  uterus  coming  under  my  observa- 
tion :  or  it  may  appear  alternately,  one  half  menstruating  every 
month,  the  other  also  but  between  the  times  of  the  first,  result- 
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ing  in  a  flow  every  two  weeks.  When  simultaneously  menstru- 
ation occurs  it  may  partake  of  the  character  of  a  menorrhagia. 
When  it  occurs  at  fortnightly  intervals  it  may  be  mistaken  for 
metrorrliagia  and  suggest  some  serious  uterine  disease. 

AValker,  in  a  case  of  bicornate  uterus  with  a  complete  utero- 
vaginal septum,  reports  menstruation  occurring  every  two  weeks 
and  lasting  ten  days.  This  meant  flowing  three  weeks  out  of 
every  four. 

Lackie  gives  a  description  of  a  Avoman,  aged  24,  menstruating 
at  16,  who  was  regular  for  eight  years,  with  the  exception  of 
profuse  hemorrhages  which  made  their  appearance  during  the 
last  three  years  at  intervals  of  about  four  months.  These  gave 
her  great  relief.  The  regular  menstrual  flow  lasted  three  or 
four  days,  was  excessive,  and  was  attended  with  much  suffer- 
ing. She  experienced  some  continuous  discomfort,  which  al- 
ways culminated  in  a  severe  exacerbation  midway  between  the 
periods.  Dr.  Lackie,  thinking  she  had  a  fibroid,  curetted  with- 
out much  relief.  Three  months  later,  after  finding  a  marked  vagi- 
nal bulging,  he  aspirated,  removing  a  large  quantity  of  chocolate- 
colored  fluid.  A  third  time  he  was  called  upon  to  operate,  and, 
finding  a  thin  septum  on  the  right  side  of  the  uterine  cavity,  he 
tore  it  open  and  established  permanent  drainage  by  passing  one 
end  of  a  rubber  tube  through  the  tear  into  the  previously  closed 
right  cavity,  leaving  the  other  end  projecting  from  the  cervix. 
By  observing  her  during  menstruation  he  noticed  the  alternate 
discharge  from  the  cervix  and  the  tube. 

Where  one  or  both  halves  are  lacking  in  development,  it  is 
more  common  to  find  dysmenorrhea  and  other  symptoms  of  in- 
terference with  the  function.  The  most  common  complication 
is  a  cervical  or  vaginal  atresia.  The  neck  on  one  side  is  often 
closed.  The  vaginal  septum  frequently  unites  vnth  'Iv  lateral 
vaginal  wall  on  one  side  or  the  other,  forming  a  cul-de-sae.  Upon 
the  appearance  of  menstruation  the  occluded  side  slowly  fills 
with  blood,  and  after  a  few  months  the  unhappy  posse-ssor  of 
this  anomaly  begins  to  experience  severe  pains,  the  result  of 
retention  and  distension.  When  the  cervix  remains  closed  he- 
matometra  develops;  and  if  the  internal  pressure  is  great 
enough  the  blood  may  flow  through  the  Fallopian  tube  into  the 
abdominal  cavity,  or,  if  the  tube  is  sealed,  form  a  hematosal- 
pinx. If  the  occlusion  occurs  lower  down  in  the  genital  canal 
we  have  in  addition  hematocolpos.  A  swelling  of  varying  size, 
sometimes  extending  as  high  as  the  umbilicus,  may  form  in  the- 
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abdomen,  giving  rise  to  much  confusion  in  diagnosis.  Where 
the  atresia  occurs  at  the  vaginal  orifice  marked  bulging  may  be 
noticed  between  the  labia.  In  the  latter  case  the  diagnosis  is 
easy.  An  explanation  of  these  atresias  is  found  in  the  unequal 
development  of  the  two  sides.  Originally  Miiller's  ducts  are 
solid,  and  subsequently  become  tubulated. 

Any  process,  like  inflammation  or  any  disturbance  in  the 
nutrition  of  the  part,  might  result  in  permanent  sealing  of 
some  portion  of  the  duct.  The  excessive  frequency  of  atresias 
on  the  right  side  is  an  interesting  fact,  and  is  due  to  the  rapid 
development  of  the  left  side,  which  seems,  in  some  unaccountable 
way,  to  cause  impaired  growth  in  its  fellow.  In  24  cases  where 
sides  are  specified,  16  occurred  on  the  right  and  8  on  the  left. 

Atresias  of  the  genital  tract  happen  also  from  post-natal  dis- 
eases or  injuries,  as  carcinomatous  infiltration  of  the  cervix  and 
extensive  lacerations  of  the  vagina  from  labor.  I  saw  an  illus- 
tration of  the  latter  in  a  young  colored  girl,  who,  notwithstand- 
ing the  apparently  insuperable  obstacle  of  a  closed  and  dis- 
tended vagina,  had  frequent  though  painful  intercourse  through 
the  urethra.  Her  paramour  was  a  man  of  unusual  physical 
development. 

Where  hematometra  exists  in  a  regularly  functionating  organ, 
the  inevitable  result  is  rupture  at  a  point  of  least  resistance,  with 
discharge  of  the  fluid  through  the  vagina  or  into  the  peritoneal 
cavity.  The  first  gives  temporary  relief  only;  for  the  lacerated 
tissue  speedily  closes,  fluid  reforms  with  subsequent  rupture,  and 
repetition  of  the  process  ad  infkiitum.  A  characteristic,  there- 
fore, of  this  complication  is  the  irregular,  periodical,  profuse 
discharge  of  chocolate-colored  blood. 

The  point  of  rupture  in  hematometra  is  quite  uniform,  oc- 
curring in  the  cervical  septum.  When  hematocolpos  occurs  the 
weakest  point  may  be  in  the  vagina.  Out  of  nine  cases  where 
the  fact  is  referred  to,  rupture  took  place  through  the  cervical 
septum  three  and  through  the  vagina  six  times.  In  these  cases 
of  spontaneous  opening  infection  of  the  menstrual  fluid  is  the 
rule.  The  discharge  becomes  purulent,  and  after  the  closure 
of  the  rent  a  pyometra  or  pyocolpos,  with  septic  symptoms,  re- 
sults. An  occasional  uncomfortable  sequel  is  rupture  of  the 
distended  uterus  into  the  abdominal  cavity,  with  death  from  ex- 
cessive loss  of  blood  from  the  extensive  laceration  or  from  peri- 
tonitis. Here,  too,  the  weak  place  is  at  or  near  the  junction  of 
the  tw^o  comua.     Perhaps  rupture  takes  place  more  frequently 
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from  the  distended  tube  when  it  is  involved.  The  treatment  is 
always  operative  and  generally  admits  of  little  delay.  The 
method  adopted  is  simply  an  anticipation  of  Nature  in  causing 
aji  artificial  rupture  by  incision  of  the  distended  sac.  Nor  is 
this  apparently  simple  step  free  from  danger.  In  18  cases  of 
previously  unruptured  hematometra  treated  by  incision,  the 
mortality  was  50  per  cent.  In  5  cases  where  spontaneous  rup- 
ture had  previously  occurred,  incision  was  made  without  a  death. 
The  natural  deduction  is  that  previous  rupture  secures  imjnunity 
from  a  bad  result.  Death,  when  it  ensues,  is  generally  attended 
with  sudden  pain,  shock,  and  other  symptoms  of  peritonitis  and 
hemorrhage.  In  cases  that  have  gone  to  autopsy  death  has  been 
found  to  be  due,  in  most  cases,  to  a  ruptured  tube.  The  expla- 
nation is  found  in  the  rapid  and  violent  muscular  contractions 
set  up  by  the  rapid  emptying  of  the  uterus.  In  the  perform- 
ance of  this  operation  it  is  always  advised  to  allow  the  blood  to 
escape  very  slowly,  so  as  to  counteract  this  tendency.  "WTieu 
the  lower  incision  is  impracticable  the  abdominal  route  is  chosen, 
and  several  operations  are  recorded. 

J.  E.  Burton^  explored  the  abdominal  cavity,  expecting  to  find 
a  dermoid  or  hydatid  cyst  or  cyst  of  the  broad  ligament.  He  ex- 
posed a  cystic  tumor,  which  he  amputated,  and  on  investigation 
found  it  to  be  the  left  horn  of  the  uterus.  Rufus  B.  Hall  oper- 
ated for  cystic  tumor  filling  the  pelvis.  After  ascertaining  the 
condition,  he  forced  a  male  sound  through  the  sac  per  vaginam 
and  closed  the  abdominal  incision.  Homans  amputated  the  horn 
of  a  uterus  for  a  similar  condition.  Thomas  opened  the  abdo- 
men, found  a  fluctuating  tumor,  inserted  a  trocar,  drew  off  a 
quart  of  blood,  stitched  the  sac  to  the  abdominal  wall,  and  the 
patient  recovered.  Celiotomies  are  more  often  required  in  rudi- 
mentary cornua,  where  incision  below  is  out  of  the  question  and 
the  possibility  of  a  safe  termination  in  rupture  very  nmote. 

Pregnancy  in  a  bicornate  uterus  may  present  no  unusual  fea- 
tures. There  is  more  tendency  to  the  occurrence  of  abortion 
than  in  the  normal  uterus.  In  32  cases  of  the  bicornate  nteiiis, 
21  hadchildren,16hadmiscarriages,and8hadboth.  Among  these, 
7  had  the  unicoUate  variety,  and  of  these  3  had  children;  the 
other  4  aborted.  Dunning  has  collected  52  cases  with  pregnancy 
occurring  21  times.  A  number  of  factors,  independent  of  those 
influencing  pregnancy  in  the  single  uterus,  may  interrupt  its 
course  in  the  double  organ. 

"Liverpool  Med.  Chir.,  July,  1894. 
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The  unimpregnated  half  may  be  the  seat  of  a  hematometra, 
which  by  pressure  might  cause  the  expulsion  of  the  ovum,  or, 
under  the  influence  of  pregnancy  in  the  other  horn,  might  in- 
crease enough  in  size  to  bring  about  the  same  result.  Pregnancy 
may  terminate,  as  do  some  of  the  cases  of  hematometra,  by  rup- 
ture into  the  abdominal  cavity  through  some  weak  point  in  a 
defective  uterine  wall.  The  presence  of  the  recto-vesical  liga- 
ment, w^hich  is  sometimes  considered  to  be  one  of  the  causes  of 
uterine  malformation,  is  looked  upon  as  one  of  those  predispos- 
ing to  abortion  in  the  same  condition. 

When  the  patient  goes  to  full  term,  the  same  complications  re- 
ferred to  in  connection  with  abortion  may  influence  the  course 
of  labor.  Hematometra  may  rupture  or  block  the  pelvic  basin. 
The  nnimpregnated  half,  carried  lower  in  the  pelvis  by  the 
ascent  of,  or  increase  in  size  of,  the  other,  may  bring  trouble 
in  the  same  way  a  fibroid  tumor  would  in  a  similar  location. 
Sometimes  when  the  condition  is  recognized  the  impacted  por- 
tion may  be  pushed  out  of  the  true  pelvis  and  allow  free  descent 
of  the  child.  The  recto-vesical  ligament,  especially  when  well 
developed,  has  a  tendency  to  prevent  straightening  of  the  preg- 
nant portion.  This  would  retain  it  in  an  oblique  position,  and 
the  uterine  forces,  acting  at  an  angle  with  the  pelvic  axis,  would 
make  labor  difficult  or  impossible. 

In  the  bicollate  bicornate  uterus,  where  there  are  two  distinct 
cavities,  obliquity  of  the  child  does  not  act  so  much  as  a  deter- 
rent to  labor.  It  is  in  the  unicollate  bicornate  uterus,  where  the 
two  cavities  unite  in  a  common  neck,  and  where  there  is  more 
or  less  of  a  common  cavity  at  their  junction,  that  the  fetus  as- 
sumes oblique  or  transverse  positions  which  indefinitely  pro- 
tract labor,  unless  surgical  interference  is  resorted  to.  The 
child's  head  may  be  in  one  half,  the  buttocks  in  the  other;  or 
one  side  may  contain  the  child,  the  other  being  distended  with 
liquor  amnii.  According  to  Schatz,  the  ratio  of  head  to  breech 
is  2  to  1.  Another  complication  is  the  occurrence  of  pregnancy 
in  both  horns.  I  have  found  reports  of  13  cases  of  multiple 
pregnancy.  Grace  reports  the  case  of  a  woman,  aged  36,  who 
was  delivered  of  two  seven-months  female  fetuses,  one  with  the 
hand  presenting,  the  other  with  the  head.  The  first  was  turned 
and  delivered;  the  second  was  born  alive  and  without  assistance, 
but  died.  Dunning  refers  to  a  woman  who  had  six-months  twins 
from  one  uterus,  menstruated  three  times,  and  gave  birth  to  a 
perfectly-formed  child  from  the  other.     Taylor  reports  the  case 
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of  a  woman  who  gave  birth  to  a  four-months  fetus  and  a  month 
later  had  twins ;  General,  one  having  a  living  child  at  term  and 
a  month  later  another;  Probstein,  one  having  a  fetus  at  three 
months  and  a  short  time  afterward  one  at  seven  months;  Mar- 
quet,  one  with  twins  at  four  and  one-half  months  and  a  month 
later  a  six-weeks  fetus. 

"When  pregnancy  occurs  in  one  horn,  menstruation  may  cease 
or  continue  uninterruptedly  in  the  other.  Miiller  describes  in 
detail  a  case  of  Henderson's  where  menstruation  from  one  half 
continued  wliile  the  other  was  pregnant.  Henderson  had  the 
patient  under  observation  for  seventeen  years.  She  menstru- 
ated every  three  weeks.  Menstruation  continued  regularly  up  to 
within  six  weeks  of  the  birth  of  her  first  child.  During  lacta- 
tion the  menses  disappeared.  During  the  first  pregnancy  the 
menstruation  was  more  profuse  than  usual,  and  during  the  sec- 
ond there  was  almost  constant  metrorrhagia.  In  her  subsequent 
pregnancies,  five  in  number,  there  was  nothing  abnormal.  Ar- 
nold, on  the  other  hand,  reports  three  pregnancies  in  one  pa- 
tient, all  of  which  were  attended  with  amenorrhea. 

The  possibility  of  pregnancy  seems  to  be  enhanced  by  the 
presence  of  a  double  organ.  Berard  speaks  of  a  woman  having 
seventeen  children;  Benoit-Vassel,  of  one  with  eleven  children 
and  one  miscarriage ;  Picot,  of  one  with  fourteen  abortions ;  and 
Goutermann,  one  with  three  children  and  nine  abortions.  Gou- 
termann's  case  is  of  especial  interest,  as  it  shows  conclusively 
that  there  may  be  a  tendency  to  abortion  in  one  half,  while  the 
other,  if  impregnated,  may  go  to  term.  His  patient  had  nine 
abortions  from  the  right  horn  and  three  living  children  from 
the  left. 

Simultaneous  pregnancy  is  more  apt  to  occur  when  there  is 
some  material  defect  in  or  absence  of  the  vaginal  septum. 
When  a  perfect  double  vagina  exists,  one  side,  generally  the 
right,  is  smaller,  and  coitus,  when  it  occurs,  usually  takes  place 
through  the  larger.  A  double  impregnation  here  usually  im- 
plies coitus  in  both  sides  at  or  about  the  same  time.  A  double 
vagina  may  lead  to  curious  mistakes  in  diagnosis.  The  much- 
quoted  consultation  between  IM  and  Fischer  will  bear  repeti- 
tion. They  were  called,  to  see  a  woman  in  labor.  After  ex- 
amining her,  one  found  the  os  dilating;  the  other  found  it  closed. 
After  considerable  argument  another  examination  was  made, 
and,  much  to  their  surprise,  each  found  the  opposite  to  what  he 
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had  discovered  first.     This  led  to  a  fiu'ther  investigation  and 
identification  of  a  double  uterus  and  vagina. 

In  tubal  pregnancy  decidual  membranes  form  in  the  uterus. 
In  the  double  uterus  membranes  have  been  found  in  the  unim- 
pregnated  portion.  Sutton  believes  this  to  be  the  case,  but 
thinks  the  subject  requires  more  careful  investigation  in  order 
to  exclude  the  possibility  of  a  twin  pregnancy.  There  is  no 
doubt  about  the  frequent  formation  of  membranes  in  the  unim- 
pregnated  half,  as  it  has  been  observed  on  a  number  of  occasions, 
one  writer,  Wheaton,  mentioning  two  cases.  His  first  patient 
was  a  woman  aged  37,  who,  in  normal  labor,  had  a  living  child. 
Fifteen  minutes  after  delivery  he  was  summoned  on  account  of 
continued  bleeding  and  collapse.  On  examination  he  found  a 
peculiar-shaped  uterus,  the  right  half  being  three  inches  higher 
than  the  left,  and  across  the  fundus  was  a  marked  antero-pos- 
terior  depression.  Inside  there  was  a  septum  extending  from 
the  fundus  almost  to  the  external  os.  On  the  right  side  the 
finger  passed  into  a  cavity  from  which  placenta  and  membranes 
had  been  removed ,  on  the  left  the  finger  entered  a  much  smaller 
cavity  from  which  he  removed  a  second  membrane.  This  stop- 
ped the  hemorrhage.  His  second  case  had  a  prolonged  labor 
requiring  the  use  of  forceps.  The  uterus  continued  large  and 
fever  developed.  He  found  a  similar  condition  of  the  uterus, 
the  left  side  being  the  larger.  The  left  cavity  was  empty  and 
clean.  From  the  other  he  peeled  off  a  soft,  decomposing  de- 
cidual membrane.  He  refers  to  these  as  cases  of  uterus  septus. 
He  finds  13  cases  in  the  literature  where  labor  is  mentioned. 
Five  died,  two  from  peritonitis  caused  by  decomposition  of  re- 
tained membranes  in  the  unimpregnated  half,  one  from  rupture, 
and  one  undelivered.  In  four  the  placenta  was  retained  and  ad- 
herent, and  from  the  reports  of  others  this  seems  to  be  not  un- 
common. 

Placental  attachment  to  the  septum  may  result  in  severe 
hemorrhage  from  imperfect  contractions.  The  difficulties  which 
may  confront  the  obstetrician  have  been  hinted  at.  The  excision 
or  severance  of  the  vaginal  septum,  if  it  threatens  to  obstruct 
labor;  the  attempt  to  straighten  the  pregnant  horn  either  by 
manual  effort  or  by  position;  the  elevation  of  the  obstructing, 
unimpregnated  horn,  may  assist  the  process.  Turning  of  the 
child  in  abnormal  positions,  the  use  of  forceps,  the  destruction 
of  the  child,  or  Cesarean  section,  may  be  some  of  the  necessities. 
In  28  cases  of  labor  where  the  result  is  given,  16  recovered,  and 
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many  of  these  were  the  mothers  of  several  children.  Twelve 
died ;  5  deaths  were  due  to  rupture,  and  4  of  these  occurred  in 
women  with  the  unicollate  variety  of  the  bicornate  uterus.  Two 
died  of  peritonitis,  one  of  eclampsia,  and  four  during  labor. 
Among  the  last  four,  the  child  presented  by  the  breech  in  one 
and  transversely  in  another.  A  third  had  a  unicollate  form  of 
uterus.     These  statistics  show  an  appalling  mortality. 

Case. — A  specimen  which  will  be  presented  for  your  consider- 
ation was  removed  from  a  middle-aged  colored  woman  dying  at 
the  Garfield  Memorial  Hospital  from  chronic  nephritis.  She 
had  been  admitted  to  the  medical  service,  and  the  abnormal  con- 
dition of  the  genital  organs  had  not  been  suspected.  Nothing 
in  her  clinical  history  indicated  any  local  disturbance.  Her  sis- 
ter, after  the  woman's  death,  said  that  she  had  always  been 
single,  never  had  had  children,  and  complained  of  no  disturb- 
ance of  the  menstrual  function.  The  patient  had  no  knowledge 
of  the  condition,  and  there  seemed  to  have  been  nothing  to  bring 
it  to  her  attention. 

The  specimen  has  the  following  dimensions:  total  distance 
from  one  fimbriated  extremity  to  the  other,  12  inches;  tubes, 
each  4  inches  long;  from  cornu  to  cornu,  4  inches;  uterus  is 
symmetrical,  each  half  being  the  counterpart  of  the  other ;  each 
cornu  is  rounded  and  about  the  size  of  a  virgin  uterus;  left 
cornu  is  I14  inches  wide,  1%  inches  long,  and  seven-eighths  of 
an  inch  thick;  right  cornu,  IVs  inches  Avide,  1%  inches  long,  and 
seven-eighths  of  an  inch  thick;  the  isthmus  is  one  inch  wide; 
from  the  isthmus  to  the  external  os  is  II/2  inches.  External  os 
is  patulous  and  one-quarter  of  an  inch  in  diameter.  There  is 
one  cervix  of  normal  appearance.  The  uterine  cavity  is  large, 
much  larger  than  in  the  normal  organ.  Each  horn  has  a  good- 
sized  cavity,  and  there  is  a  commodious  vestibule,  whcve  they 
join  with  the  cervical  canal.  The  bladder  extends  wt-il  up  on 
the  anterior  space  of  the  isthmus,  and  continuing  from  it  to  the 
rectum  is  a  very  prominent  vesico-rectal  ligament.  The  tubes 
are  well  formed  and  of  normal  size ;  the  ovaries  also  are  normal. 
The  left  ovary  measures  2x1x1/2  inches ;  the  right  ovary  meas- 
ures 2  X  1  X  %  inches.  The  external  genitalia  appear  normal 
until  the  labia  are  separated;  then  two  vaginal  orifices  are  no- 
ticed, each  small,  but  admitting  the  index  finger  easily.  The 
septum  extends  upward  only  an  inch,  forming  only  a  bridge  of 
tissue,  the  rest  of  the  vagina  being  single.  Clitoris  is  large  and 
has  preputial  adhesions. 
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Uterus  Septus.— The  uterus  septus,  or  bilocular  uterus,  is  one 
which  preserves  the  normal  contour  in  the  main,  but  has  a  larger 
transverse  diameter.  Sometimes  one  half  may  be  a  little  better 
developed,  giving  the  whole  organ  a  rather  irregular  appearance. 
The  fundus  may  have  the  cordiform  shape,  referred  to  so  partic- 
ularly by  Le  Fort.  There  always  is  a  septum.  This  is  caused 
by  a  coalescence  of  the  two  inner  sides  of  Miiller's  ducts  without 
absorption. 

In  the  bicornate  variety  the  duets,  in  part  of  their  course,  re- 
main apart.  The  septum  is  always  rather  thin,  and  may  ex- 
tend from  the  fundus  to  the  vaginal  outlet;  or  it  may  be  im- 
perfect in  some  part  of  its  course.  The  vaginal  portion  may  be 
entirely  wanting.  The  uterine  portion  may  extend  to  the  inner 
or  outer  os,  forming  a  complete  division  into  two  cavities,  or 
may  be  fenestrated,  or  represented  only  by  a  more  or  less  marked 
antero-posterior  arcuate  or  semilunar  ridge  across  the  top  of 
the  uterine  cavity.  This  latter  condition  is  called  uterus  subsep- 
tus.  The  conditions  which  attend  the  bicornate  variety  are  gen- 
erally present  here.  This  type,however,  more  nearly  approaches 
the  normal  organ,  and  complications  are  not  so  frequently  en- 
countered. I\Ienstruation  may  be  simultaneous  or  alternating. 
Pregnancy  is  less  apt  to  be  interrupted,  and  labors  are  usually 
normal.  The  diagnosis  is  more  difficult  on  account  of  the  close 
approach  to  the  shape  of  the  perfect  uterus.  The  uterus  cor- 
responds more  nearly  to  the  long  axis  of  the  body,  and  the  posi- 
tion of  the  child  is  not  affected.  Dunning  reports  the  occur- 
rence of  pregnancy  twelve  times,  and  abortion  six,  in  twenty- 
three  cases.  One  thing  may  act  as  an  interference  to  labor— the 
septum.  The  vaginal  portion  is  easily  cut;  the  uterine,  which 
is  more  difficult  to  reach,  may  have  to  be  torn  before  delivery 
can  be  effected.  In  a  table  of  17  cases,  15  recovered  and  2  died. 
One  death  was  due  to  rupture.  The  other  occurred  during  la- 
bor, and  Cesarean  section  was  performed  to  save  the  child. 
Twelve  labors  apparently  normal;  in  one  forceps  was  used;  in 
another  turning  was  done;  in  a  third  Porro  operation  was  per- 
formed for  some  presumably  dangerous  condition. 

During  September,  1899,  a  patient  came  under  observation 
complaining  of  extreme  menorrhagia  and  dysmenorrhea.  She 
was  about  30  years  of  age,  single,  and  had  been  suffering  for 
several  j^ears.  At  the  time  she  was  seen,  just  after  a  menstrual 
period,  she  had  great  pelvic  distress,  with  some  elevation  of 
temperature  and  slight  quickening  of  the  pulse.     The  pain  was 
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of  an  intermittent  character,  located  in  the  pelvis,  and  seemed 
to  be  the  result  of  uterine  tenesmus.  The  painful  contractions 
continued,  some  bleeding  recurred,  and,  owing  to  the  persistence 
of  a  mild  septic  condition,  an  examination  was  advised  and 
granted. 

Examination.— The  uterus  Avas  found  to  be  the  size  of  a  two- 
months  pregnancy ;  symmetrical,  with  a  very  broad  fundus,  and 
very  sensitive  on  pressure.  A  distinct,  painful  tubo-ovarian  in- 
flammatory mass  could  be  detected  on  the  left,  but  no  fluctu- 
ation could  be  elicited.  Tenderness  existed  in  the  region  of  the 
right  tube  and  ovary.  She  was  told  she  had  salpingo-oophori- 
tis,  and  that  there  was,  to  all  appearances,  something  in  the 
uterus,  presumably  a  submucous  fibroid  or  the  products  of  a 
threatening  abortion.  Upon  the  assurance  that  pregnancy  was 
impossible,  an  examination  under  ether,  with  subsequent  oper- 
ation, was  advised,  the  nature  of  the  operation  depending  on 
the  findings. 

Under  anesthetic  the  uterus  was  explored  and  curetted.  In 
passing  the  curette  along  the  upper  part  of  the  cavity  a  distinct 
fleshy  resistance  was  encountered,  which  suggested  the  presence 
of  something  abnormal.  On  gently  following  the  outlines  with 
the  curette,  as  with  a  finger,  there  was  found  a  distinct  bridge 
of  tissue,  fully  an  inch  in  length  and  widening  considerably 
toward  its  base,  extending  across  the  fundus  in  an  antero-pos- 
terior  direction,  and  dividing  the  upper  part  of  the  cavity  into 
two  distinct  pockets.  After  the  operation  she  improved  for  a 
week.  The  intermittent  pain,  which  had  been  almost  continu- 
ous, nearly  ceased  during  the  day,  but  returned,  with  less  sever- 
ity than  before,  at  night.  On  account  of  lack  of  good  nursing 
she  was  removed  to  the  Garfield  Memorial  Hospital.  For  a 
number  of  days  there  were  anorexia  and  nausea.  These  became 
so  marked  that  she  was  unable  to  take  nourishment.  The  tem- 
perature and  pulse  became  alarming  and  the  exhaustion  ex- 
treme. On  making  a  vaginal  examination  again,  some  fluctu- 
ation was  detected  in  the  region  of  the  left  tube  and  ovary,  and, 
thinking  there  might  be  some  connection  between  the  gastric 
symptoms  and  pelvic  inflammation,  she  was  operated  upon  as  a 
last  resort  and  about  half  an  ounce  of  pus  removed  through  a 
posterior  vaginal  incision.  After  this  her  condition  slowly  but 
steadily  improved.     The  uterus  in  this  patient  was  subseptate. 

Uterus  Didelphys.— There  seems  to  be  some  doubt  as  to  what 
constitutes  the  didelphic   uterus.     Some  of  the  older  writers, 
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like  Kussmaul,  Le  Fort,  and  Picot,  asserted  that  this  condition 
was  found  only  in  stillborn  children  and  associated  with  other 
deformities.  These  deformities  were  seen  in  conjunction  with 
atresia  or  absence  of  the  anus,  atrophy  of  the  bladder,  or  the 
communication  of  the  vagina  with  the  bladder  or  rectum,  or 
both.  This  is  simply  a  persistence  of  the  early  fetal  condition 
where  the  intestinal  and  urinary  tubes  emptied  into  a  common 
pocket  or  cloaca.  The  uteri  are  distinctly  separate,  and  between 
the  two  bodies  may  be  found  the  bladder  and  rectum. 

A  few  cases  have  been  reported.  More  recent  writers  differ 
with  the  authorities  quoted,  in  maintaining  the  existence  of  a 
completely  divided,  well-developed  uterus  in  the  adult,  and 
several  reports  have  been  made  in  substantiation.  Arthur  Giles 
has  written  an  interesting  paper  giving  references  to  21  cases. 
These  occurred  in  weU-developed  women.  It  is  a  question 
Avhether  some  of  these  may  not  be  of  the  exaggerated  bicornate 
variety.  The  special  features  of  the  didelphic  uterus  closely 
resemble  it.  The  halves  resemble  two  well-developed  unicornate 
uteri  placed  in  apposition.  Their  cervices  are  connected  by  a 
bridge  of  connective  tissue.  They  may  be  some  little  distance 
apart,  in  close  contact  and  movable,  the  one  on  the  other,  or 
fixed.  In  the  latter  case,  at  the  line  of  junction  there  is  a  dis- 
tinct anterior  and  posterior  sulcus,  indicating  the  dual  state. 
The  recto-vesical  ligament  is  supposed  to  be  a  factor  in  the  pro- 
duction of  this  deformity.  In  Giles'  table  13  had  children,  and 
2,  miscarriages.  Two  were  forceps  cases.  In  3  the  placenta 
had  to  be  removed.  In  3  labor  was  obstructed  by  the  retroverted 
unimpregnated  half.  In  3  the  deformity  was  discovered  by 
laparatomy.  One  patient,  reported  by  Von  Engel,  was  unique 
in  having  two  vulvse,  two  bladders,  and  two  urethraB.  She  men- 
struated at  26,  menstrual  fluid  appearing  first  in  the  right  va- 
gina, ceasing  after  two  days,  then  flowing  from  the  left  the  same 
length  of  time.  During  her  puerperium  the  right  bladder  was 
catheterized,  the  left  acting  voluntarily.  The  patient  whose 
history  follows  possesses  a  double  uterus  which  partakes  of  the 
general  characteristics  of  the  didelphic  according  to  the  more 
modern  interpretation. 

E.  R.,  aged  28,  a  mulatto  of  good  appearance,  applied  to  the 
Garfield  Memorial  Hospital  on  account  of  menorrhagia.  In  her 
childhood  she  had  measles,  and  ever  since  her  lungs  have  been 
weak.  In  1890  she  had  pneumonia.  At  the  present  time  she 
has  incipient  pulmonary  tuberculosis.     She  menstruated  at  14. 
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The  first  period  came  in  August,  the  second  in  February,  the 
third  in  May,  and  after  that  appeared  every  five  or  six  weeks  and 
lasted -three  or  four  days.  She  experienced  pain  just  before  the 
flow  began  and  felt  relief  after  its  commencement;  but  pain  re- 
turned toward  the  end.  This  state  of  things  kept  up  until  her 
marriage  at  the  age  of  23.  Soon  after  marriage  the  flow  ceased. 
Two  months  later  she  had  an  abortion.  A  month  later  menses 
again  ceased,  and  after  seven  months  she  had  a  premature  de- 
livery, the  result  of  a  fall.  The  child  presented  by  the  feet. 
The  labor,  tedious,  lasting  three  days,  was  finally  terminated  by 
manual  assistance.  The  child,  a  girl,  was  well  formed  and  is 
living  at  the  present  time.     After  the  confinement  the  patient 
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Fig.  4. — Two  cervices  exposed  in  case  of  uterus  didelphys. 

had  an  attack  of  peritonitis  which  lasted  three  weeks.  After 
six  months  the  menses  returned  and  continued  for  a  /ear  and  a 
half ;  then  the  third  pregnancy  occurred.  This  resulte-^*  in  abor- 
tion at  five  months.  Following  the  last  miscarriage,  tiie  menses 
became  excessive,  and  curetting  was  performed  with  only  tem- 
porary benefit.  This  has  continued  to  the  present  time  and 
during  the  six  months  preceding  her  admission  the  flow  lasted 
three  weeks  out  of  four.  She  suffers  with  headache  and  back- 
ache. After  a  second  curetting  the  menses  were  much  improved. 
On  inspection  of  the  cervices  during  her  menstruation,  blood 
was  seen  issuing  from  both.  The  pain  she  experienced  at  the 
beginning  was  always  noticed  on  the  right  side.  This  might  in- 
dicate that  dysmenorrhea  was  limited  to  that  half. 
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During  her  pregnancies  she  always  noticed  more  enlargement 
to  the  right  of  the  middle  line,  and  this  leads  to  the  belief  that 
conception  occurred  on  that  side. 

Examination.— On  inspection  of  the  vulva  a  bridge  of  fibrous 
tissue,  with  roughened  surface  as  on  thickened  nymphae,  is  ob- 
served extending  from  just  below  the  urethra  to  the  posterior 
commissure.  The  septum  is  one  centimetre  thick  externally  and 
tapering  to  one-quarter  of  a  centimetre  above.  The  length  is 
between  two  and  three  centimetres. 

There  are  two  cervices,  very  well  developed.  The  left  is  nor- 
mal, save  for  a  small,  red,  spongy  area,  the  size  of  a  pea,  at  the 
entrance  of  the  cervical  canal.  The  right  cervix  has  been  la- 
cerated bilaterally;  lips  are  somewhat  everted,  and  there  is  a 
red,  spongy  area  on  both.  From  between  the  cervices,  septum 
extends  downward  two  or  three  centimetres,  thus  leaving  a  large 
opening  between  the  upper  and  lower  bridges  of  tissue,  through 
which  four  fingers  may  be  passed.  This  imperfect  double  canal 
is  unquestionably  much  more  capacious  than  the  normal  parous 
vagina.  With  her  pregnancies  the  external  bridge  of  tissue  does 
not  seem  to  have  been  lacerated  nor  to  have  acted  as  an  obstruc- 
tion to  labor. 

Each  half  of  the  uterus  is  well  developed.  Each  cavity  shows 
a  depth  of  two  and  one-half  inches.  Two  sounds  inserted  in 
the  two  sides  show  a  divergence  almost  equalling  a  right  angle, 
and  nowhere  do  they  come  in  contact  with  each  other,  thus  dem- 
onstrating the  separation  of  the  two  canals.  Each  side  has  a 
rounded  fundus,  does  not  taper '  to  the  tube,  as  is  commonly 
represented,  and  resembles  closely  the  normal  organ,  except  for 
the  absence  of  the  tube  and  ovary  on  the  inner  sides.  Each  side 
is  independently  movable,  save  at  the  cervix. 

On  examination  with  one  finger  high  in  the  rectum  and  the 
other  similarly  situated  in  the  vagina,  the  cervices  can  be  pal- 
pated bimanually,  and  there  can  be  felt  most  distinctly  between 
them,  anteriorly  and  posteriorly,  very  well  marked  grooves, 
demonstrating  still  more  satisfactorily  the  independent  charac- 
ter of  the  two  sides.  Both  ovaries  are  easily  palpated,  are  of 
normal  size  and  movable. 

Since  the  writing  of  this  paper  she  has  been  delivered  of  an 
eight-months  fetus;  and,  like  all  the  others,  pregnancy  occurred 
on  the  right  side. 

1234  Fourteenth  street.  N.  W. 
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UTERUS  DIDELPHYS  FOUND   WITH   A   PYOSALPINX. 


J.   M.     WARD,  A.M.,  M.D., 
President  Oil  City  Academy  of  Medicine,  Oil  City,  Pa. 


Mrs.  M.  K.  was  referred  to  me  last  summer  by  Dr.  Rose  ^I. 
Dunn,  of  Franklin,  Pa.,  with  the  following  history:  Age,  28; 
family  history  negative.  When  12  years  of  age  she  had  severe 
cramps  once  a  month  which  compelled  her  to  go  to  bed  a  day  or 
two  at  a  time ;  when  13  years  of  age  these  cramps  were  followed 
by  a  menstrual  flow  lasting  two  or  three  days,  the  pain  continu- 
ing during  the  whole  period.  At  21  she  was  married,  and  a 
month  afterv,rard  she  developed  an  acute  vaginitis  with  pain  on 
micturition  and  a  profuse  leucorrhea.  A  year  after  marriage 
she  suffered  a  similar  attack  which  was  diagnosed  as  gonorrhea. 
During  the  year  of  married  life  she  had  suffered  continuously 
from  dyspareunia,  and,  on  learning  the  nature  of  her  disease, 
left  her  husband.  From  this  time  until  her  admission  to  the 
hospital  she  suffered  Avith  a  pain  in  her  right  side  which  was 
almost  unendurable  at  menstruation,  in  spite  of  treatment. 

A  digital  examination  revealed  an  unusually  small  vagina  and 
a  tender,  immovable  mass  in  the  right  pelvis,  diagnosed  as  a  pyo- 
salpinx.  Assisted  by  Dr.  Rose  ]\I.  Dunn,  I  opened  the  abdomen 
under  chloroform  anesthesia  administered  by  Dr.  J.  B.  Siggins, 
and  found  a  pelvic  abscess  involving  the  right  tube  and  ovary 
and  adherent  to  omentum,  bladder,  rectum,  small  in;  ;siine,  and 
appendix.  After  freeing  these  structures  by  the  fingers  under 
the  sense  of  touch,  there  seemed  to  remain  a  firm  band  of  adhe- 
sion passing  from  the  bladder  to  the  rectum,  about  four  inches 
in  breadth,  which  separated  the  tumor  from  the  uterus,  and 
which  I  tried  in  vain  to  loosen.  Leaving  this  side,  I  then 
brought  up  the  slightly  adherent  left  tube  and  ovary  with  the 
uterus.  These  organs  seemed  normal  and  were  dropped  back. 
and  another  attempt  made  to  free  the  apparent  remaining  adhe- 
sion, but  again  in  vain.  She  was  then  elevated  in  the  Trendelen- 
burg posture,  when  a  view  of  the  pelvis  showed  what  I  had 
taken  for  a  wide  band  of  adhesion  was  the  normal  peritoneal 
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lining  between  the  bladder  and  rectum,  and  that  the  left  tube 
was  attached  to  a  separate  uterus  from  the  one  involved  in  the 
abscess.  A  ligature  was  applied  to  the  right  ovarian  artery  at 
the  pelvic  wall  and  another  to  the  tube  at  the  uterine  cornu; 
when  the  tube  was  severed  from  the  uterine  cornu,  there  was 
profuse  hemorrhage  from  the  tubal  end,  continuing  until  a 
ligature  was  placed  low  down  on  the  utero-ovarian  ligament, 
showing  the  uterine  artery  to  enter  here  instead  of  its  normal 
place  at  the  cornu.  The  abscess  w'as  shelled  out  and  the  edges 
of  the  peritoneum  at  its  site  approximated  by  a  silk  suture. 
Convalescence  was  uneventful ;  the  patient  sat  up  in  twelve  days. 
The  right  uterus  is  about  normal  in  size  and  the  left  about  half 
as  large.  Vaginal  examination  with  a  speculum  after  the  oper- 
ation showed  the  cervices  joined  together  and  opening  side  by 
side  into  the  same  os.  The  operation  was  performed  one  week 
after  menstruation ;  three  weeks  later,  at  the  regular  period,  she 
had  the  usual  molimina  with  considerable  cramp-like  pain,  but 
no  flow.  At  the  next  period  the  cramps  came  on  again,  suc- 
ceeded by  an  apparently  normal  menstruation,  and  since  that 
time  she  has  menstruated  normally  without  pain. 


INTESTINAL  ANASTOMOSIS   WITH   SUTURING  OF  THE  ENTIRE 
THICKNESS  OF  THE  INTESTINAL  WALL.' 

METHOD    AXD    INSTRUMENTS. 


Br 

OSCAK    IT.    ALLIS,    M.b.. 
Surgeon  to  the  Presbyterian  Hospital. 

WITH    ILLUSTR.VTIVE    CA.SES    BY 

R.    p.    McREYNOLDS,    M.D. 


(  Witli    eight    illustrations.) 


My  first  intestinal  anastomosis  was  performed  by  means  of  the 
Murphy  button.  It  was  accomplished  with  so  much  ease  that  I 
could  not  restrain  my  feelings  of  complaisance  that  I  had  accom- 
plished a  great  feat.  Whatever  be  the  fate  of  that  ingenious 
contrivance,  the  world  owes  Dr.  Murphy  a-  grateful  remembrance 
for  the  impetus  he  gave  to  a  most  interesting  and  important  sur- 
gical procedure. 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  October  17,  1901. 
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My  case  was  a  gastro-enterostomy  (Case  1),  the  button  passed 
into  the  stomach,  where  it  was  found  at  the  autopsy  a  year  and  a 
half  after  the  operation. 

In  my  second  case  I  was  unexpectedly  obliged  to  make  an  end- 
to-end  anastomosis  (Case  2).  I  again  resorted  to  the  button, 
but  the  abnormal  thickness  of  the  intestinal  walls,  due  to  path- 
ological conditions  (see  Case  2),  rendered  its  application  diffi- 
cult. The  immediate  result  was  satisfactory.  The  movements 
of  the  bowels  were  for  a  time  natural,  but  later  on  were  effected 
at  the  site  of  the  operation,  and  still  later  I  cut  down  and  re- 
moved the  button,  which  had  not  moved. 

Upon  a  subsequent  trial  I  found  the  intestines  greatly  improved 
and  well  adapted  to  the  ' '  button, ' '  but  this  time,  unfortunately, 
the  instrument  was  out  of  order  and  could  not  be  used.  There 
was  nothing  left  for  me  to  do  but  make  an  approximation  with 


Fig.   1. — Two-thirds   size. 


such  general  instruments  as  were  at  hand,  but  chiefly  was  in- 
debted to  needle,  suture,  and  my  fingers. 

My  operation  was  performed  in  the  following  manner:  If 
the  reader  will  divest  himself  of  his  coat  and  plaep"  tJie  cuffs 
parallel,  he  can  look  down  into  the  sleeve  ends  as  into  n  double- 
barrelled  gun.  The  inner  surfaces  of  the  sleeves  corrrspond  to 
the  mucous  surfaces,  and  the  outer  surfaces  to  the  serous  sur- 
faces of  the  gut  ends.  Now,  if  the  reader  will  sew  the  two  prox- 
imal edges  of  the  coat  sleeves  together,  by  a  suture  that  passes 
entirely  through  them,  he  will  find  that  he  can  readily  sew  fully 
half  their  circumference  together.  If  now  he  will  turn  in  the 
remaining  borders,  he  Avill  find  that  he  can  readily  complete  the 
circuit  by  sewing  the  outer  surfaces.  It  was  precisely  in  this 
way  that  I  finally  successfully  approximated  the  intestines  in 
Case  2. 
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The  fact  that  the  mucous  membrane  could  be  safely  included 
in  a  suture  emboldened  me  to  repeat  the  operation ;  and  finding 
by  experience  that  my  fingers  could  not  always  accomplish  my 
purpose,  I  have  added  to  my  case  two  instruments  that  I  have 
found  very  convenient  not  only  as  special  aids  in  anastomoses, 
but  also  in  general  surgical  Avork. 

The  first  may  be  called  tenaculum  forceps  (Fig.  1,  a). 
I  use  them  very  nuich  as  women  use  pins  and  basting 
thread  to  secure  their  Avork  temporarily  while  they  are 
sewing  it  more  securely.  It  does  not  matter  what  stitch  is  used 
— the  whip  stitch,  through-and-through  stitch,  or  over-and-over. 


Fig.  2. 


All  that  is  essential  is  that  the  approximated  bowels  should  be 
securely  united.  Having  firmly  approximated  one  half  the  cir- 
cumference, I  remove  the  forceps,  and,  turning  the  partly  united 
structures  half  round,  I  seize  the  seam  with  my  tenaculum  for- 
ceps, and  Avith  a  pair  basting  the  AA'ork  a  little  further  on  (Fig. 
3),  the  through-and-through  suturing  can  be  continued  almost 
entirely  around  the  entire  circumference.  When  near  the  end 
of  the  approximation  I  have  found  toothed  forceps  (Fig.  1,  &), 
Avith  serrations  on  the  edge,  coiiA'enient  for  turning  in  the  mucous 
edges,  adjusting  the  serous,  and  holding  them  approximated 
until  sutured  (Fig.  4).  In  the  scAving  of  the  serous  surfaces 
any  suture  that  one  finds  convenient  will  answer  the  pur- 
pose. The  rule  that  the  serous  coat  must  only  be  pierced  is 
no  longer  entertained;  and  the  operator  Avill  act  Avisely  if  he 
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penetrates  the  thickness  of  the  intestinal  wall.  AVhatever  suture 
he  employs,  if  he  takes  them  fairly  near  together  he  will  find 
that  they  will  be  buried  as  he  tightens  them.  In  this  way  every 
possible  intestinal  anastomosis  can  be  accomplished— viz.,  end- 
to-end.  lateral,  and  insertion. 


Fig.  3. 


I  have  said  nothing  of  the  technique  of  the  operation.  This 
part  has  been  so  constantly  before  the  profession  that  all  are 
familiar  with  it. 

A  further  remark  about  the  instruments.  I  do  not  care  to 
recommend  these  instruments  simply  as  aids  in  intestinal  work. 


Fig.  4. 


The  tenaculum  forceps  are  valuable  in  protecting  the  field  of 
operation.  In  work  upon  the  neck,  or  near  any  part  where  the 
hair  cannot  be  removed,  after  the  incision  through  the  skin  has 
been  made  these  instruments  can  be  made  to  catch  the  edge  of 
aseptic  towels  to  the  edge  of  the  wound  and  hold  them  secure  un- 
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til  the  operation  is  completed ;  while  the  forceps  with  lateral  ser- 
rations are  often  most  convenient  as  hemostats,  or  as  searchers 
for  tendons  Avhich  are  retracted  in  wounds  of  the  hands  and  feet. 
I  have  not  made  upon  the  living  subject  an  anastomvosis  be- 


tween the  stomach  and  bowel,  using  the  instruments  I  have  de- 
scribed. However,  I  think  it  can  be  easily  done,  and  the  accom- 
panying dra^^^ngs  illustrate  the  manner  in  which  I  should  do  it. 

CASES. 

Case  I. — Thomas  J.,  aged  46,  admitted  to  the  Presbyterian 


/l^^'^ 


Fig.  6. 


Hospital  February  22,  1894.  He  was  suffering  from  carcinoma 
of  the  pyloric  orifice  of  the  stomach.  In  order  to  relieve  the 
obstruction  a  gastro-enterostomy  was  performed;  the  bowel  was 
united  to  the  stomach  by  means  of  the  Murphy  button. 

He  Avas  discharged  from  the  hospital  on  April  9,  1894.     In 
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August,  1895,  he  was  readmitted  suffering  from  intestinal  ob- 
struction. A  second  operation  was  performed,  but  the  cancer- 
ous mass  was  now  so  extensive  that  it  was  impossible  to  remove 
it,  so  the  stomach  was  stitched  to  the  abdominal  wall  and  wound 
drained.  He  died  some  hours  later.  At  the  autopsy  the  Mur- 
phy button  was  found  in  the  stomach.    ■ 

Case  II.— Ellen  C,  aged  23,  admitted  to  Presbyterian  Hos- 
pital June  13.  1898.  She  gave  the  following  history :  Operated 
on  for  appendical  abscess  at  the  German  Hospital  in  August, 
1896.  The  operation  was  followed  by  a  fecal  fistula  which  dis- 
charged until  November,  1897,  when  she  was  again  operated 
upon  at  the  German  Hospital.     The  wound  healed  after  this 


Fig.  7. 


Fig.  8. 


operation,  but  about  one  month  later  began  to  discharge  again 
and  has  continued  to  do  so  ever  since. 

On  June  16,  1898,  she  was  etherized  and  Dr.  Allis  pe  -lornied 
the  following  operation:  An  incision  five  inches  lonir  made 
along  the  line  of  the  old  scar,  the  fistulous  track  dissected  out, 
peritoneal  cavity  opened,  adhesions  broken  up,  the  perforated 
intestine  resected,  and  an  end-to-end  anastomosis  made  with  the 
Murphy  button.  The  peritoneum  along  the  line  of  the  fistulous 
track  was  covered  with  many  small,  raised,  round  nodules  which 
looked  not  unlike  large  miliary  tubercles.  One  of  these,  contain- 
ing a  yellow,  cheesy  matter,  was  cut  out  and  submitted  to  micro- 
scopical examination,  but  the  pathologist  pronounced  it  non-tu- 
5 
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bercular.  The  abdominal  wound  was  closed  without  drainage. 
Everything  progressed  favorably  until  July  1,  when  she  began  to 
have  pain  in  the  wound.  A  skiagraph  showed  the  Murphy  but- 
ton to  be  in  its  original  position.  On  July  5  the  stitches  in  the 
abdominal  wall  were  all  removed  and  it  was  found  that  there 
was  a  sinus  at  the  upper  angle  of  the  wound.  Another  skia- 
graph showed  the  button  had  not  changed  its  position,  so  it  was 
decided  to  cut  down  and  remove  it,  which  was  done  July  28. 
The  wound  was  now  packed  with  gauze  and  allowed  to  heal  by 
granulation.  A  fecal  fistula  soon  developed  near  the  centre  of 
the  wound,  which  positively  refused  to  heal,  notwithstanding  it 
was  curetted  out  and  thoroughly  opened  several  times.  On  Octo- 
ber 25,  1899,  she  was  again  etherized,  a  long  incision  made,  peri- 
toneal cavity  opened,  the  numerous  adhesions  matting  the  intes- 
tines together  broken  up,  about  ten  or  twelve  inches  of  diseased 
intestine  resected,  and  an  end-to-end  anastomosis  made  in  the 
manner  described  above  by  Dr.  Allis,  except  that  in  this  case 
common  hemostatic  forceps  were  used  instead  of  the  tenaculum 
forceps,  which  had  not  been  invented  at  that  time.  She  made  an 
uneventful  recovery  and  was  discharged  from  the  hospital  De- 
cember 15,  completely  cured.  She  has  been  recently  heard 
from  and  still  enjoys  the  best  of  health,  having  absolutely  no 
trouble  of  any  kind. 

Case  III.— INIrs.  K.,  aged  46,  admitted  to  Presbyterian  Hos- 
pital July  19,  1901,  suffering  from  a  strangulated  inguinal 
hernia  on  right  side.  She  was  immediately  etherized,  an  incision 
made  over  the  mass,  the  hernial  sac  opened  up,  the  gut  found  to 
be  gangrenous;  the  abdominal  incision  was  then  lengthened  up- 
ward, all  of  the  gangrenous  gut  resected,  an  end-to-end  anasto- 
mosis made  in  the  manner  described  above.  In  this  case  the 
special  forceps  devised  by  Dr.  Allis  were  used  and  greatly  facili- 
tated the  operation,  at  the  same  time  enabling  the  two  ends  to  be 
more  firmly  and  accurately  united.  The  abdominal  wound  was 
left  open,  packed  with  gauze,  and  allowed  to  granulate.  The 
woman  was  discharged  from  the  hospital  August  30,  cured. 
There  was  not  an  unfavorable  symptom  following  the  operation, 
and,  so  far  as  we  could  tell,  the  bowel  was  completely  restored  to 
its  normal  condition. 
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REPORT   OF   A   CASE   OF   PRIMARY    CARCINOMA 
OF    THE    URETHRA.^ 


BY 


ABRAM   BROTHERS,   B.S.,    M.D., 

Associate  in  Gynecology,  New  York  Post-Graduate  School ;  Visiting 
Gynecologist,   Beth  Israel  Hospital. 


(With  three  illustrations.) 


Through  the  courtesy  of  Dr.  B.  Scheinkman,  of  this  city,  I 
was  permitted  to  remove  from  a  woman  a  tumor  of  the  urethra 
which,  according  to  the  report  of  the  hospital  pathologist,  Dr. 
H.  T.  Brooks,  was  as  characteristic  a  specimen  of  pure  epithe- 
lioma  as  he  had  ever  seen. 

The  history  of  the  case,  in  brief,  was  as  follows :  Mrs,  C.  is  59' 
years  old,  married  the  second  time,  and  the  mother  of  three  chil- 
dren by  her  first  marriage.  She  gives  a  negative  family  and 
personal  history.     She  reached  the  menopause  at  the  age  of  49, 

Ten  months  previously  she  began  to  complain  of  painful  and' 
difficult  micturition,  which  increased  steadily  in  severity  down  to- 
the  time  of  the  doctor's  first  visit,  which  was  at  the  beginning 
of  July.  The  doctor  found  a  well-nourished  woman,  suffering 
only  from  local  bladder  symptoms.  His  examination  revealed 
the  presence  of  a  tumor  completely  enveloping  the  urethra,  and,, 
on  questioning  the  woman,  learned  that  it  had  been  present  for  a 
number  of  months  without  appreciably  increasing  in  size.  The- 
obstruction  to  the  passage  of  urine,  however,  was  sufficient  to  re- 
quire the  use  of  the  catheter. 

AVhen  I  saw  the  patient  shortly  afterward,  I  could  Oxily  con- 
firm the  doctor's  suspicions  of  the  presence  of  a  malignant  neo- 
plasm of  the  urethra.  The  tumor  was  hard,  spindle-sh;voed,  im- 
mobile, and  painful.  The  urethral  canal  evidently  passed 
through  its  long  axis.  It  encroached  upon  the  vaginal  lumen 
below,  and  to  a  lesser  extent  involved  the  sides  and  upper  portion 
of  the  vestibule. 

The  patient  was  removed  shortly  afterward  to  the  Post- 
Graduate  Hospital,  where  I  did  the  following  operation  before 
the  class : 

'  Specimen  presented  at  the  meeting  of  the  Obstetric  Section  of  the- 
Academy  of  Medicine,  October  24,  1901. 
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After  the  usual  disinfection,  emptying  and  washing-out  of  the 
bladder,  a  steel  sound  was  introduced  and  rotated,  so  that  its  tip 
pushed  forward  the  bladder  just  beyond  the  sphincter  vesicae. 
With  the  scalpel  a  horizontal  vaginal  incision  was  made  at  this 
point  and  the  bladder  opened.  Several  interrupted  sutures  of 
silk  were  passed  uniting  vesical  with  vaginal  mucosa.  Having 
removed  the  sound,  the  index  finger  of  the  left  hand  was  passed 
through  the  vesico-vaginal  opening  and  used  as  a  guide  in  dis- 


'j^0-       urethral 


Fig.  1. — Showing  at  a  the  vesico-vaginal  opening. 


f 

_gr^_'  new  urethral 
orifice 


Fig.  2. — Dotted  lines  show  urethra  being  dissected  out.  Below  and  at  sides 
sutures  bring  together  vaginal  and  vesical  mucosa. 

Pig.  3. — Showing  appearance  of  wound  after  sutures  are  brought  together  and 
tied. 

secting  out  the  entire  urethra  at  some  distance  from  the  neo- 
plasm. This  was  done  with  a  pair  of  scissors,  controlling  im- 
mediately every  small  spurting  vessel  with  clamp  and  ligature. 
At  each  side  it  was  possible  to  continue  uniting  vaginal  with 
vesical  mucosa  for  a  short  distance.  Above  this  was  not  possible, 
and,  after  the  removal  of  the  spindle-shaped  tumor,  a  large,  raw 
gap  just  below  the  clitoris  and  arch  of  the  pubes  required  bring- 
ing together  from  above  downward  with  sutures  passed  quite 
deeply.  The  schematic  illustrations  will  perhaps  more  clearly 
describe  the  steps  in  the  operation. 

At  the  end  of  the  operation  a  self-retaining  catheter  was  placed 
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in  the  bladder  and  attached  to  tubing  which  drained  into  a  bottle 
at  the  foot  of  the  bed.  Convalescence  was  perfectly  satisfactory, 
and  at^the  end  of  several  weeks  the  patient  left  the  hospital  with 
some  control  over  the  bladder,  but  for  the  most  part  there  was 
complete  incontinence  of  urine.  Six  weeks  later,  when  ex- 
amined by  Dr.  Scheinkman,  some  thickening  was  felt  beneath 
the  clitoris  which  made  us  anxious,  but  in  the  course  of  time  this 
entirely  disappeared.  At  present  (nearly  four  months  later) 
the  patient  is  enjoying  the  best  of  health  and  she  has  practically 
regained  perfect  control  over  her  bladder. 

The  specimen  measured  one  and  one-quarter  inches  in  its  short 
diameter  and  nearly  two  inches  in  its  long  diameter.  A  match 
readily  passed  through  the  urethral  canal.  jNIost  of  the  infil- 
trating periurethral  growth  was  in  a  downward  direction— the 
lateral  and  upper  walls  being  least  involved. 

In  making  a  rather  hasty  review  of  the  most  recent  literature 
of  the  subject,  I  find  that  the  text  books  give  us  very  little  and  at 
times  no  assistance  whatsoever. 

In  the  "  Encyklopadie  d.  Geburtshiilfe  u.  Gynakologie" 
(Sfinger  u.  v.  Herff)  we  are  told  that  radical  cures  have  been 
noted  after  operation  by  Melchiorj,  Winckel,  and  others.  We 
are  advised  to  remove  swollen  glands  in  the  inguinal  region  when 
present.     These  were  absent  in  the  writer's  case. 

Fritsch  seems  to  have  had  the  largest  individual  experience, 
having  met  six  cases.  He  thinks  there  are  cases  in  which  the 
incontinence  of  the  urine  after  operation  will  prove  more  dis- 
tressing to  the  patient  than  the  benefit  derived  from  removing 
the  neoplasm. 

In  the  "Traite  medico-chirurg.  de  Gynecologic"  (Labadie- 
Lagrave  et  Leguere)  Wasserman  states  that  these  tumors  may 
ulcerate  and  discharge  fetid  matter. 

In  the  "Manuel  complet  de  Gynecol,  med.  et  chir."  (Lutaud) 
a  case  of  Pean's  with  illustrations  i§  referred  to,  but  the  whole 
subject  is  dismissed  in  three  lines. 

Neither  Garrigues  nor  Montgomery  refers  to  this  subject  in 
their  recent  text  books,  and  Herman  disposes  of  it  in  less  than  a 
line.     Reed  devotes  a  little  space  to  it. 

Ehrendorfer,  however,  in  a  paper  published  tAvo  years  ago^ 
gives  us  the  results  of  a  very  exhaustive  study  of  the  subject  in 
connection  with  a  case  of  his  own. 

According  to  this  able  writer,  the  first  authentic  case  of  pri- 

•Arch.  f.  Gyn..  viii.,  p.  463. 
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mary  carcinoma  of  the  urethra  was  described  by  Riberi  in  1844, 
and  since  that  time  the  author  was  able  to  collect  only  27  cases— 
certainly  a  very  small  number  of  cases,  considering  the  amount 
of  gynecological  literature  published  during  the  past  fifteen  or 
twenty  years.  As  a  matter  of  fact,  I  have  spoken  to  several  gen- 
tlemen of  very  large  experience,  who  have  frankly  admitted  that 
they  never  saw  a  case. 

Ehrendorfer  divides  primary  carcinoma  of  the  urethra  into 
three  classes:  (1)  warty  papillomatous  excrescences  from  mucosa 
and  projecting  from  the  urethra;  (2)  thick  nodular  infiltrating 
masses  in  the  periurethral  tissues;  (3)  ulcers  with  thickened, 
irregular,  and  infiltrated  edges.  Inguinal  enlargement  is  men- 
tioned in  only  one-third  of  the  cases. 

All  Avriters  agree  on  the  early  removal  of  the  tumor,  including 
urethra  and  even  bladder  wall  when  necessary.  Swollen  in- 
guinal glands  must  similarly  be  removed  in  complete  operations. 
To  overcome  the  disagreeable  features  of  incontinence  of  the 
urine,  it  has  been  suggested  to  close  the  opening  below  and  either 
make  a  suprapubic  opening  after  the  method  of  Witzel  or  to 
make  a  recto-vesical  fistula.  After  my  experience  I  agree  Avith 
Fritsch  in  leaving  these  operations  for  later  consideration,  as 
the  wound  may  cicatrize  sufficiently  to  give  the  patient  a  satis- 
factory control  of  her  bladder. 

In  addition  to  the  above  27  eases  I  know  of  one  other  case  re- 
ported by  Goffe,  Avhich  with  mine  will  make  the  total  at  present 
29  cases. 

112  East  Sixty-first  street. 
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ELEPHANTIASIS   OF   LABIUM    MA.II'S. 

Mrs.  a.  K.,  aged  22.  married,  born  in  Austria,  housework. 
Admitted  to  Oouverneur  Hospital  by  ambulance  on  July  22, 
1901. 
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The  patient,  a  primipara,  was  nine  months  pregnant;  began 
to  have  some  labor  pains  twenty-four  hours  before  admission. 
On  examination  a  large  tumor  was  found  attached  to  the  left 
labium,  drawing  it  down  and  somewhat  narrowing  the  vaginal 
outlet.  The  cervix  was  three  fingers-  dilated,  head  engaged  in 
the  L.  0.  A.  position,  and  membranes  ruptured.  From  6  p.m. 
of  that  day  the  head  made  no  progress.  It  was  decided  to  use 
forceps.  While  the  forceps  were  tried  she  suddenly  got  strong 
pains  and  the  head  came  down  to  the  floor  of  the  perineum.  In 
twenty  minutes  the  child  was  born  and  the  placenta  was  ex- 
pressed.    There  was  a  median  tear.     Fluid  extract  of  ergot,  one 


Fig.    1. — Elephantiasis    of    labium    ma  jus. 

drachm,  was  given,  and  a  vaginal  douche  of  bichlov^d.  of  mer- 
cury 1 :  5000. 

August  21  patient  was  transferred  to  my  service.  Examin- 
ation of  external  genitals  revealed,  besides  an  extensive  perineal 
tear,  a  large,  irregular,  brawny  tumor,  about  seven  inches  long 
and  four  inches  wide,  springing  from  the  entire  length  of  the  la- 
bium minus.  The  surface  of  the  tumor  was  brawny,  fissured, 
and  lobulated,  and  there  was  a  deep  notch  extending  upward 
from  the  lower  and  inner  border  for  a  distance  of  two  inches. 

No  history  of  its  appearance  could  be  obtained  from  the  pa- 
tient, but,  having  recognized  her  as  one  who  Avas  treated  in  my 
clinic,  for  some  time  during  the  previous  year,  for  a  gonorrheal 
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vaginitis  and  extensive  specific  ulceration  of  the  vulva,  I  made  a 
diagnosis  of  elephantiasis. 

Under  ether  anesthesia,  August  21,  1901,  the  tumor  was 
excised,  the  base  sutured  with  catgut  sutures,  and  the  lacerated 
perineum  repaired.  The  wound  and  perineum  healed  primarily, 
and  the  patient  was  discharged  September  15,  1901. 

Elephantiasis  is  a  hypertrophy  of  the  skin  and  the  subcu- 
taneous connective  tissue  (the  result  usually  of  a  chronic  inflam- 
mation), associated  with  a  dilatation  of  the  lymph  channels,  of 
the  external  genital  organs,  especially  the  clitoris,  labia  minora, 
and  labia  majora.     It  is  very  rapid  in  its  growth.     It  should 


Fig.    2. — Elephantiasis   of   labium   majus. 


not  be  confounded  with  elephantiasis  of  the  tropics,  which  is 
of  parasitic  origin.  When  the  surface  is  smooth,  it  is  known 
as  elephantiasis  glabra;  when  warty,  as  elephantiasis  verrucosa; 
when  fissured  and  lobulated,  as  elephantiasis  papillomata. 

The  etiology  of  this  disease  is  as  yet  unknown,  but  the  most 
frequent  exciting  cause  is  specific  ulceration.  The  colored  race 
is  especially  susceptible  to  this  disease;  among  white  people  it 
is  exceedingly  rare. 

The  symptoms  are :  pain,  itching,  and  ulceration,  and  because 
of  its  weight  the  tumor  may  produce  difficulty  in  urination,  def- 
ecation, and  copulation. 

Differential  diagnosis  from  other  growths  is  based  on  the  fact 
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that  it  is  simply  a  hyperplasia  of  normal  tissue  and  does  not 


Fig.  3. — Fibroma  of  labium  majus. 


possess  the  characteristic  elements  of  the  other  tumors;  for  in- 
stance, it  is  neither  isolated  nor  circumscribed,  as  is  the  fibroma 


Fig.  4. — Fibroma  of  labium  majus. 


of  the  accompanying  case.     When  ulceration  accompanies  this 
affection  it  is  easily  distinguished  from  lupus  or  cancer. 
The  treatment  consists  in  ablation. 
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FIBROMA    OF   LABIUM    MAJUS. 

A.  B.,  aged  78;  family  history  negative;  married  60  years:  has 
had  eight  children.  One  year  ago  noticed  a  small  nodule  on 
left  labium  majus,  which  gradually  increased  in  size  and  assumed 
a  pedunculated  form. 

She  applied  to  me  for  treatment  on  January  20,  1901,  because 
of  the  discomfort  caused  by  the  weight  and  pressure  of  the  tumor 
in  walking  and  the  difficulty  experienced  in  urination;  quite 
recently  the  mass  began  to  ulcerate  and  this  produced  a  discharge 
and  odor  which  Avas  extremely  unpleasant  and  annoying,  both 
to  herself  and  those  around  her. 

The  tumor  was  the  size  of  an  orange  and  was  attached  to  the 
upper  part  of  the  left  labium  majus  by  a  pedicle  of  about  three 
inches  in  length.  The  skin  of  the  tumor  and  pedicle  was  smooth 
except  at  the  lowermost  portion,  where  there  was  an  ulcerating 
area  which  extended  quite  deeply  into  the  mass. 

Under  cocaine  anesthesia  I  removed  the  growth  by  cutting 
around  the  base  of  the  pedicle,  and  closed  the  wound  with  cat- 
gut sutures,  Avhich  healed  by  primary  union. 

IMicroscopical  examination  of  the  tumor  showed  it  to  be  a 
fibroma  with  colloid  degeneration. 

1289  Madison  avenue. 


VAGINAL  HYSTERECTOMY  WITH  FOUR  AND  A  HALF  MONTHS' 
PREGNANCY  AND  CLOSED  CERVIX.^ 


BY 

J.  H.   CARSTENS,  M.D., 
Detroit,  Mich. 


On  account  of  the  great  rarity  of  vaginal  hysterectomy  dur- 
ing early  pregnancy,  I  thought  the  report  of  a  case  where  preg- 
nancy was  of  four  and  a  half  months'  duration,  and,  added  to 
that,  with  a  closed  cervix,  might  be  of  interest.  So  far  I  have 
not  been  able  to  find  such  a  case  on  record,  and  still  there  might 
be. 

The  case  was  that  of  a  woman,  ]Mrs.  D.,  only  26  years  old. 
mother  of  three  children.  She  was  afflicted  with  some  inflamma- 
tion and  ulceration  of  the  womb,  as  it  had  been  called,  for  some 

^Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists, September  18,  1901. 
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time.  Finally  a  diagnosis  of  cauliflower  growth  was  made  in 
some  city  in  Kansas.  The  cervix  was  removed  in  February. 
1900.  ^he  recovered  promptly  and  improved  very  much  in 
health,  menstruation  continued  regularly,  but  during  the  sum- 
mer, about  six  months  later,  she  again  had  trouble.  On  ex- 
amination a  recurrence  w^as  found.  This  was  treated  by  curet 
ting  and  strong  cauterization,  the  latter  being  continuously  ancj 
vigorously  applied. 

As  far  as  I  could  find  out  from  the  woman,  various  kinds  of 
caustics  were  used,  latterly  nitrate  of  silver,  pure  carbolic  acid, 
and  so  on.  These  applications  were  continued  until  the  last  few- 
days  of  October,  when  she  menstruated.  This  ceased  November 
1,  and,  as  all  discharge  had  stopped,  she  had  no  further  local 
treatment  and  only  had  a  few  simple  vaginal  injections.  Men- 
struation did  not  recur  December  1,  and  by  Christmas  she  felt 
some  of  the  symptoms  of  pregnancy  and  suspected  she  was  preg- 
nant. In  January  she  increased  in  size  and  consulted  her  phy- 
sician, who  was  inclined  to  think  she  was  pregnant.  This  con- 
tinued until  the  end  of  February,  and,  after  thorough  examin- 
ation, her  physician  found  a  nodule  in  the  place  where  the  cervix 
had  been,  evidently  a  recurrence  of  the  cancer,  but  he  could  not 
detect  any  opening  in  the  uterus.  It  was  absolutely  closed  and 
he  wa-ote  to  me  for  my  opinion.  I  simply  said  that  there  w-as  a 
possibility  of  pregnancy,  but,  after  the  operation  and  vigorous 
treatment  she  had  undergone,  the  probabilities  were  that  the 
cervix  had  closed  and  that  she  had  retained  menstrual  blood, 
although  I  might  change  my  mind  when  I  saw  her. 

I  was  called  out  to  Dansville,  in  this  State,  by  the  attending 
physicians,  Drs.  Lemon  and  Bobbin.  On  examination  I  found  a 
large  uterus,  just  as  you  find  at  a  four  and  a  half  mouths'  preg- 
nancy, well-marked  placental  bruit,  enlargement  of  ihe  breast, 
etc.— in  fact,  a  clear  case  of  pregnancy.  The  upper  end  of 
the  vagina  was  absolutely  closed  by  a  cicatrix,  as  we  find  after 
vaginal  hysterectomy.  There  were  two  nodules,  the  size  of  a 
hazel-nut  and  a  bean,  evidently  a  recurrence  of  the  cancerous 
growth. 

What  was  to  be  done? 

Allowing  the  pregnancy  to  continue,  the  malignant  growth 
would  probably  have  closed  up  the  vagina  and  a  Cesarean  section 
would  be  required,  and,  at  the  same  time,  the  cancer  would  have 
so  far  advanced  that  there  would  be  little  chance  for  permanent 
recovery. 
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Hence  prompt  operation  seemed  to  me  the  right  course  to 
pursue;  but  how?  If  there  would  have  been  an  opening,  I 
would  have  had  the  physicians  insert  a  catheter  and  bring  on  a 
premature  labor  a  week  before  and  then  go  out  there  to  remove 
the  uterus.  The  question,  to  me,  was  whether  I  should  open  up 
the  uterus,  simply  allowing  an  abortion  to  take  place,  or  re- 
move the  whole  mass  at  once.  I  decided  to  try  the  latter,  but 
told  the  physicians  and  family  that  I  might  think  best  to  stop 
any  time  during  the  operation. 

Having  her  under  chloroform,  I  plunged  a  scissors  into  the 
place  where  I  thought  the  os  ought  to  be.  By  separating  them 
and  stretching  the  opening  further  with  my  finger,  I  tore  the 
sac.  By  still  more  enlarging  the  opening  I  had  no  further 
trouble  in  delivering  the  fetus.  By  pressing  the  womb  the  pla- 
centa was  soon  delivered,  although  the  hemorrhage  was  frightful 
for  a  few  minutes;  but  the  uterus  firmly  contracted  and  there 
was  no  further  trouble. 

In  tearing  the  opening  I  fortunately  ruptured  into  the  cul- 
de-sac.  This  was  a  guide  for  me  to  work  by,  and,  although  the 
uterus  was  very  large,  I  thought  I  could  finish  the  operation  and 
do  a  vaginal  hysterectomy. 

I  carefully  first  separated  the  bladder  from  the  uterus,  cut  a 
Avide  margin  around  the  scar  tissue,  and  was  thus  able  to  get  at  the 
broad  ligaments,  on  which  I  placed  two  clamps,  one  on  each ;  and 
having  opened  the  anterior  cul-de-sac,  putting  a  corkscrew  in  the 
uterus,  I  could  pull  it  out  without  any  trouble,  because  it  was 
very  soft  and  elastic  and  moulded  itself  to  the  canal.  I  placed 
two  more  clamps  on  the  broad  ligament  from  above  on  each  side 
and  then  removed  the  uterus,  including  tubes  and  ovaries,  and 
put  in  the  usual  packing.  The  operation  was  finished  in  fifteen 
minutes  from  the  very  beginning  and  the  woman  made  a  splen- 
did recovery. 

I  heard  from  her  only  two  Aveeks  ago  and  she  had  remained 
perfectly  well  so  far. 

I  have  had  the  literature  of  vaginal  hysterectomy  during  preg- 
nancy most  carefully  looked  up,  and  find  the  following  cases 
Avhere  an  abortion  or  premature  labor  was  first  induced  and  then 
the  uterus  removed  within  a  few  days. 

Olshausen  records  the  following  cases : 

1.  Carcinoma  of  the  cervix  uteri  in  a  four  months'  pregnant 
woman ;  vaginal  hysterectomy  fourteen  days  after  artificial  abor- 
tion.    Recovery.     {Klin.  Beitrage  z.   Gyn.,  1884,   p.   101.) 
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2.  Aged  26;  carcinoma  of  the  cervix  uteri,  five  months'  preg- 
nancy; vaginal  hysterectomy  ten  days  after  artificial  abortion. 
Recovery.  (Zeitschr.  fiir  Gehurts.  w.  Gyn.,  Bd.  xxxvii.,  1897. 
Heft  Vp.  1.) 

3.  Aged  29;  carcinoma  portio  vaginalis;  two  to  three  months' 
pregnancy;  vaginal  hysterectomy  ten  days  after  artificial  abor- 
tion.    Recovery,     (Ibid.,  p.  8.) 

4.  Aged  44;  carcinoma  portio  vaginalis;  five  months'  preg- 
nancy ;  vaginal  hysterectomy  eight  days  after  artificial  abortion. 
Recovery.     (Ibid.,  p.  8.) 

Bouilly  reports  a  case  of  carcinoma  of  portio  vaginalis ;  seven 
months'  pregnancy;  vaginal  hysterectomy  twenty-four  days  af- 
ter artificial  abortion.  Recovery.  (Gaz.  des  Hopitaux,  1886, 
No.  46.) 

Berthod  reports  "cancer  of  the  uterus  with  six  months'  preg- 
nancy and  shoulder  presentation. ' '  This  he  turned  into  a  breech 
and  spontaneous  delivery  followed;  twenty-four  days  later,  va- 
ginal hysterectomy.     Death.     (Gaz.  med.  de  Paris,  1886.) 

A.  F.  Jones  removed  the  uterus  from  a  woman  in  the  fourth 
month  of  pregnancy  for  adenocarcinoma.  Recovery.  Abortion 
had  taken  place  three  weeks  previously.  (Omaha  Clinic,  April, 
1891.) 

Skutsch  reports  a  carcinoma  of  portio  vaginalis  in  patient 
aged  29;  seven  months'  pregnancy;  vaginal  hysterectomy  per- 
formed four  weeks  after  spontaneous  abortion.  Recovery. 
(Seegelken,  "U.  komplikat.  d.  Schwangerschaft  mit  Carcinoma 
d.  Cervix,"  Diss.,  Jena,  1892,  p.  6.) 

Theilhaber  reports  a  case  of  carcinoma  of  the  uterus  in  pa- 
tient aged  36;  seven  months'  pregnancy;  vaginal  hysterectomy 
twenty  days  after  abortion.  Recovery.  (Arch.  f.  Gyv.,  Bd. 
xlvii.,  p.  56,  1895-1896.) 

Winter  reports  a  case  of  carcinoma  of  portio  vaginalis  in  pa- 
tient aged  34;  two  months'  pregnancy;  spontaneous  abortion 
followed  by  vaginal  hysterectomy  sixteen  days  later.  Recovery. 
{Zeitsckrift  f.  Gehurts.  u.  Gyn.,  1897,  vol.  xxxvii.,  p.  9.) 

A  case  of  carcinoma  of  the  cervix  uteri  was  reported  at  the 
Berlin  University  Gynecological  Clinic,  in  a  woman  aged  36; 
four  months'  pregnancy;  vaginal  hysterectomy  performed^six 
days  after  artificial  abortion.  (Kausemann's  Diss.,  Berlin, 
1897-1898.) 

A  total  of  eleven  cases  where  vaginal  hysterectomy  was  per- 
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formed  a  few  days  or  weeks  after  an  abortion  or  premature  de- 
livery. 

DURING  PREGNANCY. 

The  following  cases  were  operated  on  during  the  pregnancy: 

Sir  Spencer  Wells  reports  "excision  of  the  pregnant  uterus 
for  cancer"  in  a  woman  aged  37.  Good  recovery.  {Brit.  Med. 
Jour.,  1881,  vol.  ii.,  p.  856.) 

A.  L.  Galabin  reports  "excision  of  the  gravid  uterus  for 
epithelioma  of  cervix,"  with  death.  {Indipendente,  Torino^ 
1881.) 

Prof.  Billroth,  of  Vienna,  reports  a  case  of  "gravid  carcino- 
matous uterus  extirpated  by  the  vagina, "  in  a  woman  aged  37 ; 
four  months'  pregnancy.  Recovery.  (Medico  -  Chirurgical 
'Transactions,  1882,  vol.  Ixv.,  p.  36.) 

C.  Theim,  of  Cattbus,  reports  a  case  of  "cancer  of  the  gravid 
uterus"  in  Mrs.  E.,  aged  41;  ten  weeks'  pregnancy;  vaginal 
hysterectomy.     Recovery.     {Frauenartz,  July,  1886.) 

Landau  reports  a  case  of  "gravid  viterus"  in  Mrs.  E.,  aged  32 ; 
vaginal  hysterectomy  after  five  weeks'  pregnancy.  Recovery. 
{Archiv.  filr  Gyn.,  Bd.  xxix.,  Heft  3,  1886-1887.) 

J.  Greig  Smith,  of  Bi'istol,  Eng.,  reports  a  case  of  successful 
removal  per  vaginam  of  a  cancerous  and  pregnant  uterus  in  a 
woman  aged  34.  Rapid  recovery.  {London  Lancet,  1887,  vol. 
i.,  p.  14.) 

Max  Hofmeier  performed  a  vaginal  hysterectomy  in  a  case  of 
carcinoma  of  the  cervix  uteri  during  pregnancy  on  February 
12,  1887.  Patient,  aged  36,  recovered.  {Deutsche  med.  Wo- 
chenschrift,  Jahrgang  1887.) 

Brennecke-Sudenburg  performed  two  successful  vaginal  hys- 
terectomies during  pregnancy,  upon  February  27,  1887,  and 
November  28,  1888,  at  the  second  and  fourth  month  of  preg- 
nancy, respectively.  (E.  Mohr,  "Ueber  Total  Extirp.  d.  Car. 
Uterus  grav.  per  Vaginam,"  Diss.,  Halle,  1889.) 

Kaltenbach  performed  a  vaginal  hysterectomy  January  7, 
1889,  in  the  fourth  month  of  pregnancy.  Recovery.  (E. 
Mohr's  Diss.,  Halle,  1889.) 

E.  Mohr  performed  three  successful  cases  of  vaginal  hysterec- 
tomy during  pregnancy  and  reports  them  in  his  dissertation 
"Ueber  Total  Extirpation  des  Carcinom  Uterus  grav.  per  Vagi- 
nam," Halle,  1889.) 

Dr.  Almira  Smith,  of  Boston,  reports  following  case :  Mrs.  C.,. 
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aged  39;  cancer  of  cervix  uteri  mth  coexisting  pregnancy  of 
three  and  one-half  to  four  months ;  placenta  previa ;  vaginal  hys- 
terectomy.     Recovery.      American    Journal    op    Obstetrics, 

1890,  vol.  xxiii.,  p.  941.) 

]\Iiinchmeyer  reports  case  of  vaginal  hysterectomy  of  cancer 
of  uterus  in  Mrs.  W.,  aged  30 ;  the  uterus  was  found  to  contain  a 
fetus  of  one  month.  Recovery.  {Archiv.  fur  Gyn.,  Bd.  xxxvi., 
p.  443,  1890-1891.) 

Dr.  Wallace  Taylor,  of  Osaka,  Japan,  reports  a  case  of  cancer 
of  the  cervix  uteri  with  coexisting  pregnancy  in  Mrs.  I.  O'Y., 
aged    39 ;    vaginal    hysterectomy.     Recovery.     {Med.    Record, 

1891,  vol.  xxxix.,  p.  259.) 

Dr.  C.  Berry  Hart,  of  Edinburgh,  reports  a  case  of  vaginal 
hysterectomy  for  carcinoma  cervicis  in  early  pregnancy  in  a 
woman  aged  33.  Recovery.  {Edinburgh  Med.  Jour.,  1891-1892, 
vol.  xxxvii.,  p.  694.) 

H.  Jockel  reports  a  case  of  cancer  of  the  gravid  uterus;  va- 
ginal hysterectomy  last  month  of  pregnancy.  Death.  ("Zur 
Behandl.  des  Carcinoma  Uteri  gravidi, ' '  Inaug.  Diss.,  1893,  Hei- 
delberg.) 

Carstens:  Patient,  aged  29,  had  flowed  more  or  less  for 
months ;  operated  June  7,  1893,  at  Harper  Hospital,  before  many 
members  of  the  American  Medical  Association;  pregnancy  of 
three  and  one-half  months.  Smooth  recovery.  {Jour.  Amer- 
Med.  Assoc,  1893.) 

Reusing,  of  Germany,  gives  following  three  cases: 

1.  November  1,  1891;  Eva  D.,  aged  32;  carcinoma  of  the 
uterus;  two  months'  pregnancy;  vaginal  hysterectomy.  Recov- 
ery. 

2.  October  12,  1892;  M.  B.,  aged  39;  carcinoma  of  the  uterus; 
two  months'  pregnancy;  vaginal  hysterectomy.     Recovery. 

3.  May  29,  1894;  C.  G.,  aged  38;  carcinoma  of  the  uterus; 
four  months'  pregnancy;  vaginal  hysterectomy.  R^^oovery. 
(Milnchener  med.  WocJiensclirift,  1894,  p.  846.) 

Dr.  Zinke  reports  total  vaginal  extirpation  of  five  months' 
pregnant  uterus  for  carcinoma  of  the  cervix,  in  Mrs.  X.,  aged 
39;  operation  February  10,  1894.  Recovery.  (American  Jour- 
nal OF  Obstetrics,  1894,  vol.  xxix.,  p.  828.) 

Dr.  William  S.  Playfair  reports  a  cancerous  and  gravid  uterus 
removed  per  vaginam  in  a  woman  two  months  pregnant.  Re- 
covery.     {Ohstet.  Trans.,  vol.  xxxvii.,  p.  198.) 

J.  S.  Pedulow  performed  total  vaginal  hysterectomy  in  cancer 
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of  the  gravid  uterus;  seven  months'  pregnancy.  Recovery. 
(Skurn.  Akiish.  Schenck.  hoi.,  April,  1895.) 

Van  der  Mey  reports  case  of  cancer  of  gravid  uterus;  five 
months'  pregnancy;  total  vaginal  hysterectomy.  Recovery. 
(Frommel's  Jahreshericht,  1896.) 

Dr.  AV.  H.  Baker  reports  a  case  of  cancer  of  the  cervix  com- 
plicated with  three  months'  pregnancy  in  woman  aged  35;  va- 
ginal hysterectomy.  Recovery.  {Boston  Med.  and  Surg.  Jour., 
1896,  p.  134.) 

R.  Chrobak  operated  June  24,  1897,  in  case  of  cancer  of  the 
uterus  during  the  last  stages  of  pregnancy:  INIrs.  W.  N.,  aged 
41 ;  living  child  artificially  delivered ;  vaginal  hysterectomy  per- 
formed immediately  afterward.  Recovery.  {Centralbl.  fiir 
Gyn.,  No.  37,  1897.) 

Alterthum  performed  vaginal  hysterectomy  April  13,  1897,  in 
a  woman  aged  43 ;  carcinomatous  uterus  in  the  sixth  month  of 
pregnancy.     Recovery.     {Centralhl.  fur  Gyn.,  No.  27,  1897.) 

Reckmann  reports  a  case  of  vaginal  hysterectomy  performed  by 
Prof.  Pfannenstiel  April  3,  1897:  IMrs.  M.  B.,  aged  36;  six 
months'  pregnancy.  Recovery.  (Centralbl.,  fiir  Gyn.,  No.  47, 
1897.) 

Mackenrodt  reports  a  case  of  cancer  of  the  pregnant  uterus  in 
a  woman  aged  26 ;  two  months '  pregnancy ;  vaginal  hysterectomy. 
Recovery.  Operated  March  1,  1893.  {Zeitschrift  fiir  Gehurts. 
u.  Gyn.,  1897,  vol.  xxxvii.,  p.  148.) 

Dr.  A.  W.  Lea  reports  a  case  of  uterine  fibroids  in  woman  aged 
29;  three  months'  pregnancy;  vaginal  hysterectomy.  Recovery. 
(The  London  Lancet,  1899,  vol.  ii.,  p.  407.) 

Carstens  (unpublished  case)  :  Mrs.  B.,  aged  28,  patient  of 
Dr.  "W.  J.  AYilson,  had  a  bad  family  history.  Her  mother  died 
of  cancer  at  the  age  of  29.  She  herself  had  had  several  attacks 
of  pelvic  inflammation,  also  more  or  less  discharge.  The  ex- 
amination revealed  pregnancy  of  two  and  one-half  months,  and 
a  growth  of  the  cervix,  evidently  a  cancer.  She  was  operated 
upon  December  15,  1900.     Died  of  sepsis  on  the  sixth  day. 

Strauch  reports  a  case  of  cancer  of  portio  vaginalis;  vaginal 
hysterectomy  performed  inunediately  after  delivery.  (/. 
Akush.  i.  jensk.  holiez.,  1900,  vol.  xiv.,  p.  1456.) 

A  total  of  thirty-two  cases  by  adding  my  third  above  re- 
ported. 

This  shows  that  pregnancy  is  rare  in  cases  of  cancer  of  cer- 
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vix,  although  many  cases  occur  where  no  operation  is  performed 
and  hence  are  not  placed  on  record. 

This  table  of  cases  also  shows  that  operations  are  very  success- 
ful and  indicated  in  all  cases  of  uterine  cancer  complicated  hy 
pregnancy. 


GENERAL  TREATMENT   IN  GYNECOLOGICAL   PATIENTS.' 


WALTER  B.   CHASE,   M.D., 

Consulting  Surgeon  to  the  Long  Island  College  Hospital  and  the  Nassau  Hospital 
of  Hempstead,  Borough  of  Brooklyn,  New  York  City. 


The  title  of  the  paper  which  I  have  the  honor  to  pr'^sent  to 
you  to-day  may  not,  I  fancy,  appeal  to  the  younger  gynecolo- 
gists as  it  would  if  it  discussed  some  problem  concerning 
the  major  operations  of  gynecology  or  their  technique,  nor 
am  I  altogether  certain  that  among  the  Fellows  of  this  Associa- 
tion will  this  topic  carry  with  it  all  the  interest  wdiich  a  dis- 
cussion of  the  operative  treatment  of  fibroma  or  carcinoma 
would  inspire.  However  that  may  be,  I  am  fully  impressed  with 
belief  that  in  the  present  state  of  gynecology  such  a  study 
is  not  only  necessary,  but  if  properly  considered  will  prove  a 
fruitful  topic  for  our  consideration. 

Neither  argument  nor  suggestion  is  needed  to  establish  the 
fact  that  in  no  department  of  medicine  have  advances  been  more 
radical  or  practically  beneficial  than  in  that  field  which  fur- 
nishes the  motive  and  reason  for  our  meeting.  It  would  be  in- 
teresting and  profitable  to  recount  in  detail  the  advances  in 
practice  during  the  past  fifty  years  in  which  operative  procedure 
has  so  largely  supplemented  general  treatment,  and  to  ?  tudy  the 
causes  which  have  led  up  to  it.  This  time  will  not  allow,  but  the 
fact  remains  that  a  sentiment  seems  to  have  seized  the  profes- 
sion to  treat  all  cases  of  diseases  peculiar  to  women  by  opet-ation. 
If  an  analysis  of  the  causes  which  have  contributed  to  this  prac- 
tice were  made,  it  would  be  found  that  complex  reasons  are  re- 
sponsible for  this  change.  First  and  foremost,  the  brilliant  re- 
sults of  relief  from  so  many  conditions  by  operative  procedure 
have  cast  a  glamor  over  the  whole  subject  and  blinded  the  eyes 
of  many  to  a  true  status  of  the  situation. 

•  Read  before  the  American  Association  of  Obstetricians  and  Gyne- 
cologists, at  Cleveland,  Ohio,  September  19,  20,  21,  1901. 
6 
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It  must  be  admitted,  as  one  result  of  this  superficial  view  of  the 
subject,  that  a  want  of  proper  appreciation  of  these  diseases, 
whether  local  or  constitutional,  has  led  to  false  theories  and 
equally  erroneous  practice,  and  accounts  in  no  small  measure  for 
failure  following  operations  which  should  never  have  been  at- 
tempted, and  has  resulted  in  undue  public  and  professional  pre- 
judice to  necessary  operations  in  properly  selected  cases.  An- 
other factor  jointly  responsible  for  the  exhausting  conditions 
is  found  in  an  influx  among  gynecologists  of  a  large  number 
of  young  men  as  specialists  whose  observation  and  experience 
of  diseases  as  practitioners  of  general  medicine  have  but 
imperfectly  fitted  them  to  such  a  discrimination  as  would 
enable  them  intelligently  and  authoritatively  to  determine 
whether  local  or  constitutional  measures  would  best  meet  the 
need  of  the  patient.  This  fact  must  be  appreciated  before  the 
remedy  can  be  effectually  applied.  It  is  fair  to  assume  that, 
other  things  being  equal,  the  specialist  who  has  had  wide  oppor- 
tunities and  large  experience  Avill  be  better  fitted  and  more  suc- 
cessful as  a  specialist  than  he  who  has  not  for  a  considerable 
period  of  time  studied  general  diseases  in  relation  to  their  etiol- 
ogy, pathology,  and  therapeutics  from  the  standpoint  of  the  gen- 
eral practitioner. 

To  such  a  one  the  interrelation  of  pathologic  conditions  is  not 
meaningless,  but  practical.  The  bearing  such  study  and  experi- 
ence has  in  fitting  one  for  special  work  cannot  be  properly  ap- 
preciated by  one  who  has  never  engaged  in  general  practice. 
As  already  suggested,  the  exercise  of  superficial  knowledge  leads 
to  lamentable  failure.  I  have  no  doubt  every  Fellow  of  this 
Association  present  has  at  this  moment  crowding  his  recol- 
lection numbers  of  such  cases.  I  recall  one  which  is  apropos — 
that  of  a  hustling  young  specialist  who  sent  for  me  to  come  and 
operate  on  a  young  married  woman  suffering  from  obstruction 
of  the  boAvels,  due,  as  he  supposed,  to  an  interpelvic  exudate. 
It  was  his  wish  a  laparatomy  be  done  at  once.  On  examin- 
ation I  found  an  offending  mass  Avhich  practically  filled  the 
pelvic  cavity,  most  pronounced  along  the  line  of  the  colon,  which 
threatened  serious  trouble.  I  recommended  the  use  of  a  saline 
cathartic,  which  relieved  the  patient  of  all  her  discomfort  and 
Avith  it  the  superficial  tumor.  This  condition  of  constipation  has 
a  most  important  bearing  on  uterine  displacements  and  pelvic 
congestions  not  only,  but  on  a  variety  of  hepatic  and  digestive 
troubles  with  a  train  of  symptoms  which,  if  not  properly  ap- 
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predated  and  intelligently  treated,  lead  to  unavoidable  suffer- 
ing and  prolonged  disability. 

In  the  presence  of  chronic  constipation  the  muscular,  fib- 
rous, -and  cellular  structures  of  the  pelvis  become  Aveakened 
and  the  hyperemia  thereby  induced  makes  recovery  slow  and 
difficult.  Worse  than  all  these,  atonic  conditions  have  led  to 
illogical  and  unnecessary  surgical  treatment  by  which  valuable 
lives  have  been  sacrificed. 

Want  of  discrimination  as  to  the  etiology  of  menorrhagia  and 
metrorrhagia  has  misled  the  physician  as  to  the  proper  methods 
of  treatment.  Due  regard  to  the  state  of  the  circulatory  and 
nervous  system  must  be  had  in  formulating  rational  methods  of 
treatment  in  these  diseases. 

The  curette  on  the  one  hand,  and  preparations  of  iron  on  the 
other,  are  not  the  only  measures  to  be  adopted.  Blood  dyscra- 
sia,  malaria,  and  anemia  are  important  factors  in  the  problem, 
and  their  consideration  must  have  due  weight  in  providing  meas- 
ures for  their  relief.  These  demand  scientific  investigation  of 
the  functions  of  organic  life  and  nutrition,  and  may  include  an 
exhaustive  examination  of  the  blood  and  its  constituents.  Per- 
haps nowhere  in  the  whole  domain  of  medicine  are  mistakes 
more  often  made  than  in  the  treatment  of  pelvic  pain,  and  it 
must  be  admitted  that  a  more  difficult  question  of  diagnosis 
never  taxes  the  skill  of  the  diagnostician. 

Here  the  neurotic  element  presents  itself  as  demanding  dif- 
ferentiation from  organic  disease.  These  are  the  difficult  prob- 
lems which  grow  out  of  woman's  complex  organization.  Here 
the  reflexes  play  an  important  note— as  protean  in  their  mani- 
festations as  hysteria.  How  many  women  subject  to  pelvic  pain 
have  submitted  to  oophorectomy,  and  even  hysterectomy,  allow- 
ing themselves  to  be  mutilated  and  unsexed,  for  \\hicti  there 
was  not  the  remotest  justification ! 

That  uterine  and  ovarian  disease  often  requires  such  treat- 
ment is,  and  of  necessity  must  be,  the  conclusion:  bnl  that  a 
vast  number  of  cases  do  not  is  equally  true.  In  a  large  num- 
ber of  cases  the  treatment  should  have  consisted  of  proper  food, 
proper  rest,  and  proper  exercise,  supplemented  by  appropriate 
general  and  medical  treatment,  including  due  regard  for  the 
medicatrix  naturae. 

The  same  rule  applies  to  a  majority  of  the  cases  of  mem- 
branous dysmenorrhea — a  disease  which  in  its  manifestations 
and  proper  treatment  has  much  in  common  with  membranous  en- 
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tero-colitis.  When  curettement,  local  alterative  applications 
to  the  endometrium,  and  medicine  ad  nauseam  have  failed, 
change  of  air  and  surroundings,  from  the  lowlands  to  the  high- 
lands, from  the  sea  to  the  interior,  and  vice  versa,  has  brought 
with  it  relief  and  sometimes  recovery. 

It  is  little  less  than  marvellous  how  membranous  dysmenor- 
rhea will  yield  to  open-air  living  associated  with  change  of  cli- 
mate and  appropriate  exercise ;  and,  per  contra,  it  is  no  less  sur- 
prising how  quickly  these  cases  relapse  into  their  original  condi- 
tion on  returning  to  their  former  residence  and  resuming  their 
previous  method  of  living.  When  hygienic  measures,  including 
medication,  fail,  it  is  time,  if  ever,  to  resort  to  surgical  expedi- 
ents. A  variety  of  disorders  of  menstruation,  including  amenor- 
rhea due  to  imperfect  development  of  the  reproductive  organs, 
constantly  present  themselves  for  treatment.  The  evils  of  a 
sedentary  life,  close  confinement  to  school,  overwork,  vvant  of 
rest  and  recreation,  and  a  round  of  cares,  be  they  social,  mental, 
or  physical,  react  on  the  young  and  developing  organization  and 
lay  the  foundations  for  impaired  health,  imperfect  reproduction, 
and  premature  disability.  The  expectation  that  such  disorders 
will  yield  to  operative  interference  is  repulsive  to  every  instinct 
of  science  and  natural  medicine. 

The  influence  imperfect  renal  excretion  has  in  impairing  the 
health  of  women  is  a  matter  about  which  there  is  no  little  mis- 
conception and  ignorance.  This  condition  does  not  necessarily 
imply  organic  disease  of  the  kidneys.  It  has  aptly  been  termed 
"renal  insufficiency,"  and  in  many  cases  the  variation  of  the 
health  of  the  patient  bears  a  constant  relation  to  a  diminished 
excretion  of  the  solid  constituents  of  the  urine.  Contrary  to 
the  common  conception,  absence  of  albumin  in  the  urine  does  not 
exclude  this  condition.  Neither  does  its  absence  afford  a  guar- 
antee that  organic  disease  of  the  kidney  is  not  present.  While 
albumin  is  usually  found  in  chronic  tubular  nephritis,  it  is  not 
infrequently  absent  in  chronic  interstitial  nephritis.  In  the 
former  condition  the  specific  gravity  is  likely  to  be  high,  in  the 
latter  low.  So,  too,  in  the  microscopical  findings,  the  pres- 
ence or  absence  of  casts  has  peculiar  significance,  depending 
on  the  lesion  present.  One  of  the  most  important  excretory 
products  found  in  urine  is  urea,  and  without  a  knowledge  of 
the  daily  amount  excreted  there  is  doubt.  The  average  amount 
excreted  by  a  healthy  adult,  30  to  33  grammes  per  diem,  is 
taken  for  a  basis  of  comparison.     Of  course  the  character  of 
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the  diet  will  influence  the  daily  excretion.  If  proteids  enter 
largely  into  the  food  ingested,  the  urea  will  be  correspond- 
ingly increased,  and  vice  versa.  I  do  not  wish  it  to  be  in- 
ferred that  urea  itself  represents  the  poison  in  the  urine, 
but  that  its  amount,  or  the  total  amount  of  nitrogen,  bears  a 
pretty  clear  relation  to  the  ratio  of  the  real  toxins  on  which  de- 
pends the  danger  in  uremic  toxemia.  Faulty  excretion  of  uric 
acid  lays  the  foundation  for  poor  health  in  multitudes  of  wo- 
men. Lithemia,  with  its  train  of  perturbing  symptoms,  is  a 
fruitful  source  of  ill  health  during  the  menstrual  life  of  woman. 
The  neuralgias,  local  and  general,  which  find  their  origin  here, 
are  myriad.  Another  source  of  blood  contamination  arising  from 
ptomaine  absorption  from  the  alimentary  tract,  which  plays  an 
important  role  in  the  diseases  peculiar  to  women,  is  shown  by  an 
increased  amount  of  indican  in  the  urine.  Enough  has  been  said 
concerning  the  necessity  of  frequent  exhaustive  analysis  of  the 
urine  of  these  patients^  both  quantitative  and  qualitative,  to 
ascertain  its  variation  from  a  healthy  standard.  Uremia  and 
correlated  blood  impoverishment  require  careful  consideration. 
True,  this  may  demand  technical  skill  of  a  high  order  to  deter- 
mine leucocythemia  and  other  dyscrasias,  but  without  such 
knowledge  the  gynecologists  may  be  groping  in  the  dark. 

Tuberculosis  as  a  complication  of  pelvic  disorders  is  too  often 
overlooked  and  needful  constitutional  and  hygienic  treatment  is 
not  instituted,  and  yet,  within  certain  limitations,  no  pathological 
condition  is  more  amenable  to  relief  by  surgical  means.  The 
disorders  of  the  sympathetic  nervous  system  frequently  find 
their  origin  in  some  impairment  of  ovarian  and  uterine  function, 
and  often  simulate  organic  disease.  Never-ending  care  is  re- 
quired not  to  confound  these  reflex  disorders  with  organic 
changes,  thereby  leading  to  wrong  diagnoses  and  erroneous  prac- 
tice. 

These  hastily  and  imperfectly  considered  conditions  which 
present  themselves  in  our  patients  appear  to  me  to  demand  the 
most  careful  and  painstaking  consideration.  If  gynecological 
practice  has  run  riot  in  its  surgical  aspect— and  who  will  not 
admit  the  tendency?— it  will  be  well  to  keep  ever  in  mind  its 
broader  aspect  and  give  to  each  its  due  prerogative.  One  thing, 
however,  should  not  be  forgotten,  viz.,  that  many  cases  belong 
equally  to  the  domain  of  medical  and  surgical  gynecology,  and 
in  the  due  recognition  of  this  fact  will  right  methods  be  fol- 
lowed.    It  will  never  be  known  how  many  brilliant  operations. 
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the  technique  of  which  was  without  a  flaw,  failed  for  want  of 
care,  equally  needful,  in  the  management  of  the  medical  aspect  of 
the  case. 

263  Hancock  street. 
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BY 

U.  S.  BIRD,  M.D., 
Tampa.  Fla. 


During  the  delivery  of  Mrs.  R.,  aged  20,  Ipara,  occurred  an  ac- 
cident, the  first  in  my  experience,  and  a  rare  one  in  any  ex- 
perience, so  far  as  I  can  learn.  She  was  under  my  observation 
for  some  time  before  delivery,  which  was  several  days  overdue, 
according  to  our  expectation.  Her  history  was  negative,  and 
her  pregnancy  was  free  from  serious  complication. 

I  was  called  about  10  p.m.  September  11  last.  Labor  proceeded 
slowly.  Pains  were  good,  but  she  made  little  progress  during 
the  second  stage.  Dr.  J.  M.  Grantham  gave  chloroform.  Be- 
tween pains  she  rested,  but  during  pains  it  was  impossible  to 
restrain  her.  The  head  came  down  on  the  perineum,  and  for 
some  time  the  scalp  was  visible  -without  manipulation.  I  gave 
her  ample  time  to  deliver  herself,  but  the  pains  were  not  effec- 
tive. Toward  the  end  of  the  time  allowed  her  the  accident 
under  discussion  happened.  During  a  hard  pain  accompanied 
by  violent  movements,  while  the  nurse  and  I  held  the  right 
thigh  and  leg,  I  heard  a  distinct,  sudden  snapping  sound  on  the 
right  side,  but  noticed  no  marked  relaxation  or  mobility.  At 
first  I  feared  a  parting  of  the  symphysis,  then  a  fracture  of  the 
femoral  neck,  but  saw  that  neither  had  happened.  Shortly  af- 
terward I  applied  forceps,  and  with  some  difficulty  advanced 
the  head  sufficiently  to  allow  the  second  stage  to  be  completed 
naturally  about  4:30  a.m.  A  retained  placenta  required  man- 
ual delivery.  By  this  time  I  had  forgotten  the  sound  mentioned 
On  seeing  her  a  few  hours  later,  after  changing,  she  felt  well,  but 
could  not  move  because  of  a  pain  in  her  right  groin.  At  once 
everything  came  back  to  me.  An  examination  easily  discovered  a 
slight  displacement  of  the  fragments  of  a  diagonal  fracture,  with 
mobility  and  crepitus,  in  the  right  horizontal  ramus  of  the 
pubes.     I  informed  the  husband,  telling  him  that  I  Avanted  as- 
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sistance.  Dr.  Grantham  had  left  town,  and  Dr.  J.  S.  Hehns 
saw  her  and  agreed  with  me.  In  our  opinion  it  was  a  simple 
fracture,  with  no  complication  other  than  her  puerperinm.  A 
seven-inch  rubber  adhesive  plaster  was  passed  snugiy  around 
the  pelvis,  so  as  to  make  necessary  pressure  and  avoid  soiling. 
A  canvas  cot  with  a  hole  under  the  buttocks  was  used,  but  was 
the  same  day  replaced  by  a  rubber-covered  mattress  cot.  As  the 
hole  was  not  well  guarded,  the  mattress  became  soiled  and  of- 
fensive. A  second  cot  was  procured,  and  both  were  more  care- 
fully prepared,  being  covered  with  rubber  sheeting  and  the 
holes  well  bound  with  the  same.  Two  pieces  of  cotton  cloth  were 
spread  over  the  head  and  foot  parts,  respectively,  and  two  extra 
pieces  of  rubber  sheeting  were  so  placed  as  to  protect  everything 
else  about  the  hole.  The  soiled  articles  could  thus  be  removed 
as  necessary,  with  a  minimum  of  disturbance.  About  once  week- 
ly she  was  changed  to  the  extra  cot,  which  had  meantime  been 
cleaned  and  aired. 

As  regards  the  fracture  her  convalescence  was  uneventful. 
The  bandage  was  tightened  as  necessary,  with  safety  pins. 
Where  the  edge  of  the  bandage,  at  two  or  three  points,  was 
rubbed  into  small  rolls  there  Avas  some  excoriation.  There  was 
also  more  or  less  diffused  irritation  over  back  and  thighs,  due 
to  the  presence  of  the  rubber  sheet,  for  which  she  was  bathed 
and  powdered  as  often  as  practicable.  By  gently  turning  on 
the  side  the  under  surface  could  be  reached  in  detail. 

Her  puerperium  was  an  anxious  one  to  me.  Her  urine  not 
being  voided  because  of  her  position,  I  catheterized  her  about 
every  six  hours  for  two  weeks,  when  she  regained  control  of  tha'. 
function.  Probably  because  of  the  sinking  of  the  buttocks  into 
the  hole  in  the  mattress,  the  meatus  was  out  of  sight,  back 
under  the  pubes.  This  not  only  made  operating  by  t-^uch  alone 
unusually  difficult,  but  made  impracticable  a  satisfactMy  clean- 
ing of  the  parts.  I  was  careful  with  hands  ana  instru- 
ment, avoiding  cystic  infection.  Also,  because  of  lier  position, 
the  lochia  were  retained,  with  resulting  decomposition,  making 
antiseptic  irrigation  necessary.  This  was  more  difficult  and 
painful  than  catheterization. 

Her  temperature  ran  from  99.5° to  101°,  on  one  occasion  being 
103.5°.  Her  pulse  was  from  80  to  120;  most  of  the  time  about 
100.     It  was  four  weeks  before  they  became  satisfactory. 

On  the  third  day  after  labor,  when  the  discharge  became  offen- 
sive, she  complained  of  pelvic  pain,  which  ceased  that  clay. 
There  was  no  subsequent  symptom  to  indicate  jielvic  infection. 
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In  the  midst  of  my  doubts  and  anxiety  there  was  one  en- 
couraging phase  of  the  case:  her  appearance  was  reassuring. 
With  pulse  and  temperature  astray,  an  offensive  discharge,  en- 
during an  irritating  bandage  and  a  fatiguing  position,  she 
seemed  to  be  calm  and  comfortable,  except  when  necessarily  dis- 
turbed. 

Toward  the  end  of  the  fourth  week  passive  motion  of  the  legs 
and  thighs  was  used,  especially  to  prepare  her  for  the  bedpan 
and  for  using  a  bed  in  place  of  the  cot.  About  the  middle  of 
the  fifth  week  the  plaster  bandage  was  removed  without  incon- 
venience, and  she  was  placed  in  bed,  greatly  to  her  relief.  Mas- 
sage and  passive  motion,  with  cautious  active  motion,  were  con- 
tinued. Her  knees  were  quite  painful.  During  the  sixth  week 
she  sat  up  in  a  chair,  and  by  the  seventh  week  she  was  walking. 
On  first  sitting  up  there  was  coccygeal  pain.  She  now  walks 
satisfactorily,  but  awkwardly  because  of  general  stiffness. 
There  is  no  unpleasant  symptom  referred  to  the  point  of  frac- 
ture. She  walks  up  and  down  stairs  without  assistance.  Her 
health  is  normal.  She  apparently  presents  an  instance  of  ex- 
ceptionally good  recovery  from  a  rare  and  serious  condition. 

Later — December  20— she  is  well,  presenting  no  symptom  of 
her  injury.     ^Yalks  naturally. 

The  accessible  literature  is  limited,  as  there  is  no  public,  and 
no  very  comprehensive  private,  medical  library  at  hand.  So 
far  I  have  found  nothing  in  reference  to  my  subject. 

515%  Franklin  steeet. 


CASES    IN    PRACTICE.^ 


THOMAS    C.    SMITH,    M.D., 
Washington,  D.  C. 


The  following  cases  occurred  in  my  practice  within  a  brief 
period.  Believing  them  to  be  of  sufficient  interest  to  be  placed 
on  record,  they  are  presented  to  the  Society  for  discussion  and 
consideration. 

•  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
February  1,  1901. 
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Hemorrhage  from  the  Gums  during  Pregnancy. — Mrs.  F.,  six 
months  advanced  in  her  fourth  pregnancy,  consulted  me  on  ac- 
count^ of  repeated  hemorrhages  from  the  gums.  Her  general 
health  was  good  and  the  gums  and  teeth  were  in  excellent  con- 
dition. There  was  not  the  slightest  inflammation  of  the  gums 
and  the  teeth  were  exceptionally  free  from  disease.  While  talk- 
ing to  her  on  the  occasion  of  one  of  my  visits  she  remarked : 
"The  bleeding  has  commenced."  On  raising  the  lip  blood  was 
seen  coming  from  the  margin  of  the  gum,  and,  as  it  ran  down  the 
white  teeth,  presented  a  strange  spectacle.  While  looking  at 
the  gum  a  few  drops  of  blood  would  suddenly  appear,  and  it 
was  impossible  to  say  exactly  where  the  blood  came  from,  as 
there  was  no  broken  surface.  It  may  be  said  that  the  drops  of 
blood  "just  appeared."  I  gave  her  tincture  of  rhatany  in 
water  to  apply  to  the  gums,  but  realized  that  the  prescription 
was  only  to  act  as  a  local  astringent  and  that  nothing  but  the 
termination  of  the  pregnancy  would  afford  permanent  relief. 
The  lady  was  delivered  in  due  time  without  noteworthy  inci- 
dents attending  the  confinement,  since  which  there  has  been  no 
recurrence  of  the  bleeding. 

Authorities  attribute  such  hemorrhage  to  disease  of  the  gums 
or  teeth,  but  both  of  these  were  normal  in  my  patient. 

Sudden  Suppression  of  Milk  due  to  FrigJit .—While  I  was  visit- 
ing a  sick  infant  recently  a  neighbor  came  in  bringing  a  small, 
shaggy  dog  with  her.  After  I  left,  the  mother  of  the  child,  who 
had  not  seen  the  dog,  accidentally  put  her  foot  on  the  animal, 
which  was  under  a  table,  and  was  much  startled  by  its  move- 
ment. The  next  day  the  woman's  husband  called  to  say  that 
the  milk  had  suddenly  ceased  to  flow  and  the  child,  five  weeks 
old,  could  get  no  nourishment.  The  breasts  were  perfectly  flabby 
and  without  any  secretion,  nor  had  any  appeared  from  the  mo- 
ment the  woman's  foot  had  touched  the  dog.  I  advised  warm 
applications  to  the  breast,  persistence  in  nursing  the  child,  and 
the  use  of  extract  of  malt.  The  milk  returned  to  the  breasts 
after  forty-eight  hours  and  continues  plentiful. 

We  know  that  the  lacteal  secretion  is  variously  modified  and 
affected  by  strong  emotions,  but  the  above  is  the  only  case  which 
has  occurred  in  my  practice  where  a  profound  impression  was 
made  by  an  apparently  trifling  cause. 

The  next  three  cases  are  so  unusual  in  the  practice  of  a  gen- 
eral practitioner  that  they  are  worthy  of  being  reported  aside 
from  their  intrinsic  interest. 
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Cyst  of  the  Vulvo-Vaginal  6riawd.— Early  in  October,  1900, 
Mrs.  M.  consulted  me  for  a  swelling  in  the  region  of  the  left 
labium  majus.  Dyspareunia  was  also  present  to  a  prohibitive 
degree.  The  lady  had-  been  married  three  months,  but  there 
had  been  a  total  inability  to  accomplish  marital  relations.  On 
examination  the  remains  of  the  hymen  were  found  to  exist  as  a 
hard  ring,  almost  cartilaginous  in  density,  which  caused  the  pa- 
tient to  flinch  upon  the  slightest  touch.  A  swelling  extend- 
ing upward  from  the  left  labium  was  present  and  trenched 
considerably  upon  the  calibre  of  the  vaginal  orifice.  I  tried  to 
open  this  at  my  office,  but  the  lady  could  not  endure  the  pain. 
On  October  14  the  patient  was  etherized  at  her  residence,  and, 
the  indurated  condition  of  the  hymen  having  been  removed  by 
the  introduction  of  a  speculum  which  thoroughly  dilated  the 
ring,  the  mucous  membrane  covering  the  vulvo-vaginal  gland 
was  incised  and  a  large  cyst  of  pearly  hue  was  seen  to  exist. 
This  was  divided  and  fully  two  ounces  of  fluid,  resembling  the 
white  of  egg  in  color  and  consistence,  were  discharged.  The 
cyst  extended  high  up  on  the  left  of  the  vagina  and  my  finger 
would  barely  reach  the  bottom  of  it.  It  was  larger  than  an  ordi- 
nary egg.  After  removing  the  contents  of  the  sac  and  cleansing 
it  with  a  bichloride  of  mercury  solution,  a  large  piece  was  re- 
moved to  facilitate  drainage  and  Churchill's  tincture  of  iodine 
freely  applied  to  the  inside  of  the  cyst,  which  was  then  packed 
with  iodoform  gauze.  The  packing  was  renewed  daily  for  about 
four  days,  after  which  it  was  left  to  itself,  cleanliness  being  en- 
joined on  the  part  of  the  patient,  however.  The  result  of  the 
operation  was  perfectly  satisfactory  in  every  particular. 

While  this  form  of  cyst  is  met  with  occasionally,  it  is  seldom 
that  it  attains  so  large  a  size,  although  much  larger  ones  have 
been  placed  on  record.  It  should  have  been  stated  that  my  pa- 
tient had  been  aware  of  the  presence  of  this  growth  for  several 
years  before  her  marriage. 

Cyst  of  the  Vagina. — November  1,  1900,  Mrs.  W.  consulted 
me  for  pelvic  symptoms  requiring  an  examination.  She  is  24 
years  old  and  gave  birth  to  her  only  child  three  years  ago,  when 
I  delivered  her  with  forceps.  Eight  months  ago  she  had  a  mis- 
carriage at  about  four  months  of  gestation,  but  as  I  did  not 
attend  her  no  particulars  can  be  given.  On  examination  a  large, 
soft  body  was  found  growing  from  the  right  side  of  the  vagina 
about  one  and  a  half  inches  from  the  cervix.  It  filled  the  upper 
part  of  the  vagina  and  was  plainly  seen  when  the  labia  were 
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separated.  It  was  of  a  pearly  color  and.  filled  with  fluid.  On 
introducing  a  bivalve  speculum  the  cyst — for  such  it  was — drop- 
ped into  the  instrument  and  completely  filled  it.  The  cervix 
uteri  could  not  be  seen,  as  the  vagina  was  so  completely  occupied 
by  the  cyst  that  nothing  could  be  brought  into  view  which  was 
located  above  it.  The  nature  of  the  affection  was  explained  to 
the  lady  and  I  told  her  to  inform  her  husband  that  an  operation 
was  necessary  for  her  relief.  Two  days  later  she  returned  to  my 
office,  and,  after  introducing  a  bivalve  speculum,  I  punctured  the 
cyst  and  received  some  of  the  fluid  in  a  test  tube  for  examination. 
The  puncture  was  enlarged  and  the  fluid  rapidly  escaped  until 
the  cyst  collapsed.  The  fluid  was  only  slightly  turbid,  as  thin 
as  water,  and  showed  no  albumin  on  boiling  and  the  addition  of 
nitric  acid.  A  piece  of  the  cyst  wall  as  large  as  a  twenty-five- 
cent  piece  was  removed  and  the  inside  of  the  sac  thoroughly 
swabbed  with  Churchill's  iodine.  The  whole  procedure  was  en- 
tirely devoid  of  pain.  Wichout  further  treatment  the  cj'st  was 
obliterated,  and  nothing  remained,  at  my  last  examination,  to 
reveal  the  location  of  the  growth  except  a  slight  puckering  at 
the  place  of  incision.  The  quantity  of  fluid  removed  must  have 
been  at  least  four  ounces. 

We  are  told  that  cysts  of  the  vagina  are  quite  often  met  with, 
but  this  is  the  only  one  which  has  come  under  my  observation. 

S^jiall  Abscess  2)ointing  in  the  Vaginal  Wall. — Mrs.  P.,  aged  24, 
called  at  my  office  November  10,  1900,  complaining  of  pain  in 
the  uterine  region,  aching  in  the  back,  and  feeling  out  of  sorts 
generally.  Several  years  ago  she  gave  birth  to  a  dead  child, 
since  when  she  has  complained  more  or  less  of  backache  and 
distress  in  the  hypogastric  region,  but  the  symptoms  had  never 
assumed  an  acute  form.  She  has  suffered  some  froiu  dysmen- 
orrhea. On  examination  a  swelling  was  found  on  the  right  side 
of  the  vagina  two  inches  from  the  cervix.  It  was  soft  ;;nd  pro- 
jected into  the  vagina  to  the  size  of  a  large  chestnut;  wis  not 
painful  and  did  not  disappear  entirely  on  pressure.  Examina- 
tion with  a  speculum  revealed  a  small  body  projecting  <ts  de- 
scribed, red  in  color,  not  tender  to  the  touch  of  the  cotton  in  a 
forceps.  Believing  it  to  be  an  abscess,  I  passed  an  exploring 
needle,  but  failed  to  secure  pus.  On  the  removal  of  the  needle 
a  drop  of  thick  pus  appeared,  too  thick  to  run  through  the  needle. 
An  opening  was  then  made  with  a  knife  and  about  a  half-table- 
spoonful  of  thick  pus  was  obtained,  partly  by  pressure  and 
partly  by  the  use  of  cotton  held  in  the  forceps.     A  sound  could 
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be  passed  only  a  short  distance,  proving  the  limited  size  of  the 
abscess  cavity.  I  was  not  able  to  satisfy  myself  of  the  exact 
location  of  the  abscess  cavity  or  of  the  cause  thereof,  and  am 
compelled  to  leave  it  to  conjecture.  After  clearing  out  the  pus, 
the  cavity  was  thoroughly  cleansed  with  a  bichloride  solution 
and  a  piece  of  iodoform  gauze  was  introduced  to  secure  drain- 
age. The  gauze  was  removed  next  day,  and,  the  discharge  of 
pus  being  so  insignificant,  nothing  more  was  done.  A  recent 
examination  showed  that  the  treatment  had  been  effective. 

This  was  the  smallest  abscess  ever  seen  by  me  in  the  locality 
indicated. 

Phlegmonous  Erysipelas  of  the  Scalp  in  a  New-horn  Infant.— 
May  8,  1900,  I  attended  Mrs.  L.  in  her  first  labor  and  delivered 
her  of  a  female  child,  using  a  very  small  pair  of  forceps  after 
the  head  had  been  resting  on  the  perineum  quite  a  while.  The 
amount  of  force  used  in  extracting  the  head  was  insignificant 
and  not  the  slightest  mark  was  left  on  the  head.  On  the  18th 
I  paid  my  last  visit,  but  was  summoned  on  the  24tli,  sixteen  days 
after  delivery,  to  see  the  child.  On  investigation  a  smaU  boil 
was  found  back  of  the  right  ear  and  some  redness  extended  up- 
ward from  this  point.  The  child  was  fretful  and  feverish.  Next 
day  the  disease  had  extended  to  the  top  of  the  head,  down  over 
the  forehead  closing  the  eye,  and  down  the  neck  nearly  to  the 
shoulder.  The  skin  was  hot  and  dry,  the  child  was  crying,  evi- 
dently from  pain,  and  was  unable  to  nurse.  Within  a  couple  of 
days  suppuration  was  found  beneath  the  scalp,  and  very  soon 
there  was  sloughing  of  this  part  extending  over  more  than  one- 
third  of  the  vault  of  the  cranium,  down  the  neck,  and  in  front  of 
the  ear.  The  little  one,  a  small  child  at  best,  emaciated  rapidly, 
was  fed  from  the  spoon,  and,  to  all  appearances,  was  rapidly 
sinking.  A  troublesome  diarrhea  developed  and  a  semi-coma- 
tose state  was  present.  The  gravity  of  the  case  was  appreciated 
and  the  death  of  the  child  was  looked  for  from  day  to  day.  Tinc- 
ture of  iron  in  two-drop  doses  was  given  every  two  hours,,  and 
stimulants,  in  the  form  of  brandy  and  whiskey  with  milk,  were 
freely  exhibited.  The  diet  was  regulated  with  a  view  to  relieve 
the  diarrhea.  Locally  antiseptic  washes  were  applied,  and 
later  zinc  cerate  was  freely  used.  More  than  two  months  passed 
before  improvement  in  the  surface  denuded  by  the  loss  of  the 
scalp  was  noticeable,  and  through  the  long,  hot  days  in  August 
the  little  thing,  clothed  only  in  her  napkin,  was  truly  a  pitiable 
object.     The  low  vitality,  intensified  by  the  suppurating  sur- 
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face  and  the  diarrhea,  made  the  prognosis  bad  until  the  cooler 
days  of  autunm,  when  improvement  rapidly  advanced  and  by  the 
middle  of  October  the  head  had  nearly  healed,  the  child  was 
growing'and  gaining  strength,  the  diarrhea  ceased,  and  the  little 
one  is  now  the  picture  of  health.  A  large  scar  remains  on  the 
side  of  the  head,  but  is  becoming  less,  and  the  hair  seems  to  be 
encroaching  on  this  bare  surface.  The  cicatrix  does  not  indicate 
half  the  extent  of  the  diseased  surface. 

In  all  my  experience  I  cannot  recall  a  case  which  showed  so 
many  unpromising  symptoms.  The  extent  of  surface  involved, 
the  severity  of  the  disease,  the  extensive  sloughing  of  the  scalp, 
the  profuse  diarrhea,  the  inability  to  take  food  on  account  of  the 
extreme  exhaustion,  the  excessive  and  continuous  heat  of  the 
weather,  and  the  age  of  the  child  make  up  a  case  which  it  will 
seldom  fall  to  the  lot  of  a  physician  to  encounter.  And  yet  the 
outcome  of  the  case  encourages  us  to  persevere  in  the  treatment 
of  cases  which  to  all  appearances  are  practically  hopeless. 
Rotch^  writes:  "When  erysipelas  occurs  before  the  end  of  the 
third  week  the  infant  seldom  lives,  and,  indeed,  it  is  a  most  dan- 
gerous disease  up  to  the  end  of  the  third  or  fourth  month. ' '  No 
one  will  have  the  temerity  to  say  that  this  gifted  writer  is  too 
pessimistic  in  his  views. 

During  my  absence  from  the  city  for  a  brief  period  in  July 
my  friend  Dr.  Balloch  kindly  looked  after  the  little  patient  for 
me  and  is  able  to  corroborate  what  I  have  written  concerning 
the  gravity  of  the  case. 

1133  Twelfth  street,  N.  W. 


IODOFORM    AND    CARBOLIC-ACID    INTOXICATION. ^ 


I.  S.  STONE,  M.D. 
Washington,  D.  C. 


We  have  observed  in  some  patients  a  peculiar  susceptibility 
to  the  effect  of  iodoform  and  carbolic  acid.  The  very  general 
use  of  these  agents  in  obstetrical  and  surgical  practice,  and  the 

*  Pediatrics,  p.  513. 

Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
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firm  reliance  placed  upon  them  in  certain  cases  by  the  profes- 
sion, render  it  very  important  that  all  should  know  that  their 
use  is  not  without  danger.  The  use  of  sublimate  vaginal  or 
intrauterine  douches  has  long  been  known  as  the  cause  of  very 
dangerous,  if  not  fatal,  results.  So  with  the  drugs  now  under 
discussion,  we  believe  their  use  is  not  altogether  without  harm, 
and  even  danger,  to  the  life  of  those  subjected  to  their  use.  It 
is  my  intention  in  this  paper  to  call  attention  to  the  poisonous 
effect  of  these  two  drugs  in  surgical  and  obstetrical  practice 
when  used  in  the  form  of  douches,  lotions,  or  anj^  application  as 
a  surgical  dressing,  etc.,  but  not  from  internal  administration. 
AVe  believe  that  iodoform  has  a  decidedly  important  place  in  the 
hands  of  the  general  surgeon,  and  especially  in  some  cases  of 
bone  surgery.  But  the  obstetrician,  gynecologist,  or  abdominal 
surgeon  can  dispense  with  the  drug  in  nearly  every  instance  in 
which  it  was  formerly  employed  by  all  and  is  still  employed  by 
some.  There  can  be  no  reasonable  doubt  but  that  iodoform  does 
delay  the  growth  of  putrefactive  and  perhaps  other  bacteria. 
For  instance,  iodoform  gauze  packing  in  the  vagina  after  a 
hysterectomy  may  remain  longer  in  situ  than  the  plain  gauze. 
But  even  this  has  not  prevented  its  use  from  being  almost  en- 
tirely abandoned  by  many  surgeons.  At  the  Columbia  Hospi- 
tal and  in  my  private  work  iodoform  is  never  used.  All  clean 
wounds  heal  just  as  quickly  without  as  with  the  offensive,  odor- 
ous drug,  and  we  are  almost  ready  to  say  iodoform  has  no  place 
in  gynecological  or  obstetrical  practice. 

The  following  eases  are  illustrative  of  some  of  the  dangers 
resulting  from  the  use  of  these  drugs,  although  the  patient  in 
each  instance  may  have  been  sensitive  to  the  action  of  the  poison. 

Case  I.  Iodoform  Intoxication. — Mrs.  W.,  aged  40.  Enu- 
cleation of  adherent  uterine  adnexa,  and  operation  October  25, 
1894.  for  removal  of  cysts  of  broad  ligament  with  the  uterus, 
leaving  the  pelvis  almost  entirely  denuded  of  peritoneum.  lodo- 
form-gauze  packing  suf6cient  to  fill  the  pelvis  and  hold  the 
viscera  above  the  denuded  area.  The  patient  had  been  operated 
upon  three  times  by  others,  once  by  laparatomy  and  twice  by 
vaginal  puncture,  and  the  radical  operation  was  considered 
necessarily  very  dangerous.  She  bore  the  operation  very  well, 
and  we  had  every  reason  to  think  her  prospects  for  recovery  very 
good.  But  she  gradually  grew  worse,  and.  without  apparent 
cause,  became  delirious  and  in  fact  maniacal.  Her  condition 
was  attributed  at  the  time  to  sepsis,  but  there  was  absolutely  no 
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cause  for  the  assertion.  She  had  not  an  infectious  purulent 
condition,  to  begin  with,  and  there  was  no  pus  or  other  indica- 
tion of  infection  due  to  inoculation  at  the  time  of  the  operation. 
In  som«  respects  her  condition  resembled  that  of  typhoid  fever. 
The  tongue  was  brown  and  dry.  The  pulse  was  rapid  (140) 
and  the  temperature  not  very  high  (100°  to  100.5°  average),  as 
shown  by  the  chart,  and  were  not  indicative  of  that  disease. 
The  chart  shows  a  very  high  rise  at  the  time  of  death  (104|°). 
The  gauze  was  very  gradually  withdrawn  per  vaginam  and  all 
removed  by  the  seventh  day.  The  patient  should  have  been  well 
by  the  time  the  gauze  Avas  removed,  or  at  least  out  of  danger,  but 
instead  of  this  appeared  to  be  dying  of  such  peculiar  symptoms 
as  were  altogether  inexplicable  to  the  medical  attendant.  Her 
bowels  were  easily  moved,  there  was  no  sign  of  peritonitis,  nor 
was  there  nephritis  or  uremia.  All  other  diseases  were  excluded, 
and  no  satisfactory  explanation  was  made  of  her  condition,  as 
no  one  suspected  the  cause  of  her  mania  and  death,  which  we 
now  think  were  due  to  the  use  of  iodoform.  She  died  Novem- 
ber 1,  or  two  weeks  after  operation.     No  autopsy  allowed. 

Case  II.  Iodoform  Intoxication. — Mrs.  B.,  sent  by  Dr.  P.  S. 
Roy.  Nephroptosis.  Operation  April  14,  1900.  Operation 
through  the  usual  loin  incision.  The  kidney  was  brought  out 
of  the  wound,  carefully  stripped  of  its  fatty  capsule,  and  re- 
turned within  the  incision.  The  capsule  was  brought  forward, 
all  excess  cut  away,  and  sutured  to  the  fascia  and  peritoneum, 
forming  a  sling  for  the  kidney.  Within  this  improvised  sling, 
made  of  the  capsule,  iodoform  gauze  was  packed  until  sufficient 
support  was  given  the  Iddney  from  below  and  in  front  of  the 
organ.  On  the  third  day  after  the  operation  the  patient's  con- 
dition grcAV  unsatisfactory.  There  was  a  dull,  lethargic,  almost 
listless  mentality.  She  gave  every  appearance  of  in roxi cation 
due  to  sepsis,  malaria,  uremia,  or  some  other  serious  condition. 
The  urine  was  examined  and  found  of  high  specific  gravity, 
without  furnishing  any  evidence  of  nephritis.  In  fact,  every 
care  was  taken  to  ascertain  the  cause  of  her  peculiar  illness,  at 
first  without  success.  Her  pulse  became  greatly  accelerated, 
reaching  120  and  130,  and  her  temperature  ran  from  100°  to 
101°,  not  higher.  The  gauze  was  removed  on  the  seventh  day 
(it  is  usually  allowed  to  remain  six  days  or  longer,  as  originally 
suggested  by  Dr.  Senn).  Not  a  drop  of  pus  was  discovered  at 
any  time  during  her  recovery,  and  she  improved  slowly  after 
the  removal  of  the  gauze,  all  of  her  symptoms  having  disap- 
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peared  at  the  end  of  the  second  week.  She  made  an  excellent 
recovery  from  the  nervous  and  gastric  symptoms  which  neces- 
sitated the  operative  treatment.  Her  urine  was  examined  twice 
for  iodine  with  the  mercuric  chloride  test,  and  a  fair  result  ob- 
tained, showing  the  presence  of  iodine  in  small  quantity.  The 
test  was  not  applied  until  some  time  after  the  removal  of  the 
gauze,  and  hence  was  not  a  fair  test  of  the  amount  originally 
present. 

Case  III. — The  following  case  is  illustrative  of  carbolic-acid 
poisoning:  Mrs.  B.  had  an  abortion  and  following  this  a  rise 
of  temperature  which  gave  her  physician  some  anxiety,  and  the 
writer  was  called  to  perform  a  curettement.  This  little  opera- 
tion was  done  with  sharp  curette  and  a  strong  solution  of  car- 
bolic acid  applied  to  the  whole  interior  of  the  uterus.  In  about 
five  minutes  the  patient  grew  delirious  and  very  dizzy.  She  de- 
clared she  felt  the  bed  rocking,  and  was  greatly  alarmed  at  her 
own  condition.  Her  pulse  was  rapid  and  rather  small  and 
weak.  At  first  Ave  thought  her  condition  due  to  syncope,  but 
such  was  not  the  case.  The  symptoms  continued  for  something 
over  an  hour  before  either  of  her  attendants  could  leave,  and, 
having  seen  such  symptoms  before,  I  have  no  doubt  they  were 
due  to  rapid  absorption  of  the  carbolic  acid. 

Case  IV.— ]\Irs.  F.,  white,  aged  80,  a  healthy  and  vigorous 
woman,  was  delivered  of  twins  February,  1901.  Four  days 
afterward  she  had  a  rise  of  temperature  to  102°  p.m.  Pulse 
somewhat  accelerated.  No  symptoms  of  sepsis  save  the  fever 
and  an  odorous  lochia.  No  pain,  soreness,  etc.  An  intrauterine 
douche  of  1 :2000  bichloride  of  mercury,  followed  by  one  of  car- 
bolic acid  in  large  amount,  introduced  into  the  uterus  twice  daily 
for  four  days.  The  odor  was  greatly  improved  by  the  treat- 
ment and  the  temperature  promptly  reduced.  The  first  chill 
occurred  thirty  minutes  after  the  first  intrauterine  douche,  and 
two  slight  chills  subsequent  to  this  on  each  day,  making  three 
chills  in  all. 

The  first  visit  paid  by  the  essayist  was  on  Saturday,  February 
9,  six  days  after  her  delivery.  The  family  physician  had  be- 
come alarmed  at  the  supposed  septic  condition,  although  the 
temperature  was  subnormal  on  the  occasion  of  his  morning  visit, 
and  was  normal  at  three  p.m.,  the  time  of  consultation.  The 
patient's  pulse  was  very  rapid  and  irregular,  although  no  sign 
of  endocarditis  or  pericarditis,  etc.,  could  be  discovered.  The 
patient  had  been  having  for  at  least  three  days  symptoms  of  a 
most  peculiar  character.     She   thought  her  bed  was  swaying 
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about,  and  was  unable  to  rid  herself  of  this  delusion,  although 
her  mind  was  otherwise  perfectly  clear.  Her  face  in  the  morn- 
ing was  very  pale  and  the  pupils  of  her  eyes  widely  dilated. 
The  patient  had  not  had  an  intrauterine  douche  of  carbolic  acid 
for  thirty-six  hours  previous  to  our  consultation,  although  the 
vaginal  injections  had  been  continued.  As  the  patient  was  with- 
out fever  and  was  very  much  improved  in  every  way  since  the 
morning  visit  of  her  physicians,  it  was  suggested  that  all  medi- 
cation be  discontinued  until  the  effect  could  be  noted.  A  small 
dose  of  morphia  with  atropia  was  suggested,  if  any  medicine 
was  indicated  to  compose  the  patient.  It  should  have  beeu 
stated  above  that  her  urine  had  become  scanty  and  "dark" 
colored,  although  not  "smoke"  colored.  We  could  make  no 
examination  of  the  urine,  as  none  could  be  obtained.  The  pa- 
tient soon  recovered  from  her  illness,  having  no  further  trouble 
after  her  heart  resumed  its  normal  rhythm,  which  was  about 
thirty-six  hours  after  the  consultation. 

The  subsequent  history  of  this  case  is  shown  in  the 
following  record  received  from  her  physician:  "Monday,  8:30 
A.M.:  Temperature  96.5°,  heart  feeble,  intermittent  pulse. 
Monday,  5:30:  Temperature  97°,  heart  ditto.  Tuesday,  8:30: 
Temperature  97°,  heart  ditto.  Tuesday  p.m.:  Temperature 
97°,  heart  free  from  intermission,  feeble  but  regular.  Wednes- 
day A.M. :  Temperature  97.5°,  heart  improved,  and  on  Wednes- 
day evening  temperature  became  normal,  heart  ditto,  and  she 
was  steadily  improving.  I  have  no  doubt  of  the  correctness  of 
diagnosis,  as  I  have  never  had  a  case  of  sepsis  which  presentctl 
the  same  peculiar  symptoms.  It  has  taught  me  a  'new  wrinkle.'  " 

These  cases,  I  am  in  candor  obliged  to  admit,  furnish  less  ac- 
curate information  than  we  desire,  but  they  serve  to  strengthen 
a  resolution  which  we  made  long  since  in  surgical  and  obstetrical 
work,  to  avoid  the  use  of  these  agents  whenever  possible  to  do  so. 
The  list  of  charges  against  both  drugs  is  a  long  one.  I  have  only 
indicated  the  advisability  of  exercising  great  caution,  but  believe 
we  can  dispense  with  these  agents  in  a  vast  majority  of  instances 
in  both  surgical  and  obstetrical  work,  if  we  would  only  stop  to 
reflect  that  very  much  mischief  is  possible  in  such  routine  treat- 
ment as  many  physicians  practise. 

Cases  of  fatal  iodoform  poisoning  are  reported  in  Sojon'.^ 
Manual.  The  symptoms  point  to  cerebral  disturbance,  head- 
aches, hallucinations,  and  melancholia;  occasional  dilatation  df 
pupils,  but  again  the  opposite  condition  of  contracted  pupil  is 
observed.  The  pulse  is  always  greatly  accelerated,  ranging  from 
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130  to  150  per  minute.  The  temperature  is  elevated.  The  pa- 
tients have  nausea  and  vomiting,  dizziness  and  confusion  of 
ideas.  Later  on  they  become  lethargic  and  have  paralysis  of 
sphincters.  Dermic  irritation  is  often  observed  and  we  need  not 
consider  that  further.  The  sole  test  for  iodoform  intoxication 
appears  to  be  one  for  iodine  in  the  urine.  This  test  was  tried  in 
the  case  of  ]Mrs.  B.  and  showed  that  iodine  Avas  present. 

Dogs  experimented  upon  by  Koriandere  with  iodoform  had 
nephritis.  The  glomeruli  were  found  inflamed.  The  liver  was 
found  undergoing  fatty  degeneration. 

One  author  says^  that  iodoform  causes  peritoneal  adhesions, 
and  that  experiments  upon  animals  prove  that  the  use  of  iodo- 
form within  the  peritoneal  cavity  is  fraught  with  the  greatest 
danger.  Some  observers  notice  a  scarlatinaform  or  erythema- 
tous eruption.  One  of  my  cases  had  the  latter  form  of  skin  ex- 
anthem. 

The  symptoms  of  carbolic-acid  poisoning  are  doubtless  well 
known  to  the  medical  profession,  but  there  is  a  peculiar  effect  of 
the  poison  when  taken  internally  which  is  full  of  interest  not 
only  to  the  physician  but  the  criminologist.  Persons  having 
swallowed  large  doses  which  usually  produce  death  are  overcome 
by  the  drug  quicld}^;  and  the  effect  is  much  like  that  produced 
by  some  cerebral  or  cerebro-spinal  intoxicant.  The  use  of  the 
drug  by  suicides  is  a  proof  that  its  action  is  at  least  more  than 
that  of  a  mere  caustic,  having  a  local  effect  only.  In  the  two 
cases  mentioned  in  this  report  this  effect  was  marked,  and  we 
are  disposed  to  believe  the  rapid  absorption  of  the  drug  from 
the  raw  surface  of  the  interior  of  the  uterus  had  the  same 
effect  as  that  produced  by  its  internal  administration. 


A  CATHETER. 


F.    F.    SIMPSON,    M.D., 
Pittsburg.   Pa. 


(With  illustration.) 


The  distressing  symptoms  consequent  upon  retention  of  urine 
from  anj"  cause,  and  the  serious  results  which  occasionally  fol- 
^  Sajou's  Manual,  vol.  iv.,  1899. 
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low,  are  familiar  to  all.  To  afford  immediate  relief  and  to  pre- 
clude complications,  catheters  designed  in  accord  with  the  nor- 
mal variations  incident  to  sex,  and  with  abnormal  conditions 
consequent  upon  gross  lesions,  were  long  ago  devised  and  are 
admirably  suited  to  the  work  for  which  they  were  intended. 

Progress  in  pelvic  surgery  has  of  late  years  added  another 
indication  for  a  special  catheter.  Vaginal  hysterectomy  by  the 
clamp  method  is  being  done  with  great  frequency  the  world 
over.  The  clamps  and  the  pelvic  and  vaginal  gauze  are  left  in 
position  for  many  hours.  During  that  time  the  bladder  is  usu- 
ally displaced  and  the  urethra  is  distorted  and  partially  com- 
pressed. The  glass  catheters  usually  employed  for  women  are 
very  nearly  straight  and  they  cannot  be  introduced  without  dis- 
comfort and  often  slight  injury  to  the  soft  parts.  It  is  very 
often  impossible  to  pass  a  soft-rubber  catheter,  and  manifestly 


Short  catheter  curved  for  use  after  vaginal  hysterectomy — clamp  method. 


unwise  to  insert  a  silk  one,  the  sterilization  of  which  is  always 
questionable. 

After  being  confronted  by  these  conditions  a  number  of  times,, 
and  after  reviewing  the  mechanical  difficulties  met  with,  a  glass 
catheter  was  curved,  so  that  its  inner  portion  formed  approx- 
imately a  120°  arc  of  a  circle  whose  radius  was  abouv  one  inch. 
To  facilitate  drainage  of  the  bladder,  the  outer  par:  of  the 
catheter  was  then  bent  in  the  direction  of  a  prolonged  radial 
line,  and  then  slightly  to  the  right  or  left,  so  as  to  avoid  contact 
with  external  dressings.  The  end  was  cut  short  and  a  soft-rub- 
ber tube  attached. 

We  have  since  employed  these  catheters  in  a  large  number  of 
cases  with  ease  and  comfort,  in  fact  with  entire  satisfaction.  I 
therefore  commend  them  to  those  who  seek  to  lessen  the  discom- 
forts incident  to  operation. 

524  Penn  avenue. 


100  TRAXSACTIONS   OF    THE 


TRANSACTIONS    OF    THE    SECTION  ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  October  17,  1901. 

John  C.  Da  Costa,  M.D.,  in  the  Chair. 

A  paper 

on  intestinal  anastomosis,  with  illustration  of 
methods  and  instruments/ 

was  read  by  invitation  by  Dr.  Oscar  H.  Allis. 

Dr.  McReynolds.— Dr.  Allis  has  given  to  the  medical  pro- 
fession something  that  will  be  of  the  greatest  value.  I  had  the 
opportunity  to  see  both  operations.  The  first  could  not  have 
been  on  a  worse  subject.  These  tenacula  make  it  possible  to 
do  the  end-to-end  anastomosis  quickly,  accurately,  and  firmly. 
Heretofore  the  nearest  approach  to  a  perfect  instrument  was 
that  invented  by  Dr.  O'Hara,  but  his  forceps  are  liable  to  get 
out  of  order.  Within  the  last  few  weeks  I  tried  to  use  his  for- 
ceps, but  found  they  had  been  spoiled  by  boiling,  and  was 
forced  to  use  the  iMurphy  button.  Had  I  had  these  little  for- 
ceps of  Dr.  Allis  I  could  have  done  an  end-to-end  anastomosis 
more  quickly  and  I  could  have  been  more  sure  of  the  result,  al- 
though in  this  case  the  iMurphy  button  passed  without  trouble. 

AVhen  I  first  saw  these  tenacula  which  Dr.  Allis  has  shown,  I 
thought  the  same  principle  might  be  used  for  other  forceps. 
It  always  has  been  difficult  to  get  forceps  for  use  in  gyneco- 
logical work  that  will  hold  without  being  pulled  off.  I  have 
therefore  had  tenacula  made  on  this  same  principle.  I  have 
them  with  me  and  would  like  to  submit  them  to  the  members 
for  examination.  I  think  the  forceps  answer  every  purpose  in 
gynecology.  They  take  the  place  of  the  double  tenaculum  and 
■will  not  injure  the  tissues  as  much  as  that  instrument  or  the 
shepherd's  crook.  As  the  instrument-maker  said  to  me,  Di. 
Allis  has  invented  an  instrument  which  will  revolutionize  ten- 
acula. 

Dr.  R.  C.  Norris.  — The  plan  of  Dr.  Allis  seems  to  me  a  very 
attractive  one.  The  only  queries  in  the  way  of  criticism  oc- 
curring to  me  are :  Is  it  desirable  to  use  the  continuous  stitch 
and  to  puncture  all  the  walls  of  the  gut?  Is  there  any  danger 
to  be  feared  from  each  stitch  puncturing  the  mucous  coat  of 
the  bowel?  What  is  the  danger  of  puncture  or  laceration  of 
the  bowel  with  these  tenacula '/  Whether  a  continuous  suture, 
in  making  anastomoses,  secures  firmer  and  more  accurate  ap- 
position than  the  interrupted  suture  is,  I  think,  an  important 

'  See  origitial  article,  p.  60. 
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question  in  technique.  Is  the  continuous  suture  not  likely  to 
be  sewn  too  tightly  and  more  liable  to  produce  strangulation 
than  the  mattress  suture  ?  These  are  details  in  technique  which 
are  sufficiently  important  to  discuss.  The  principle  involved 
in  Dr.  Allis'  method  is  certainly  interesting,  and  appeals  to 
me  as  a  very  rapid  method,  useful  in  an  emergency. 

Dr.  H.  D.  Beyea.— I  would  like  to  say  in  defence  of  the 
O'Hara  forceps  that  I  have  kept  them  for  two  years  and  have 
never  yet  found  them  out  of  order.  Some  of  the  first  were  not 
of  as  good  quality  as  the  more  recent  ones,  and  it  may  have 
been  with  one  of  these  that  Dr.  McEeynolds  had  his  unsatis- 
factory experience.  Also,  it  must  be  remembered  that  they 
are  delicate  instruments,  not  to  be  handled  carelessly  or  t^visted 
out  of  shape. 

I  think  Dr.  Allis'  plan  is  an  excellent  one,  and  especially  the 
"basting"  principle.  I  would,  however,  prefer  the  O'Hara 
forceps  for  the  advantage  that,  when  applied,  no  fecal  con- 
tents are  allowed  to  escape  from  the  intestines  into  the  field  of 
operation. 

As  to  Dr.  Norris'  objection,  I  think  the  crushing  of  the  intes- 
tines along  the  course  of  the  forceps  is  just  at  the  very  edge, 
includes  only  about  a  sixteenth  of  an  inch,  and  as  this  is  in- 
verted into  the  intestine  I  cannot  see  how  it  can  do  any  harm. 
In  the  very  few  cases  I  have  seen  the  suturing  has  been  done 
without  this  basting  or  instrument  of  any  sort.  In  one  of  them 
the  continuous  silk  suture  was  introduced  through  the  coats  of 
the  bowel  and  it  did  not  cause  trouble.  From  my  slight  ex- 
perience I  would  say  that  the  through-and-through  suture  would 
not  do  harm. 

Dr.  John  C.  Da  Costa.— Some  months  ago  Dr.  Allis  showed 
me  these  forceps.  I  was  so  struck  Avith  their  adaptability,  not 
only  to  intestinal  anastomoses  but  to  general  work,  that  I  had 
sets  of  them  made,  with  the  result  that  I  was  able  to  discard 
several  special  instruments.  I  have  used  them  principally  in 
gynecological  work.  AYe  all  know  how  easily  in  doing  a  celi- 
otomy the  peritoneum  is  torn  from  the  wall  of  the  abdomen. 
Since  using  these  instruments  it  has  been  my  routirie  practice 
to  grip  the  peritoneum  and  muscle  together,  and  I  have  no 
trouble  from  their  separation,  and  no  damage  is  done  to  the 
tissues.  This,  as  well  as  his  hemostatic  forceps,  is  a  great  ad- 
vance on  the  ordinary  hemostatic  forceps.  We  know  the  lia- 
bility to  cut  the  blood  vessels  in  opening  the  abdomen,  and 
that  the  tissues  are  often  devitalized  and  put  in  a  condition 
to  break  down  when  caught  by  the  ordinary  tissue  forceps; 
these  tenacula  and  Dr.  Allis'  hemostatic  forceps  do  not  produce 
that  condition.  These  hemostatic  forceps  served  me  in  good 
stead  in  a  recent  hysterectomy.  After  I  had  removed  the  uterus 
I  found  an  artery  spurting,  which  I  made  four  or  five  attempts 
to  catch  with  the  ordinary  hemostatic  forceps,  but  failed.  With 
the  Allis  forceps  I  accomplished  it  with  the  first  attempt. 
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With  regard  to  the  throiigh-and-throrgh  sutures  of  the  in- 
testine, it  Avill  be  noticed  that  the  puncture  made  by  Dr.  Allis 
with  the  tenaculum  forceps  was  on  the  inside  of  the  bowel  and 
inside  of  his  stitches.  With  regard  to  puncturing  the  bowels, 
I  have  not  had  to  do  an  intestinal  anastomosis  since  having 
these  forceps,  but  have  had  to  sew  up  several  holes  in  the 
bowels,  and  I  must  say  it  would  puzzle  a  better  man  than  I  am 
to  always  hit  the  middle  of  the  mucous  layer  of  the  intestine. 

Dr.  Allis  (closing). — The  President  has  answered  Dr.  Norris' 
questions  quite  as  well  as  I  could.  I  would  not  close  the  in- 
testinal wound  after  an  operation  if  I  thought  I  had  impreg- 
nated the  surrounding  parts  with  any  of  the  gut  contents.  The 
steps  of  preparing  the  field  of  operation,  packing  gauze  about  the 
intestines,  etc.,  have  not  been  included  in  the  paper,  but  Dr.  F. 
G.  Connell,  Avriting  from  Chicago,  says  he  has  performed  the 
operation  in  eighteen  cases  in  which  he  has  used  a  similar 
method  of  suturing  the  bowel.  There  is  a  small  amount  of  ex- 
posure to  infection  in  the  method  that  I  have  given,  which  I  be- 
lieve is  trifling,  but  at  the  same  time  there  are  occasions  when 
these  instruments  will  serve  a  purpose  when  possibly  others 
might  not  be  so  efficient.  In  seizing  the  bowel  ends  and  sewing 
adjacent  parts  together  by  a  through-and-through  suture,  the 
instruments  and  thread  may  become  soiled,  but  approximated 
parts  do  not.  My  experience  has  taught  me  that  there  is  little 
to  fear  from  the  through-and-through  suture,  and  I  should  at- 
tribute any  mishap  more  to  the  want  of  firm  closure  of  the  wound 
than  to  infection  produced  by  handling  or  by  instruments.  I 
repeat  that  I  am  exceedingly  obliged  for  the  courteous  manner  in 
which  my  remarks  have  been  received. 

Dr.  H.  D.  Beyea  read  a 

REPORT  OF  A   CASE  OF   EXTRAUTERINE  PREGNANCY,   ENCAPSULATION 

OF    THE   FETAL   BONES   FOR    THREE   AND    A    HALF    YEARS,    WITH 

ATTEMPTED  EXTRUSION   OF  THE   SAME   INTO   THE   RECTUM. 

The  continuation  of  extrauterine  pregnancy  to  an  advanced 
stage,  with  death  of  the  fetus,  maceration  and  encapsulation  of 
the  fetal  bones  in  the  abdominal  cavity  for  a  period  of  years,  is 
now  very  rarely  observed.  The  acuteness  of  the  modern  surgeon 
determines  a  diagnosis  of  this  condition  early  and  he  at  once 
resorts  to  operation.  I  have  thought,  therefore,  that  the  follow- 
ing case  would  be  of  interest  to  the  members  of  the  Section. 

Mrs.  N.  E.  Y.,  37  years  of  age,  housewife,  was  admitted  to 
the  Gynecean  Hospital  on  October  10.  She  is  the  mother  of 
one  child,  now  15  years  of  age,  and  has  had  one  miscarriage. 
The  menstrual  function  was  established  at  12  years  of  age  and 
appeared  regularly  and  normally,  lasting  five  days.  For  twelve 
years  the  patient  has  complained  of  some  pain  in  the  lower  ab- 
domen, particularly  the  left  side,  but  not  of  sufficient  severity 
to  distinctly  interfere  with  her  health.     About  three  and  a  half 
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years  ago,  after  the  menstrual  function  had  been  absent  for 
three  months,  she  discovered  what  she  describes  as  a  tender 
lump  in  the  left  lower  abdomen.  The  lump  gradually  increased 
in  size,  and  at  the  time  of  each  menstrual  period  she  would  be 
taken  ^vith  severe  pain  in  the  abdomen,  mostly  over  the  lump, 
lasting  generally  three  days.  The  menstrual  function  remained 
absent  and  the  tumor  steadily  increased  in  size  for  the  succeed- 
ing seven  months,  until  the  abdomen,  she  believes,  was  the  size 
of  that  at  full-term  pregnancy.  At  the  tenth  month  the  men- 
strual function  returned  and  Avith  very  severe  pain.  The  ab- 
domen remained  about  the  same  size  for  a  year  and  then  grad- 
ually grew  smaller  until  no  lump  could  be  felt  by  the  patient. 
Her  health  then  improved  and  she  resumed  her  duties.  In  the 
fall  of  1900  she  entered  one  of  the  hospitals  of  this  city,  where 
a  diagnosis  of  myoma  of  the  uterus  was  made  and  operation  ad- 
vised. She  became  frightened  and  left  the  hospital.  In  Decem- 
ber, 1900,  more  than  three  years  after  the  onset  of  the  trouble, 
an  attack  of  pain  was  followed  by  the  discharge  of  blood  and 
pus  from  the  bowel.  Then  she  began  to  have  diarrhea,  which 
persisted  with  considerable  pain  up  to  the  time  she  entered  the 
hospital.  She  has  been  more  or  less  confined  to  bed  ever  since 
this  accident  in  December. 

Upon  making  a  vaginal  examination  I  found  the  uterus  mov- 
able, but  displaced  bodily  forward  by  a  hard,  irregular  mass 
extending  from  the  pehnc  wall  on  the  right  nearly  across  the 
pelvis  and  filling  Douglas'  cul-de-sac.  It  was  evident  that  it 
was  not  a  tumorous  formation  of  the  ovary  or  uterus  or  any 
form  of  tubal  disease.  On  making  a  rectal  examination  an 
opening  the  size  of  a  quarter  of  a  dollar  could  be  felt  in  the 
anterior  wall  of  the  bowel,  through  which  were  protruding  masses 
of  bony  tissue.  The  diagnosis  of  old  extrauterine  pregnancy 
was  thus  easily  made. 

Last  Friday  celiotomy  was  performed.  Both  tubes  and  ova- 
ries were  found  diseased  and  densely  adherent  to  the  underlj^- 
ing  mass.  The  mass,  which  occupied  a  position  in  front  of  the 
rectum  and  extending  to  the  pelvic  wall  on  the  right,  was 
opened,  and  one  after  another  the  bones  of  the  fetal  si;elcton 
were  removed.  The  adhesions  to  the  tubes  and  oviries  were 
separated  and  both  adnexa  removed.  The  opening  in  the  bowel 
was  at  the  greatest  depth  of  the  cul-de-sac.  and  I  therefore 
found  it  impossible  to  close  it  by  direct  suture.  The  c  orlying 
tissue,  however,  was  sutured  over  it,  so  as  to  shut  off  this  opening 
from  the  peritoneal  cavity.  A  gauze  Mikulicz  drain  was  then 
introduced  over  the  position  of  the  sutures  which  closed  the 
opening  in  the  bowel.  The  abdomen  was  closed  with  mass  su- 
ture. The  patient  has  thus  far  made  a  normal  convalescence, 
except  that  after  the  removal  of  the  drain  on  the  fourth  day 
there  was  a  small  amount  of  fecal  discharge  through  the  dra lin- 
age tract.  This,  however,  is  nothing  more  than  one  could  ex- 
pect.    The  temperature  and  pidse  to-day  are  about  normal. 
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Dr.  R.  C.  Norris.— This  is  an  exceedingly  interesting  case.  ii. 
is  very  rare  at  this  day  for  an  operator  to  meet  with  a  case 
of  extrauterine  pregnancy  neglected  surgically  for  so  long  a 
period.  I  would  like  to  ask  Dr.  Beyea  if  there  was  anything  in 
the  woman's  history  to  indicate  the  date  of  rupture  of  the  tube. 
The  abdominal  operation  shoM^ed  the  advantage  of  dealing  with 
a  case  of  this  kind  through  an  abdominal  incision.  The  finding 
of  a  cavity  communicating  with  the  rectum  would  suggest  to 
some  surgeons  the  advisability  of  vaginal  puncture,  to  see  what 
could  be  done  without  opening  the  peritoneal  cavity,  but  the 
conditions  found  show  the  very  great  advantage  of  the  abdom- 
inal route.  The  most  advanced  case  of  extrauterine  pregnancy 
I  have  ever  seen  was  of  eighteen  weeks'  duration.  The  bones  of 
the  fetus  corresponded  to  that  period  of  development.  The  pa- 
tient was  seen  shortly  after  the  death  of  the  fetus.  The  tem- 
peritture  was  high.  The  infection  of  the  sac  had  not  lasted  for 
a  sufficient  length  of  time  to  induce  suppuration  and  attempts 
on  Nature's  part  to  effect  discharge  by  ulceration  into  the  bowel 
or  bladder. 

Dr.  Beyea. — In  answer  to  Dr.  Norris'  question  regarding  in- 
dication of  rupture  of  the  tube,  both  tubes  were  closed;  were 
those  of  a  salpingitis.  There  was  no  indication  of  the  position 
of  the  rupture ;  the  appearance  was  that  of  there  having  been 
a  secondary  ovarian  pregnancy,  but  in  all  probability  it  was  a 
case  of  primary  tubal  pregnancy. 

REPORTS  OP   cases. 

Dr.  R.  C.  Norris.— I  would  like  to  report  an  interesting  case 
which  I  have  had  under  observation  at  the  Preston  Retreat. 
The  case,  a  primigravida,  was  the  first  one  of  violent  infection 
that  has  occurred  at  the  Retreat  since  I  have  been  in  charge — a 
period  of  seven  years.  The  patient  came  to  us  in  active  labor 
during  the  summer  while  I  was  away,  and  was  seen  by  my  assist- 
ant. There  was  a  flat  pelvis,  conjugate  diameter  nine  centi- 
metres, with  a  history  of  two  dead  babies.  Delivery  was  accom- 
plished with  forceps.  The  child  was  not  abnormally  large. 
There  was  the  liistory  that  she  had  been  in  labor  for  forty-eight 
hours.  There  had  been  no  strong,  active  bearing-down  pains. 
The  cervix  was  well  dilated  and  she  was  delivered  of  a  dead 
baby.  There  was  no  certainty  that  the  child  was  living  when 
the  forceps  Avas  applied.  On  the  third  day  she  developed  fever. 
A  culture  made  from  the  vaginal  and  uterine  secretions  showed 
streptococcus  infection.  The  temperature  on  the  third  day  was 
between  103°  and  104°.  She  developed  in  the  course  of  three 
days  intense  pain  in  the  legs,  soon  followed  by  double  phleg- 
masia, high  temperature,  and  feeble  pulse.  In  the  attempt  to 
secure  evacuation  of  the  bowels  it  was  necessary  to  administer 
an  enema  in  conjunction  with  purgative  medicines.  The  nurse 
called  my  attention  to  the  fact  that  there  seemed  to  be  a  dis- 
charge   from    the    vagina    which    was    fecal    in    character.     A 
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thorough  examination  of  the  entire  vaginal  canal  failed  to  find 
any  opening.  Being  a  case  of  streptococcus  infection,  and 
without  any  odor,  the  uterine  cavity  was  not  curetted,  but  on 
this  day  I  determined  to  emploj^  an  intrauterine  douche.  Be- 
fore inserting  the  douche  nozzle  I  passed  ray  finger  through  the 
cervix,  and  within  an  inch  and  a  half  of  the  external  os  I  found  a 
fistula  between  the  bowel  and  uterus,  M'ith  fecal  discharge 
through  the  lower  segment  of  the  uterus  into  the  vagina.  The 
woman  had  peritoneal  symptoms  with  a  pulse  of  140,  which 
made  the  advisability  of  a  prompt  operation  questionable.  We 
therefore  held  operation  in  reserve,  but  the  case  went  on  to  com- 
plete recovery.  The  fistula  closed  and  she  will  leave  the  institu- 
tion on  Saturday  of  this  week.  I  examined  her  this  morning 
and  found  complete  closure  of  the  opening.  There  is  some  in- 
flammatory exudate  back  of  the  lower  uterine  segment,  and  there 
is  no  doubt  but  that  the  bowel  is  attached  to  it. 

She  was  fortunate  to  get  well,  and  the  case  illustrates  what 
careful  and  systematic  stimulation,  together  \^dth  the  usual  treat- 
ment for  infection  by  means  of  cleanliness,  food,  salt  solution, 
and  nuclein,  will  accomplish  in  spite  of  serious  injury.  In  try- 
ing to  find  an  explanation  for  the  injury  I  have  decided  that 
there  can  be  but  one— that  the  head  rested  upon  the  undilated 
lower  segment  of  the  uterus,  pressed  against  the  sacral  promon- 
tory, and  gave  rise  to  pressure  necrosis.  There  must  have  been 
a  portion  of  the  intestine  caught  between  the  head  and  the  sacral 
promontory  that  sloughed  and  caused  the  fistulous  opening  in 
the  bowel.  I  would  like  to  ask  if  any  of  the  members  have  read 
of  a  similar  case. 

Dr.  McReynolds.— I  had  a  case  of  vesico-uterine  fistula  some 
time  ago.  The  child  was  delivered  with  forceps  after  the  woman 
had  been  in  labor  for  only  a  few  houre.  After  the  birth  of  the 
child  there  was  high  temperature,  and  the  attending  physician 
thought  she  had  typhoid  fever  and  sent  her  into  the  hospital. 
I  was  asked  to  see  her.  I  made  a  diagnosis  of  sepsis,  and, 
through  the  kindness  of  Dr.  Duer,  the  case  came  under  my  care. 
It  was  soon  apparent  that  the  woman  was  profoundly  septic, 
and  I  thought  in  addition  there  was  an  ordinary  vesioo-vaginal 
fistula.  On  account  of  the  great  tenderness  of  the  parts  I  was 
unable  to  make  at  first  a  thorough  examination.  After  recover- 
ing from  the  acute  symptoms  the  condition  was  disco^■erl■d  to  be 
a  vesico-uterine  fistula.  I  was  much  perplexed  as  to  the  best 
thing  to  do,  and  wondered  whether  it  was  possible  to  cure  such 
a  fistula.  I  put  her  upon  treatment,  and  to  get  the  bladder  in 
good  condition  washed  it  out  with  boracic  acid  solution.  Much 
to  my  surprise  the  opening  closed  and  she  made  a  good  recovery. 
The  perineum  was  badly  torn,  but  she  is  to  return  for  second 
operation.  When  she  left  the  hospital  she  had  perfect  control 
of  the  urine. 
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Stated  Meeting,  November  12,  1901. 
Malcolm  IMcLean,  IM.D.,  in  the  Chair. 

CANCER  OF  THE  OVARY. 

Dr.  W.  S.  Stone. — The  history  of  the  patient  from  whom 
these  tumors  were  removed  is  as  follows: 

Mrs.  B.,  admitted  to  the  General  IMemorial  Hospital  October 
14,  1901,  aged  47;  married  twenty-six  years;  Ilpara;  last  child 
twenty-three  years  ago;  both  labors  and  childbeds  normal;  no 
miscarriages.  Menstruation  began  at  12  years  of  age,  and  was 
of  the  normal  type  and  amount  until  one  year  ago.  Since  then 
she  has  flowed  profusely  every  month  twelve  to  fifteen  days, 
wath  pains  in  the  lower  al)domen,  more  severe  upon  the  right 
side.  Her  general  health  has  failed  and  she  has  lost  flesh. 
Lately  there  has  been  a  brownish  vaginal  discharge  between  the 
periods. 

Upon  admission  to  the  hospital  she  was  very  pale  and  some- 
what emaciated,  temperature  99°,  pulse  110.  Examination 
of  the  heart,  lungs,  and  kidneys  negative. 

The  condition  of  the  pelvic  organs  was  as  follows:  Cervix 
was  rather  large,  hard,  and  nodular.  External  os  admitted  one 
finger;  internal  os,  the  tip  of  the  finger.  The  uterine  body  felt 
enlarged,  slightly  retroverted,  and  turned  to  the  left.  There 
was  behind  and  to  the  right  a  rather  hard,  globular  mass,  about 
the  size  of  a  grape-fruit.  It  was  close  to  the  uterus  and  seemed 
to  be  adherent  to  it,  as  they  both  moved  together  slightly.  Diag- 
nosis: Cancer  of  the  uterine  body,  either  with  a  separate 
tumor  or  with  a  cancerous  involvement  of  the  right  broad  liga- 
ment. 

Operation  October  19,  1901.  First  the  uterine  vessels  were 
tied  and  bladder  separated  from  below.  The  abdomen  was  then 
opened  and  the  removal  of  uterus  and  tumor  completed  from 
above.  The  tumor  was  found  to  be  a  separate  affair,  and  pre- 
sented the  only  difficulty  in  the  operation  because  of  its  firm 
union  with  the  rectum.  The  operation  was  not  prolonged  and 
hemorrhage  was  slight,  but  the  patient  stood  the  procedure  badly 
and  an  intravenous  infusion  was  given  while  the  abdominal  wall 
was  being  closed.  She  quickly  rallied  and  made  an  uneventful 
recovery. 

The  uterus  was  considerably  enlarged  and  extremely  hard. 
There  is  presented  in  the  left  horn  a  small,  ragged  growth  which 
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in  the  fresh  state  was  very  soft  and  brain-like.  Its  histological 
structure  is  that  of  an  adenocarcinoma. 

The  tumor  is  a  solid  tumor  of  the  right  ovary  and  measured  in 
its  fresh  state  eight  by  nine  centimetres.  Its  cut  surface  was 
rather  liomogeneous  in  appearance,  and  its  outer  surface,  al- 
though slightly  irregular,  conformed  in  general  to  the  ovarian 
shape.  There  were  some  softened  areas  which  proved  histologi- 
cally to  be  necrotic  tissue.  In  many  places,  however,  it  pre- 
sented the  typical  picture  of  carcinoma.  A  portion  of  its  sur- 
face that  had  been  adherent  to  the  rectum  was  in  a  condition  of 
almost  purulent  inflammation,  as  shown  by  the  small  round-cell 
infiltration. 

The  right  tube,  as  well  as  the  left  tube  and  ovary,  were  nor- 
mal.    I  would  call  to  your  attention  as  points  of  chief  interest : 

1.  The  combination  of  separate  cancerous  tumor  of  the  uterus 
and  ovary. 

2.  Their  relation  to  each  other.  Winter^  in  the  discussion  of 
this  point  refers  to  the  fourteen  cases  of  Littauer  as  showing 
more  than  a  coincidence,  because  twelve  of  the  fourteen  occurred 
with  cancer  of  the  uterine  body — a  much  more  uncommon  condi- 
tion than  cancer  of  the  cervix.  The  uterus  has  been  considered 
the  primary  tumor  in  the  majority  of  the  recorded  cases,  owing 
to  its  very  extensive  involvement.  Two  such  cases  I  reported  in 
the  Netv  York  Medical  Journal  six  years  ago.  The  limited  in- 
volvement of  the  uterus  in  the  present  case,  however,  would 
appear  to  suggest  that  it  was  secondary.  The  necrotic  condition 
of  the  ovarian  tumor  and  its  strong  union  with  other  viscera 
would  also  suggest  this  view. 

3.  The  path  by  which  it  spread.  This  particular  case  would 
appear  to  be  a  contradiction,  as  the  uterine  growth  was  in  the 
left  horn  and  the  tumor  is  of  the  right  ovary. 

4.  The  particular  variety  of  ovarian  cancer  that  this  tumor 
represents;  that  it  is  not  of  the  more  common  papillary  kind, 
but  is  either  a  cancer  appearing  in  a  small  cystadenoma  or  a  true 
cancer  of  the  ovary,  starting  as  such. 

Dr.  Herman  J.  Boldt.— The  specimen  shown  by  Dr.  Stone 
sho^vs  the  relationship  that  has  been  pointed  out  a  n  imber  of 
times  by  various  observers  between  malignant  diseasr  of  the 
body  of  the  uterus  and  malignant  disease  of  the  ovary:  .or  that 
reason  I  have  always  advised,  in  doing  a  radical  operati  )n  for 
cancer  of  the  uterine  body,  to  invariably  remove  the  ovanes  be- 
cause of  the  not  infrequent  subsequent  involvement  of  tliese 
glands. 

Dr.  J.  EiDDLE  GoFFE.— As  Dr.  Boldt  has  just  stated,  the  speci- 
men seems  to  show  a  relationship  between  cancer  of  the  body  of 
the  uterus  and  cancer  of  the  ovary.  The  disease  is  more  ex- 
tensive in  the  ovary  than  in  the  uterus,  and  to  that  extent  the 
inference  would  be  that  it  began  in  the  ovary.  I  am  inclined, 
'Veit's    Handbuch   der  Gyn.,  Bd.  iii.,  H.  2,  p.  244. 
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however,  to  think  that  there  are  two  spontaneous  foci  here  and 
that  there  is  no  relation  between  them  whatever, 

A  NEW  OPERATION  FOR  RETROVERSION  OF  THE  UTERUS. 

Dr.  J.  D.  BissELL. — I  desire  to  place  on  the  records  of  this 
Society  a  description  of  an  operation  for  retroversion  of  the 
uterus  recently  devised  by  me.  The  procedure  adopted  is  as 
follows : 

The  abdomen  is  opened  by  the  median  incision.  If  pelvic  adhe- 
sions exist  they  are  broken  up  and  the  attached  organs  freed,  and 
if  the  tubes  or  ovaries  are  diseased  they  are  removed.  The  uterus 
is  then  grasped  at  the  fundus  with  the  volsella  forceps  and 
pulled  upward.  In  order  to  form  an  exact  idea  of  the  extent  of 
relaxation  in  the  round  ligament,  a  suture,  on  a  small,  round- 
pointed  needle,  is  first  passed  from  behind  forward  through  the 
round  ligament  at  a  point  about  one-half  inch  from  its  attach- 
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ment  to  the  uterus;  the  same  suture  is  again  passed,  but  in  an 
opposite  direction,  through  the  round  ligament  at  a  point  about 
one  inch  from  its  first  insertion.  A  similar  procedure  is  followed 
on  the  other  side.  "When  these  temporary  sutures  are  tied  the 
round  ligaments  become  looped  and  an  exact  idea  is  formed  as 
to  the  amount  of  round  ligament  to  be  resected.  If  the  tension 
on  the  ligament  is  found  to  be  too  gi'eat  the  section  is  made  in- 
side the  loop.  If  not  sufficiently  taut  the  section  is  made  outside 
the  loop. 

xVnother  preliminary  but  essential  step  is  to  pass  a  suture  im- 
mediately under  the  round  ligament  about  one-half  inch  and 
to  the  outer  side  of  the  loop.  This,  when  tied,  completely  en- 
circles the  round  ligament  and  prevents  its  end  from  retracting 
when  the  section  is  made.  It  also  facilitates  the  handling  of  the 
ligament  when  introducing  the  permanent  sutures.  The  same 
step  is  taken  on  the  other  side  of  the  loop  about  one-quarter  of 
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an  inch  from  the  uterus,  but  the  latter  is  not  so  essential  as  the 
former.  A  section  of  the  round  ligament  is  then  made  inside  or 
outside  the  loop,  as  is  found  necessary.  The  temporary  suture 
forming  the  loop  is  then  cut  and  this  section  of  the  round  liga- 
ment is  dissected  away  from  the  broad  ligament.  The  artery 
of  the  round  ligament  is  grasped  and  tied,  if  severed. 

The  next  step  is  the  insertion  of  the  permanent  sutures  and 
the  adaptation  and  adjustment  of  the  raw  surfaces.  The  first 
suture  is  passed  on  a  round-pointed  needle  from  above  down- 
ward through  the  centre  of  one  of  the  round  ligaments  and  then 
through  the  other  cut  end  from  below  upward. 

Two  other  sutures  of  the  same  size  are  passed,  one  on  each  side, 
but  only  half-way  through  the  ligament,  which  serve,  when  tied, 
to  keep  the  ends  in  exact  position.  The  sutures  in  the  round 
ligament  are  not  tied  until  the  raw  surface  of  the  broad  liga- 
ment made  by  cutting  away  the  resected  portion  is  disposed  of. 
This  raw  surface  is  parallel  with  the  course  of  the  round  liga- 
ment, but  is  sewed  together  with  No.  1  catgut  on  a  line  at  a 
right  angle  to  its  original  direction.  The  suturing  of  this  sur- 
face should  be  done  before  the  round  ligament  sutures  are  tied, 
and  in  the  following  way:  With  a  tissue  forceps  grasp  the 
broad  ligament  on  the  under  surface  midway.  A  suture  is 
passed  at  this  point  and  continued  along  the  denuded  edges  to 
the  middle  of  the  opposite  side.  It  \\dll  be  found  that  the  sutur- 
ing of  the  broad  ligament  in  this  way  brings  the  ends  of  the 
round  ligament  into  close  apposition.  The  permanent  sutures 
that  have  been  passed  through  the  ends  of  the  round  ligament  are 
then  tied  and  the  operation  completed. 

The  following  is  a  brief  history  of  the  first  case  operated  on 
in  this  manner:  Mrs.  S.,  30  years  old;  operation  September  3; 
curettage  and  abdominal  section ;  complete  retroversion,  slight 
adhesion  about  the  right  ovary  and  tube.  Symptoms  before 
operation,  "pulling  and  dragging  in  the  bones  of  the  back"; 
pain  through  the  pelvis  of  such  a  character  as  to  prevent  her 
from  walking  or  standing  with  ease ;  more  or  less  tenseness  of 
the  bladder;  menstruation  very  free,  sometimes  lasting  Iweuty 
days.  Two  and  one-half  months  after  operation  utems  found 
in  perfect  position;  had  menstruated  twice— eight  days  each 
period;  relieved  of  all  pain  and  discomfort. 

Dr.  W.  Gill  AVylie. — I  have  just  examined  Dr.  Bissell  's  pa- 
tient and  I  find  the  uterus  in  very  good  position.  The  broad 
ligament  is  shortened  and  pulls  the  uterus  up  and  forward.  I 
prefer  this  operation  to  the  operation  of  attaching  the  uterus  to 
the  anterior  abdominal  wall,  which  I  do  not  do  except  very 
rarely  in  women  past  the  menopause.  I  see  no  special  objection 
to  this  operation,  except  that  it  must  take  a  great  deal  of  skill 
to  get  the  ends  of  the  ligaments  to  unite  perfectly  in  good  posi- 
tion. ]\Iy  preference  is  for  the  Alexander  operation,  attaching 
the  cord  near  the  end  of  Poupart's  ligament;  here  we  get  finu 
union  by  white  fibrous  tissue  of  the  cord  and  Poupart's  ligament. 
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I  do  not  believe  in  opening-  the  abdomen,  except  in  those  where 
we  have  adhesions,  etc.  Unless  one  is  very  skilful— and  it  takes 
good,  real,  artistic  skill — this  operation  should  not  be  attempted; 
if  it  is  to  be  done  by  an  expert  it  might  prove  satisfactory. 

DYSMENORRHEA,  WITH  SPECIAI.  REFERENCE  TO  ITS  OCCURRENCE 
IN  NUELIPAR^. 

Dr.  W.  R.  Pryor.  —  Confining  my  remarks  to  dysmenorrhea 
not  due  to  diseases  of  the  ovaries  and  tubes,  I  may  state  my  be- 
lief that  many  of  the  cases  are  due  to  errors  of  development  and 
others  due  to  changes  which  take  place  with  advancing  years. 
In  the  first  class  of  cases  I  find  usually  associated  with  dysmenor- 
rhea errors  or  irregularities  in  development  of  other  parts  of  the 
body.  We  can  understand  how  this  would  be  so  in  the  light  of 
our  knowledge  that  the  endometrium  is  not  a  mucous  membrane 
but  is  part  of  the  great  lymphoid  chain.  Conditions  similar  to 
the  congenital  ones  may  be  brought  about  by  sterility,  for  an 
organ  that  should  have  two  years'  rest  from  the  regular  men- 
struation, and  receive  those  benefits  which  follow  the  essential 
structural  changes  incident  to  conception  and  delivery,  must 
undergo  some  modification  in  its  structure.  We  find  these 
changes  associated  with,  and  not  caused  by,  various  distortions 
of  the  cervix  and  of  the  body  of  the  uterus.  I  am  in  the  habit 
of  taking  a  little  broader  view  than  the  one  laid  down  in  our 
books.  I  try  to  build  these  patients  up,  if  they  need  it.  If  ple- 
thoric, I  regulate  the  diet  to  meet  the  condition ;  if  gouty,  I  treat 
that,  etc.  My  local  treatment  is  based  upon  the  supposition 
that  I  have  to  deal  with  a  malformed  endometrium.  This  is 
sometimes  hypertrophied  and  sometimes  atrophied.  I  always,  if 
I  operate  at  all,  perform  a  curettage  in  such  a  way  as  to  pro- 
mote the  formation  of  a  new  histological  endometrium.  If  the 
cervix  is  hypertrophied  I  either  amputate  or  incise  along  the 
lines  of  Simpson,  Sims,  or  modification  of  Dudley.  If  the  cervix 
is  merely  stenosed,  incision  is  sufficient.  So  far  as  non-oper- 
ative cases  are  concerned,  I  get  the  best  results  from  gelsemium 
and  cannabis  indica  if  the  flow  be  too  free,  or  with  hyoscyamus 
if  the  hysterical  symptoms  are  marked.  I  always  avoid  very 
carefully  the  administration  of  the  coal-tar  derivatives  and  of 
the  opium  compounds.  If  the  patient  be  married  I  expect  in  the 
line  of  treatment  conception,  and  which  I  believe  to  be  the  rad- 
ical cure.  The  wearing  of  stems  and  repeated  dilatations  I  con- 
sider mischievous. 

Dr.  Henry  C.  Coe.— While  I  am  inclined  to  agree  wdth  Dr. 
Pryor  in  believing  that  so-called  "obstructive"  dysmenorrhea 
cannot  always  be  satisfactorily  explained  by  reference  to  the 
mechanical  theory,  I  cannot  subscribe  to  his  statement  that  dis- 
ease of  the  endometrium  is  the  only  cause.  It  seems  to  me  that 
the  evidence,  both  clinical  and  anatomical,  is  opposed  to  this 
view. 

How  often  in  these  cases  does  the  vigorous  use  of  the  curette 
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fail  to  show  the  presence  of  a  hyperplastic  endometritis !  And 
even  when  we  examine  anteflexed  uteri  after  removal  intra 
vitam  or  at  autopsy,  hoAV  seldom  do  you  find  such  marked  evi- 
dences-of  disease  as  would  account  for  the  painful  symptoms! 
On  the  other  hand,  we  have  all  had  some  experience  with  Dud- 
ley's operation  and  have  seen  how  the  dysmenorrhea  is  cured  by 
permanently  straightening  the  canal.  Assuming  that  this  dis- 
cussion is  not  limited  to  cases  of  purely  uterine  origin,  I  would 
like  to  emphasize  the  fact  that  many  cases  in  which  painful 
menstruation  is  apparently  due  to  flexion  are  by  no  means  as 
simple  as  would  appear  from  the  results  of  examination.  For 
example,  I  performed  an  abdominal  section  yesterday  in  the 
case  of  a  young  nullipara  whose  uterus  I  divTilsed  and  curetted 
four  months  ago  in  order  to  relieve  "obstructive"  dysmenor- 
rhea. There  Avas  a  history  of  mild  gonorrheal  infection.  Ex- 
amination under  anesthesia  failed  to  reveal  evidences  of  dis- 
ease of  the  tubes  and  ovaries.  She  was  temporarily  relieved. 
On  opening  the  abdomen  I  found  both  ovaries  adherent,  one 
tube  being  so  much  diseased  that  I  removed  it.  These  cases 
are  quite  common.  No  palpable  trouble  can  be  found  in  ad- 
dition to  the  flexion,  yet  neither  dysmenorrhea  nor  sterility  can 
be  cured  by  divulsion  and  curettement  alone.  It  is  hardly 
necessary  to  refer  to  many  other  cases  of  painful  menstruation, 
aside  from  uterine,  which  are  well  kno\ATi  to  you.  I  suggest 
that  it  would  be  well  for  the  subsequent  discussion  to  be  extended 
beyond  the  limits  to  which  it  has  been  confined  by  the  previous 
speakers. 

Dr.  W.  Gn.L  Wylie.— My  definition  of  dysmenorrhea  is  that  it 
is  pain  just  before  or  during  the  menstrual  flow.  ]My  OAvn  test  is 
as  follows :  If  the  nulliparous  patient  complains  of  pain  before 
menstruation,  or,  after  it  begins,  during  the  flow,  when  you  come 
to  examine  the  uterus  it  will  be  found,  as  a  rule,  abnormally 
small,  especially  about  the  cervix  and  at  the  os  internum,  and  if 
active  disease  be  excluded  you  will  nearly  ahvays  find  present  an 
anteflexion.  I  do  not  think  that  any  mere  mechanical  act  of 
opening  the  canal  will  aid  much  in  overcoming  the  difficulty.  I 
place  the  patient  in  the  Sims  position  and  pass  a  snail  silver 
probe,  the  same  kind  of  probe  as  Dr.  Sims  used.  If  tha.  woman 
is  suffering  from  dysmenorrhea,  almast  without  excepiou  the 
passing  of  that  probe  will  cause  pain,  especially  when  the  probe 
reaches  the  os  internum ;  in  other  Avords,  the  tissues  at  that  point 
are  extremely  hyperesthetic.  This  test  I  consider  almost  path- 
ognomonic, and  it  is  a  test  that  should  be  made.  Now,  given 
such  a  case  in  a  woman  who  is  well  and  whose  general  condition 
is  fair,  with  an  atrophied  and  extremely  imperfectly  developed 
uterus,  it  is  my  experience  that  if  you  thoroughly  divulse 
and  produce  a  fair  amount  of  dilatation  and  splitting  the  mus- 
cular tissue  and  tearing  it,  good  results  will  often  follow.  I  am 
satisfied  that  a  one-quarter  to  one-half  inch  separation  of  the 
blades  of  the  dilator,  with  not  less  than  two  hundred  pounds- 
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pressure,  will  accomplish  good  results.  The  old  method  of  claim- 
ing one  to  one  and  a  half  divulsion  was  wrong  and  was  only  a]> 
parent  and  not  actual,  unless  the  whole  muscular  structure  at 
the  OS  internum  is  torn  through.  I  never  use  violent  mechanical 
power  sucli  as  can  be  had  with  the  thumbscrew,  for  we  cannot 
estimate  the  power  employed.  Having  divulsed  the  canal,  I 
run  over  the  surface  of  the  endometrium  with  a  curette,  if  in- 
dicated, then  put  in  place  a  hard-rubber  drainage  tube  the 
size  of  a  lead  pencil ;  this  has  a  somewhat  conical,  bulbous  end, 
with  a  slot  which  takes  up  fully  one-third  of  the  calibre  of  the 
tube;  it  has  a  round,  button-shaped  end  in  the  vagina.  In  some 
cases  curetting  is  very  useful  and  essential  where  we  have  some 
pathological  change  to  deal  with,  but  in  many  cases  curetting 
does  not  bring  away  very  much.  I  claim  that  even  a  thorough 
divulsion  will  not  give  very  lasting  results,  the  dysmenorrhea 
being  relieved  but  a  short  time  only.  My  experience  has  taught 
me  that  when  we  use  the  dilating  and  hard-rubber  drainage 
tube,  keeping  the  os  internum  open  for  a  week  or  more,  a  great 
manj^  cases  ^^dll  be  cured,  but  a  large  percentage  will  not  be 
cured.  By  accident  I  found  that  the  tube  could  be  left  in 
through  one  menstruation  and  then,  as  a  rule,  should  be  taken 
out.  In  obstinate  cases  the  tube  can  be  left  in  through  two  men- 
struations without  danger  and  the  patient  could  go  about.  In 
very  many  eases  of  imperfect  development  this  operation  will 
give  results  which  last  three,  four,  or  even  six  months;  but  in 
the  typical  severe  cases  there  is  likely  to  be  a  return  of  the 
trouble.  AVe  nuist  give  time  for  the  organ  to  grow,  same  as  in 
a  growing  child— to  develop ;  and  so  in  these  extreme  cases  the 
procedure  may  have  to  be  repeated  three  times.  If  I  to-day  got 
ten  cases  of  dysmenorrhea,  all  under  23  or  24  years  of  age,  I 
would  expect  to  cure  without  very  much  trouble  not  less  than 
nine  out  of  the  ten.  I  have  ti'eated  several  hundreds  of  these 
cases  without  haAang  anything  like  an  accident  or  serious  conse- 
quence from  the  use  of  the  tube,  so  far  as  I  know ;  the  same  re- 
sults should  be  obtained  when  treatment  is  in  the  hands  of  sur- 
geons who  are  clean  and  expert.  I  think  that  the  Avhole  subject 
of  the  difficulties  encountered  in  curing  this  trouble  has  been 
misunderstood  and  rarely  carried  out  efficiently  by  physicians. 
Formerly  I  used  gaiize  in  the  vagina  to  keep  the  drainage  tube 
in  place,  but  a  hard-rubber  Albert  Smith  pessary  is  much  better 
and  is  essential  when  the  tube  is  worn  during  menstruation. 
This  procedure  has  been  of  immense  value  to  me  in  looking  after 
women  who  are  sterile;  good  results  frequently  follow  from 
simply  giving  this  treatment  in  an  efficient  manner  in  cases  of 
sterility  uncomplicated  by  occluded  tubes,  gonorrhea,  etc.  I 
have  used  this  method  during  the  past  twenty  years  and  the 
only  change  that  I  have  made  has  been  in  perfecting  my  method. 
Dr.  J.  Riddle  Goffe.— The  imperfectly  developed  uterus  as 
one  of  the  principal  causes  of  dysmenorrhea  has  been  one  that 
has  dominated  my  treatment,  and  my  experience  justifies  mc 
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in  assuming  that,  in  all  cases  where  dysmenorrhea  begins  with 
the  first  menstruation,  they  are  invariably  cases  of  imperfect  or 
faulty  development.  There  is  another  class  of  women,  nulli- 
parae and  multiparas,  who  have  been  free  from  pain  in  the  early 
history  of  menstruation  and  later  develop  dysmenorrhea.  These 
patients  are  victims  of  some  pathological  lesion,  and  almost  in- 
variably, in  my  experience,  it  has  been  due  to  an  infection  f ro« 
gonorrhea,  either  an  endometritis,  salpingitis,  or  an  ovaritis, 
and  sometimes  all  three  together.  Where  the  latter  condition 
exists  the  method  of  procedure  is  clear  and  the  results,  in  the 
hands  of  all  of  us,  have  been,  I  think,  satisfactory  in  the  way  of 
cure  so  far  as  the  dysmenorrhea  is  concerned. 

In  the  first  class,  undeveloped  uterus,  there  is  a  lack  of  de- 
velopment not  only  of  the  uterus  itself,  but  also  of  the  tubes 
and  ovaries  and  of  the  whole  circulatory  apparatus.  To  accom- 
plish permanent  results  the  treatment  must  be  continued 
throughout  a  long  period  of  time.  As  Dr.  Wylie  says,  a  few  days 
or  one  week  are  not  sufficient,  but  one  month  or  two  months,  and, 
in  extreme  cases,  dilatation  and  curetting  under  an  anesthetic 
followed  by  the  use,  not  of  a  hard-rubber  tube,  but  of  the  gauze 
pack. 

I  treat  a  good  many  cases  in  my  office.  I  say  to  a  patient  that 
comes  to  me— if  she  be  a  married  woman  and  suffers  from  dys- 
menorrhea she  usually  is  sterile — that  she  must  place  herself 
completely  in  my  hands  for  at  least  three  months.  Then,  under 
careful  antiseptic  precautions  in  the  office,  I  dilate  the  cervix 
and  make  an  application  of  pure  carbolic  acid  to  the  internal 
OS  and  the  interior  of  the  uterus.  If,  after  one,  two,  or  three 
dilatations,  I  find  that  there  are  no  indications  for  any  change 
of  treatment,  I  continue  to  treat  her  twice  a  week  for  three 
months.  At  the  end  of  the  third  month  I  say  to  her  that  I  do 
not  want  to  see  her  again  for  three  months,  and  it  has  been  my 
experience  in  a  number  of  cases  to  find  that  when  she  again  re- 
turns she  gives  a  history  of  having  skipped  a  period  and  it 
eventuates  that  she  is  pregnant.  If  at  the  end  of  three  months 
she  still  complains  of  pain,  I  continue  treatment  for  ar  other 
three  months  or  so.  If  the  first  course  of  treatment  is'  v  ithout 
benefit,  I  advise  more  radical  treatment  under  an  au.sthetic, 
when  I  thoroughly  dilate  the  internal  os,  curette  the  inl\  rior  of 
the  uterus,  and,  instead  of  using  a  hard-rubber  tube,  pacis-  the 
uterus  with  gauze;  my  reason  for  the  gauze  packing  is  11.. at  it 
acts  as  a  foreign  body  in  the  uterus  and  so  stimulates  contrac- 
tions. The  uterus,  being  a  muscular  organ,  is  developed  by 
exercise,  and  in  the  efforts  of  that  organ  to  get  rid  of  the  gauze 
pacldng  the  walls  of  the  uterus  in  all  its  muscular  fibres  are 
strengthened  and  developed  and  the  circulation  improved.  I 
leave  the  gauze  in  place  for  four  days.  In  a  few  patients  violent 
contractions  are  excited  and  the  gauze  may  be  expelled  within 
twenty-four  hours.  At  the  end  of  four  days  in  all  cases  I 
usually  find  more  or  less  of  the  gauze  expelled  from  the  uterus, 
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which  shows  that  there  has  been  strong  muscular  contraction. 
The  object  is  not  only  to  develop  the  muscular  structures,  but 
also  to  stimulate  the  circulation.  Sometimes  I  continue  the 
boroglyceride-tampon  treatment  with  douches.  I  strongly  ad- 
vocate the  use  of  the  gauze  within  the  uterus ;  it  is  a  great  factor 
in  stimulating  development,  not  only  of  the  uterus,  but  also, 
through  the  enhanced  blood  supply,  of  the  ovaries  and  tubes  and 
the  entire  generative  apparatus. 

Dr.  W.  Evelyn  Porter. — I  should  like  to  hear  some  remarks 
from  those  opposed  to  the  use  of  devices  for  drainage  in  this 
class  of  cases.  When  I  read  my  paper  on  this  subject  there 
was  quite  a  diversity  of  opinion,  and  we  should  certainly  have 
further  discussion.  I  feel  that  in  cases  of  faulty  development 
there  can  be  little  objection  to  uterine  dilatation  and  drainage. 
As  to  the  form  of  drainage  to  be  used,  it  is  a  matter  which 
should  be  judged  according  to  each  individual  case.  If  there  is 
a  large  uterus,  I  agree  with  Dr.  Goffe  that  sometimes  the  mere 
packing  the  organ  Avith  gauze  will  be  productive  of  good  results ; 
but  the  objection  is  that  there  is  not  satisfactory  drainage,  which 
I  think  is  so  essential,  as  in  nearly  every  instance  there  is  more 
or  less  increase  in  the  secretion  which  must  be  drained.  I  find 
that,  when  the  gauze  is  left  in  a  sufficient  length  of  time  to  pro- 
duce the  desired  effect  in  other  respects,  it  obstructs  rather  than 
favors  drainage.  I  have  had  a  few  cases  where  the  slot  in  the 
drainage  tube  referred  to  by  Dr.  AVylie  has  become  obstructed  by 
blood  clots  and  mucus,  and  in  order  to  overcome  this  obstruc- 
tion I  have  had  a  stem  made  with  a  device  for  flushing  out  the 
slot  without  the  necessity  of  removal.  This  entirely  obviates  the 
onl.y  objection  to  this  form  of  treatment.  I  have  treated  a  large 
number  of  patients  during  the  past  twelve  years  with  unqualified 
success  in  the  same  way  as  that  referred  to  by  Dr.  Wylie, 
repeating  the  operation,  if  necessary,  once  or  twice  at  the  most 
every  two  or  three  menstruations,  and  I  think  that  nearly  every 
case  of  this  type  can  be  cured.  Of  course,  where  well-marked 
conditions  exist,  such  as  endometritis  or  tubal  complications, 
curettage  or  operation  upon  the  tubes  of  a  conservative  nature 
is  necessary.  We  should  study  our  cases  carefully  before  re- 
sorting to  any  kind  of  treatment,  noting  the  size  and  the  direc- 
tion of  the  uterine  canal.  In  the  forms  of  faulty  development 
referred  to  by  Dr.  Wylie,  I  am  of  the  opinion  that  the  di- 
vulsion  and  drainage  accomplishes  more  than  the  curettage  in 
the  majoritj^  of  instances,  as  certainly  there  is  but  little  that 
can  be  removed  by  the  use  of  the  curette.  The  best  results  can 
be  obtained  by  dilatation  or  divulsion,  and  the  use  of  the  uterine 
drainage  device  referred  to. 

Dr.  Hiram  N.  Vineberg.  — I  think  that  the  arrest  of  uterine 
development  associated  with  dysmenorrhea  occurs  in  different 
degrees,  and  this  may  probably  account  for  the  divergence  of 
opinion  regarding  it  expressed  to-night.  In  the  slighter  degrees 
or  arrest  of  development,  wliere  Ave  meet  with  a  long,  narrow 
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cervix  and  a  moderate-sized  body  sharply  anteflexed,  dilatation 
and  curettage  are  usually  of  benefit.  In  this  class  of  cases  I 
have  found  the  employment  of  the  cervical  stem  gives  better  re- 
sults ihan  where  dilatation  and  curettage  alone  have  been  em- 
ployed. But  the  stem  does  not  drain  sufficiently,  and  when  I 
have  used  it  there  has  always  been  some  temperature  (100°  to 
100.4°)  ;  in  such  cases,  when  the  tube  has  been  removed,  there 
has  been  found  a  good  deal  of  mucus  and  blood  serum  adhering 
to  it.  My  custom  has  been  to  remove  the  tube  and  irrigate  the 
uterine  cavity  with  a  glass  catheter,  reintroduce  it  and  leave 
it  in  place  for  one  week  or  ten  days.  I  have  never  had  the  cour- 
age to  introduce  the  tube  and  leave  it  in,  allowing  the  patient 
to  get  up.  In  this  class  of  cases  I  have  several  times  performed 
the  Dudley  operation  with  a  fair  amount  of  success. 

There  is  another  class  of  cases  where  the  development  is  even 
less  and  the  uterus  is  found  in  the  form  of  a  congenital  retro- 
version of  about  the  second  degree ;  in  such  cases  no  treatment 
in  my  hands  has  been  of  service.  If  these  patients  marry,  men- 
struation almost  always  ceases,  which  is  ditferent  from  what  we 
would  expect ;  the  stimulation  of  married  life  seems  to  have  just 
the  opposite  effect :  menstruation  ceases  or  occurs  once  in  five  or 
six  months.  I  recall  one  woman,  unmarried,  who  had  never  had 
intercourse,  and  who  came  to  me  suffering  from  dysmenorrhea 
which  was  very  severe  and  which  lasted  two  weeks  in  every  four. 
I  dilated  the  cervical  canal  thoroughly,  but  it  did  not  benefit  her. 
The  pain  was  chiefiy  on  the  left  side,  and  so  I  determined  to 
open  the  abdomen  and  remove  the  left  ovary,  thinking  it  was 
cirrhotic ;  this  did  not  relieve  her.  The  uterus  Avas  found  to  be 
small.  She  continued  to  have  pain,  and,  in  addition,  every 
time  she  menstruated  she  had  a  severe  attack  of  acne  of  the 
face.  I  tried  electricity  and  different  remedies  for  one  and  a 
half  years  without  effect,  and  finally  I  sent  her  to  a  colleague 
regarding  the  advisability  of  removing  the  uterus.  He  agreed 
with  my  proposition  and  I  removed  the  uterus  and  the  remain- 
ing ovary.  She  has  been  perfectly  well  ever  since.  Clearly 
this  procedure  made  her  life  worth  living.  At  one  time  I 
thought  the  element  of  hysteria  entered  into  the  quej-tiou  and  I 
was  very  loath  to  do  such  a  radical  operation;  but  th^  girl  was 
not  hysterical,  as  has  been  shown  by  the  result.  Thi;  removal 
of  the  uterus  was  the  only  thing  that  relieved  her  of  r.or  pain. 

In  some  cases  I  have  found  that  the  intrauterine  application 
of  galvanism  has  been  productive  of  good  results,  twenty-five 
milamperes  being  applied,  and  these  patients  have  remained 
well  for  one  or  two  years  after-ward. 

Dr.  Joseph  Brettauer.— I  now  think  that  general  hygienic 
treatment  is  the  best  we  can  do  for  these  patients.  Dr.  Wylie's 
statement  that  he  has  cured  nine  out  of  ten  of  these  cases  is 
most  astonishing,  for  I  have  so  far  been  decidedly  unsuccessful, 
even  using  the  method  described  by  him. 

About  two  years  ago  I  saw  in  the  office  of  a  friend  of  mine,  a 
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rhinologist,  a  book  entitled  "Nase  unci  weibliehe  Gesehlechtsor- 
gane, "  by  Fliess,  in  which  were  reported  a  number  of  cases  of 
dysmenorrhea  cured  temporarily  and  permanently  by  the  appli- 
cation of  cocaine  to  certain  parts  of  the  nose.  No  explanation  is 
needed  as  to  why  the  book  did  not  impress  me  greatly  at  the 
time ;  when,  however,  one  year  afterward,  an  article  appeared  in 
the  Wiener  JdiniscJie  Wodienschrift  corroborating  in  substance 
what  Fliess  had  maintained  for  several  years,  I  decided  to 
go  into  the  matter  seriously.  The  observations  described  in 
the  latter  article  were  made  at  Chrobak's  clinic  in  Vienna,  and, 
Ivnowing  from  personal  connection  with  this  clinic  the  conserva- 
tive spirit  with  which  it  is  directed,  doubt  was  out  of  the  ques- 
tion. According  to  Fliess,  the  anterior  half  of  the  lower  tur- 
binated bone  and  the  tuberculum  septi  of  the  nose  are  the  points 
which  are  in  some  way  connected  with  the  genital  organs;  this 
was  proved  by  the  so-called  cocaine  test,  followed  in  proper 
cases  by  cauterization.  My  personal  experience  so  far  is  limited 
and  not  uniformly  satisfactory.  The  cases  of  dysmenorrhea  in 
which,  after  other  efforts  had  failed,  cocaine  was  applied  to  the 
nose  with  success  are  as  yet  fewer  than  the  failures;  still  I  am 
of  the  opinion  that  the  subject  deserves  our  close  attention  and 
trial. 
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Meeting  of  October  22,  1901. 
John  Aspell,  M.D.,  in  the  Chair. 

FUNGOUS    GROWTH    AFTER    ABDOMINAL    SECTION. 

Dr.  James  N.  West.  — I  operated  upon  the  patient  four  years 
ago  and  removed  a  cyst  of  the  left  ovary  the  size  of  a  duck's 
egg.  Separating  the  cyst,  a  good  portion  of  the  ovary  was  left. 
At  the  same  time  hysterorrhaphy  was  done,  as  the  uterus  was  re- 
troverted.  The  patient  made  a  satisfactory  recovery,  her  health 
improved.  She  passed  from  my  observation  until  last  summer. 
I  was  on  duty  as  gynecologist  at  the  Post- Graduate  Hospital  when 
the  patient  again  came  under  my  care.  On  examination  I  found 
a  mass  of  considerable  size  on  the  left  side  of  the  uterus.  It  had 
the  feeling  of  an  ovarian  cyst,  and  I  diagnosed  it  as  such,  think- 
ing the  cyst  had  originated  from  the  portion  of  ovary  left 
at  the  time  of  the  operation.  I  cut  through  the  old  scar  and 
found  an  ovarian  cyst  which  had  developed  in  the  left  broad 
ligament.  The  cyst  had  developed  close  to  the  ligament,  and 
had  groMTi  into  it,  dividing  the  layers.  I  removed  the  cyst  with 
a  good  portion  of  the  broad  ligament. 

The  anterior  portion  of  the  uterus  was  found  to  be  attached 
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to  the  abdominal  wall  by  a  round  cord,  one-fourth  of  an  inch  in 
diameter  and  5  inches  long,  stretched  down  in  the  pelvis.  I 
took  this  cord,  cutting  off  the  abdominal  part,  brought  it  around 
the  fq^cia  of  the  abdominal  wall,  then  around  the  uterus,  and 
tied  it.  A  fresh  fixation  of  the  uterus  was  also  made.  The  pa- 
tient made  an  uneventful  recovery. 

On  the  tenth  day  after  the  operation  the  house  surgeon  looked 
at  the  wound,  and  it  was  entered  on  the  history  book  that  the 
union  was  perfect.  On  the  fourteenth  day  the  patient  com- 
plained that  she  felt  a  sticking  sensation  in  the  abdomen.  On 
removing  the  dressing  a  most  remarkable  growth  became  visible 
at  the  wound.  The  growth  stood  out  a  distance  of  two  and  one- 
half  inches  from  the  wound  and  had  grown  well  up  into  the 
dressing.  It  had  a  pedicle  one-half  inch  in  diameter,  one  and 
one-half  inches  long,  the  body  cupped  like  that  of  a  mushroom. 
The  pedicle  and  under  part  of  the  growth  were  covered  with 
bluish  epithelium,  apparently  skin,  which  ceased  at  the  periph- 
ery of  the  expanded  part.  The  top  of  the  growth  was  bright  red 
in  color,  like  a  strawberry.  The  growth  presented  a  remarkable 
appearance,  like  a  fungus  on  a  log  of  wood.  I  sought  a  path- 
ologist, but  did  not  have  access  to  one  for  three  days.  In  the 
meantime  the  growth  had  undergone  a  retrograde  metamorpho- 
sis. It  w^as  no  longer  the  startling  growth  it  ]iad  been,  but  it 
had  dwindled  down  to  a  mass  one  and  one-half  inches  from  the 
abdomen,  with  a  distinct  pedicle,  and  the  epithelium  or  skin 
which  had  appeared  to  surround  it  had  disappeared  entirely. 

I  cut  it  off  with  the  scissors.  The  patient  experienced  no 
pain,  but  the  wound  bled  profusely,  showing  the  vascularity  of 
the  growth.  The  parts  were  seized  with  forceps,  packed  with 
perchloride  of  iron  gauze,  and  bound  down  with  surgeons' 
plaster. 

The  nature  of  the  mass  was  doubtful;  it  certainly  had  the 
appearance  of  malignancy,  and  its  extreme  rapidity  of  growth 
suggested  malignancy  to  me. 

Dr.  Brooks,  the  pathologist,  found  large,  thoroughly  well-or- 
ganized blood  vessels  in  it,  epithelium,  connective  tissue,  fat  cells, 
and  the  organization  of  the  growth  was  such  as  to  indicate  that 
it  was  not  malignant.  Near  the  centre  were  some  i.-^rge  accu- 
mulations of  giant  cells,  which  indicated  to  me  that  it  aiight  be 
on  the  border  line  between  malignancy  and  a  benign  g-rowth. 

I  painted  the  pedicle  with  nitrate  of  silver.  She  leiv  lie  hos- 
pital and  came  to  me  at  my  office.  I  treated  her  for  three  weeks. 
The  wound  healed  perfectly.  The  skin  closed.  There  hns  been 
no  sign  of  a  return  of  the  growth.  There  is  a  plain  scar  on  the 
abdomen. 

It  is  two  months  now  since  that  occurred,  and  there  has  been 
no  return  of  the  growth. 

Dr.  Paul  F.  Munde.— I  have  seen  one  case  of  similar  growth 
from  an  ordinary  ovariotomy  wound  following  removal  of  a  non- 
malignant  ovarian  tumor. 

It  had  a  cockscomb  appearance  and  was  about  two  inches  in 
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length.  Its  surface  was  raw,  not  covered  by  skin.  I  cut  it  out 
completely  and  stitched  the  wound  together,  feeling  that  I  had 
to  deal  with  a  malignant  growth,  but  it  proved  to  be  benign. 

I  operated  on  a  case  of  well-marked  epithelioma  of  the  cervix 
and  showed  the  specimen  to  the  Society  two  years  ago  next  Jan- 
uary. I  removed  the  uterus  at  the  same  sitting,  after  remov- 
ing the  epithelioma  of  the  cervix  with  the  galvanoeautery  wire. 
I  put  on  two  clamps,  which  were  removed  at  the  usual  time — 
sixty  hours.  No  ligatures  were  used.  In  the  following  June, 
the  lady,  who  lived  out  of  town,  came  back  to  me  with  a  growth 
like  a  red  mulberry  in  the  vaginal  vault.  I  was  afraid  of  the 
return  of  the  old  disease,  but  it  was  not  sufficiently  vascular. 
It  did  not  bleed  freely,  and  on  touching  it  I  found  it  to  be 
harder  than  epithelioma  usually  is.  I  removed  it  by  the  Paque- 
lin  cautery  and  subjected  it  to  the  microscopist,  feeling  sure 
that  it  was  epithelioma  in  spite  of  the  clinical  evidence  that  it 
was  not.  The  microscopist  reported  it  keloid— absolutely  non- 
malignant.  This  was  one  and  one-half  years  ago.  The  patient 
is  still  entirely  well.  It  strikes  me  that  Dr.  West's  case  is  some- 
thing similar,  although  the  growth  in  his  case  was  more  vascular 
than  mine. 

The  report  by  Dr.  West  reminded  me  much  of  the  peculiar 
fungous  growths  which  often  develop  after  the  dropping  ofP 
of  the  umbilical  cord  in  new-born  children.  They  are  highly 
vascular  and  look  like  mushrooms. 

Dk.  -Joseph  E.  Janvrin. — It  strikes  me  that  the  development 
of  the  second  tumor  in  the  portion  of  ovary  left,  coming  on 
three  or  four  years  after  the  removal  of  the  first  cyst,  is  not 
anything  unusual.  That  is,  probably  the  second  cyst  developed 
spontaneously,  just  as  the  first  did,  without  there  having  been 
anything  left  after  the  first  operation  which  could  in  any  way 
account  for  the  development  of  the  second  cyst.  If  it  developed 
in  a  portion  of  the  ovary  which  was  left  absolutely  healthy,  its 
development  would  not  in  any  way  contraindicate  that  the  first 
operation  was  done  properly  and  all  the  diseased  tissue  removed 
at  that  time. 

I  have  seen  in  the  new-born  child  the  same  condition  which 
Dr.  Munde  referred  to— fungous  growth  of  the  umbilicus.  I 
have  seen  three  or  four  cases  at  least  in  my  life.  As  a  rule  these 
fungous  growths  are  about,  not  over,  one-half  the  size  of  an 
egg  (those  I  have  seen).  They  come  up  quickly,  and  just  snip- 
ping them  off,  touching  their  base  with  a  caustic,  usually  puts 
an  end  to  them. 

I  have  never  seen  anything  of  the  kind  occur  from  an  in- 
cision in  the  abdominal  wall,  similar  to  the  case  of  Dr.  West,  but, 
reasoning  from  analogy,  I  should  suppose  them  one  and  the 
same  thing— simply  fungous  keloid  growth  with  no  malignant 
characteristics  in  them.  In  fact,  my  own  experience,  and  I 
think  the  experience  of  almost  every  one,  goes  to  show  that  the 
fungous  growths  from  the  cord  are  always  non-malignant;  and 
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their  removal,  together  with  the  cauterization  of  their  base,  puts 
an  end  to  them. 

Dr.  West. — The  peculiar  thing  about  this  was  its  long  pedicle 
covered  with  bluish-looking  skin  that  came  up,  surrounded  the 
pedicle,  passed  down  under  the  part  that  bulged  out,  and  came 
down  to  the  periphery  as  if  cut  off  at  that  point. 

I  do  not  know  Avhat  is  usually  found  in  keloid  growths.  In 
this  there  were  several  different  tissues.  I  found  that  it  had  dis- 
tinct collections  of  fat  cells.  I  believe  keloid  is  a  rather  homo- 
geneous fibrous  elastic  tissue.  In  this  there  were  several  varie- 
ties of  tissue,  therefore  it  could  hardly  be  called  a  true  keloid. 

Dr.  Aspell.— Dr.  Brettauer  removed  a  malignant  growth 
from  a  scar,  which  had  the  same  appearance  as  this  tumor,  with 
almost  every  characteristic  of  tumor  that  is  known.  It  is  mar- 
vellous in  the  way  of  a  specimen. 

Dr.  jNIunde.— It  has  occurred  to  me  that  while  this  new  growth 
of  Dr.  West's  case  was  very  peculiar,  that  is  not  the  most  im- 
portant feature,  because  the  doctor  has  touched  upon  a  subject 
which  is  exceedingly  interesting  and  nowadays  the  most  promi- 
nent one  before  gynecologists— the  ett'ort  to  try  to  preserve  as 
much  of  the  ovary  and  appendages  as  possible.  He  left  part  of 
the  ovary  behind,  very  properly.  iNIany  of  us  have  done  this 
in  exsecting  the  diseased  portion  and  retaining  the  rest,  taking 
a  risk  which  we  all  take.  The  question  is,  whether  it  is  worth 
while  to  take  the  risk.  The  subject  is  one  we  shall  never  be 
able  to  settle.  It  will  come  up  to  us  every  time.  In  such  a 
preservative  exsection  of  the  ovary  the  patient  or  her  friends 
ought  to  understand  that  that  portion  may  become  diseased 
again,  and  that  if  it  does  we  should  not  be  held  responsible  for 
the  necessity  of  a  second  operation.  I  know  the  tendency  is 
now  to  preserve  a  portion  of  the  ovary,  in  order  to  continue  the 
special  ovarian  functions  of  menstruation  and  not  to  bring  about 
sudden  menopause.  This  strikes  me  at  times  as  a  sentimental 
view.  I  have  operated  many  hundred  times  and  removed  many 
appendages,  and  the  number  of  cases  where  the  patient  has  com- 
plained of  the  premature  menopause,  enough  to  make  it  dis- 
agreeable for  me  or  to  her,  has  been  comparatively  snali.  Un- 
less the  patient  is  willing  to  take  the  risk  of  subsequ'-nt  recur- 
rence of  ovarian  disease,  I  would  remove  the  whole  ovar/. 

Dr.  Jan\tiin. — This  brings  up  a  question  of  practice  in  everj- 
individual  man.  What  does  he  do  under  certain  cirounisiances? 
I  am  free  to  say  that  where  one  ovary  is,  as  far  as  I  can  .]udge, 
perfectly  healthy,  and  the  other  is  considerably  diseased  hut  a 
portion  of  it  is  probably  healthy),  nine  times  out  of  ten  it  has 
been  my  practice  to  remove  the  diseased  ovary  entirely.  The 
other  one  carries  on  all  the  functions.  Thus  we  take  no  risk  of 
trouble  arising  as  it  did  in  the  case  of  Dr.  West. 

I  do  not  bring  this  forward  as  a  point  against  the  leaving  of 
the  healthy  portion  of  an  ovary  from  which  a  diseased  portion 
has  been  taken  away,  provided  it  has  been  necessary  to  remove 
the  other  ovary.     Perhaps,  as  Di-.  :\ruude  says,  it  would  be  bet- 


120  TRANSACTIONS   OF    THE 

ter  to  consult  the  patient  before  operation  and  let  her  under- 
stand the  matter.  I  presume  there  is  rather  more  liability  of 
cystic  degeneration  in  a  portion  of  an  ovary  which  has  been  left 
than  there  is  of  its  development  in  the  other  ovary  which  has 
been,  and  is  at  the  time  of  operation,  perfectly  healthy.  For 
that  reason  it  has  been  my  practice  to  remove  entirely  an  ovary 
pretty  well  diseased,  even  if  I  could  have  left  some  of  it,  pro- 
vided the  other  ovary  is  perfectly  healthy  as  far  as  I  can  see. 
If  both  are  diseased,  and  it  is  necessary  to  remove  one  entirely 
and  the  other  only  partly,  I  always  leave  the  portion  not  dis- 
eased. 

That  is  the  line  on  which  I  have  been  working  for  four  or 
five  years,  while  we  have  been  having  those  points  particularly 
under  our  observation  and  coming  up  in  our  discussions. 

Dr.  Clarence  R.  Hyde.— The  regeneration  of  ovarian  tissue 
is  a  very  interesting  subject  to  me.  I  would  like  to  report  two 
cases  which  will  illustrate  what  may  happen  after  conservative 
work.  I  exseeted  a  portion  of  an  ovary,  in  one  case,  leaving  only 
a  small  remnant.  The  conservative  operation  was  performed 
because  the  patient  had  previously  had  the  other  ovary  removed. 
Three  months  later  she  returned  complaining  of  pain  on  the 
same  side.  I  again  operated  and  found  that  the  portion  of  the 
ovary  which  I  had  left  had  grown  into  an  extremely  large  piece 
of  ovarian  tissue  and  was  again  markedly  cystic— a  most  in- 
teresting fact. 

The  second  case  Dr.  R.  L.  Dickinson,  of  Brooklyn,  operated 
on  and  recently  reported.  He  did  conservative  work  on  both 
ovaries,  leaving  merely  a  small  fringe  of  ovarian  tissue  on  both 
sides.  Within  seven  or  eight  months,  I  believe,  the  patient  re- 
turned complaining  of  pain  in  both  sides,  and  he  also  operated 
a  second  time.  On  opening  the  abdomen  he  found  that  both  of 
these  very  small  portions  of  ovarian  tissue  remaining  after  the 
first  operation  had  increased  in  size  and  were  about  twice  as 
large  as  a  normal  ovary. 

I  have  been  making  a  systematic  study  of  cystic  ovaries,  and, 
from  what  I  have  learned,  believe  that  in  the  apparently  healthy 
conserved  portion  dropped  back  into  the  abdomen  there  is  patho- 
logical tissue  filled  with  "  microcysts, "  the  remnants  of  blighted 
Graafian  follicles  which  cannot  functionate  owing  to  their  loca- 
tion in  sclerosed  tissue.  It  is  impossible  for  the  eye  to  determine 
whether  apparently  healthy  ovarian  tissue  is  healthy  or  not.  All 
ovaries  show  more  or  less  cysts  on  their  surface's.  Pozzi  claims 
that  there  is  no  normal  ovary  without  some  few  cysts.  But  in 
badly  cystic  ovaries,  when  an  operator  exsects  all  the  diseased 
portion,  as  he  thinks,  his  eye  is  not  able  to  judge  whether  the  pact 
conserved  is  entirely  healthy.  His  macroscopical  diagnosis  is, 
after  all,  nothing  but  a  guess. 

So  I  think  that  it  is  a  wise  dictum  to  remove  badly  cystic 
ovaries,  even  if  both  ovaries  are  involved,  rather  than  subject 
the  woman  to  a  possible  secondary  operation.  These  cases  of 
conservative  ovarian  work  are  the  ones  which  so  often  return 
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with  the  same  symptoms  and  no  amelioration  of  their  condi- 
tion. 

I  would  certainly  exsect  badly  cystic  ovaries,  unless  the  woman 
refused  to  have  both  ovaries  removed,  or  unless  she  wished  to 
become  a  mother,  or  unless  she  were  a  young  girl  with  a  possi- 
bility of  matrimony.  With  slightly  cystic  ovaries  I  would  per- 
form a  conservative  operation. 

Dr.  Munde.  — That  is  just  what  I  want  to  bring  out.  The 
sentimental  question  should  not  come  into  consideration.  The 
woman  should  be  asked,  and  unless  she  positively  insists  upon  it 
that  menstrual  and  ovarian  functions  should  be  preserved,  or 
insists  that  she  wants  children,  the  whole  degenerated  ovary 
should  be  removed,  including  the  tubes.  Second  and  third 
operations  are  not  to  be  considered  trifling  affairs. 

Dr.  Janvrin. — As  to  the  frequency  of  cystic  disease  of  both 
ovaries :  My  experience  iias  been,  even  in  cases  of  long  standing, 
as  I  happened  to  see  them  twenty-five  or  thirty  years  ago,  that 
one  ovary  was  usually  all  right,  absolutely  healthy.  That  is  the 
point  I  wanted  to  bring  up  :  if  one  ovary  is  considerably  diseased 
and  the  other  is  apparently  all  right,  even  if  in  the  diseased 
ovary  there  be  a  certain  amount  of  apparently  healthy  tissue, 
Avhy  should  that  be  left?  The  other  ovary  carries  on  all  the 
functions;  and  the  little  bit  of  tissue  left  after  removing  all  of 
the  diseased  tissue  from  the  unhealthy  ovary  does  not  entail 
any  happiness  or  comfort  to  the  patient. 

Dr.  Munde. — I  confess,  as  far  as  my  general  recollection  goes, 
I  do  not  think  I  have  found  in  ovarian  tumors  the  other  ovary 
absolutely  healthy,  except  in  the  minority  of  cases.  In  the  ma- 
jority of  cases  the  other  ovary  has  more  or  less  cystic  degenera- 
tion. Pozzi  says  that  in  many  cases  small  cysts  in  the  ovary  do 
not  amount  to  anything.  If  one  ovary  be  cystic  we  should  look 
for  cysts  in  the  other  ovary— it  should  not  be  overlooked. 

I  took  up  the  study  of  punctured  ovaries  some  time  ago.  T 
would  not  leave  behind  any  portion  of  an  ovary  of  which  one 
portion  is  cystic,  the  rest  apparently  healthy.  I  would  take  it 
out  entirely,  unless  it  were  all  the  ovary  the  patient  had  and  she 
insisted  on  taking  chances. 

Dr.  West.— The  discussion  has  taken  a  different  turn  from 
what  I  expected,  and  there  is  one  feature  which  I  had  not  dwelt 
upon.  This  woman  consulted  me  on  account  of  sterility.  She 
did  not  know  she  had  a  retro  verted  uterus;  she  loiew  she  had  not 
had  a  baby.  I  found  the  things,  attempted  lo  remedy  them  and 
to  leave  her  in  the  best  condition  possible  to  become  fruitful.  In 
order  to  do  this  my  mind  was  so  impressed  with  the  idea  of  not 
destroying  any  tissue  that  might  aid  in  the  thing  for  which  she 
had  consulted  me,  that  I  left  part  of  the  ovary  which  seemed  to 
be  healthy.  Several  years  ago  a  great  many  women  had  organs 
uselessly  sacrificed.  I  took  the  extreme  view  in  regard  to  con- 
servatism. 

AATien  I  find  ovarian  cysts  of  any  considerable  size,  I  believe 
in  taking  out  the  ovary  entirely,  if  the  other  ovary  is  in  anything 
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like  a  fair  condition.  If  the  other  ovary  is  diseased  and  it  would 
require  exsection  in  part  or  in  toto,  I  would  attempt  to  leave 
portions  of  both  ovaries,  especially  where  I  had  been  consulted 
as  regards  sterility. 

In  regard  to  the  question  of  tumors  of  ovaries,  in  my  ex- 
perience it  has  been  my  fortune  to  see  many  cases  where  tumors 
have  occurred  in  both  ovaries.  I  removed,  this  summer,  double 
dermoid  cysts. 

Dr.  Broun  reported  before  this  Society  large  malignant  tumors 
in  both  ovaries.  It  is  frequently  the  case  that  both  ovaries  are 
the  seat  of  disease  at  the  same  time. 

PRESENTATION    OF    SPECIMENS. 

Dr.  Paul  F.  Munde. — About  a  month  ago  a  patient  56  years 
of  age  called  on  me  who  had  not  menstruated  for  nine  years. 
She  complained  of  a  great  deal  of  pain,  particularly  on  mictur- 
ating, bearing-down,  pressure,  and  dysuria.  I  found  she  had 
prolapsus  uteri,  the  cervix  at  the  vulva.  The  uterus  was  as 
large  as  my  tAvo  fists.  In  a  woman  of  56  this  was  rather  unusual, 
but,  there  being  no  other  symptoms  whatever,  I  thought  it  due 
to  a  fibroid,  though  at  that  age  I  should  hardly  have  believed  that 
she  would  have  so  large  a  fibroid.  I  told  the  patient  that  I 
thought  nothing  needed  to  be  done,  that  the  symptoms  Avere  more 
due  to  the  prolapsus,  but,  if  necessary,  she  should  be  taken  to  the 
hospital  for  operation. 

A  week  after  that  I  received  a  letter  from  a  relative  of  the 
patient,  asking  me  to  admit  her  to  the  hospital,  as  she  was  in 
much  pain.  Accordingly  I  had  her  admitted.  On  examining  I 
found  her  bleeding,  the  first  time  in  nine  years.  On  exploring 
the  vagina  with  my  finger  I  found  the  external  os  dilated,  and 
palpated  a  polypoid  tumor  in  the  uterine  cavity.  It  seemed  to 
spring  from  near  the  fundus.  It  was  so  soft  that  I  did  not  dare 
to  handle  it.  It  seemed  to  be  on  the  point  of  breaking  down; 
still  there  was  no  odor;  its  character  was  rather  suspicious.  I 
operated  two  days  later.  With  a  large  curette  I  scooped  away 
fully  as  much  as  eight  ounces  of  broken-down  tissue  which  had, 
macroscopically,  the  appearance  of  epithelioma.  It  could  not 
be  fibroid,  because  it  did  not  smell,  and  I  never  saw  a  sloughing 
fibroid  without  odor. 

I  scraped  it  all  out  clean ;  then  the  question  was,  ' '  Shall  I  re- 
move the  uterus  or  not?"  I  was  so  perfectly  sure,  clinically, 
that  it  was  malignant  that  I  said:  "I  will  take  out  the  uterus." 
There  was  no  evidence  of  anything  else  being  involved  except 
that  organ.  I  removed  the  uterus.  Here  it  is.  There  is  no- 
thing to  show  that  anything  was  in  it.  Unfortunately  all  the 
rest  of  the  specimen  was  thrown  away.  Here  are  a  few  scrap- 
ings. A  few  sections  were  cut  out  of  the  uterus  for  examination 
to  determine  how  deep  the  mass  grew.  It  was  found  to  extend 
one-half  inch  in  the  uterine  wall.  The  pathologist  reports  that 
it  is  a  very  malignant  mixed-cell  sarcoma  of  the  body  of  the 
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uterus.  This  disease  is  unusual  between  the  ages  of  50  and 
60,  but  carcinoma  or  cancer  is  more  common.  In  a  report  of 
three  hundred  and  fifteen  cases  by  Yon  Franque,  of  Wiirzburg, 
of  malignant  diseases  of  the  uterus,  there  were  sixteen  cases  of 
sarcoma. 

The  woman's  recovery  has  been  uneventful.  I  put  on  two 
clamps  only,  no  ligature. 

The  pain  she  suffered  with  was  due  to  the  efforts  of  the  uterus 
to  get  rid  of  the  tumor.  One  of  the  common  symptoms  of  sar- 
coma is  bleeding.  If  she  had  not  bled  just  at  the  time  I  saw  her 
I  would  not  have  operated  for  the  prolapsus,  on  account  of  her 
age,  for  it  did  not  amount  to  much,  the  uterus  not  being  out  of 
the  body. 

Dr.  Shailer.— Was  the  mass  very  friable? 

Dr.  Munde.  — I  removed  it  with  the  greatest  ease  with  a  large 
placental  curette.  I  could  have  removed  it  with  my  finger.  I 
scraped  the  uterine  cavity  as  you  see  it  there,  before  I  removed 
the  uterus.  I  felt  sure  that  such  tissue  as  that  was  not  fibroid, 
that  it  was  malignant. 

Dr.  Bissell.— AVas  the  body  of  the  uterus  malignant  also? 

Dr.  Munde.— Not  larger  than  the  extent  of  the  little  finger. 
There  was  simply  a  raw  surface  where  the  tumor  sprang  from. 
It  was  so  unsatisfactory  a  specimen  that  I  thought  I  had  made  a 
mistake.  When  I  got  the  report  I  felt  I  had  not.  I  left  the 
ovaries  in. 

Dr.  Janvrin.  —  If  this  had  been  fibroid  you  would  have  left 
the  uterus? 

Dr.  Munde. — I  am  not  sure.  I  probably  would  have  taken  it 
out,  as  she  had  prolapsus.  I  do  not  think  it  advisable  as  a  rule, 
unless  the  woman  is  beyond  the  child-bearing  age  and  the  pro- 
lapsus very  large. 

Official  transactions.  H.  Grad,  Editor. 
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Meeting  of  February  1,  1901. 
The  President,  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  Thomas  C.  Smith  read  a  paper  entitled 

CASES    IN    practice.^ 

Dr.  W.  S.  Bowen  had  a  case  of  fibrous  epilus  which  returned 
^vith  each  pregnancy  and  bled  freely.  It  was  on  the  upper  jaw 
and  was  as  large  as  a  partridge  egg.  It  resembled  a  malignant 
growth.  It  will  be  interesting  to  know  if  the  bleeding  will  re- 
turn in  Dr.  Smith's  case. 

'  See  original  article,  p.  88. 
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De.  S.  S.  Adams  spoke  of  a  child  that  nursed  eight  times  dur- 
ing twenty-four  hours,  but  at  the  evening  nursing  it  would 
seize  the  nipple  and  immediately  let  go  and  scream  for  two 
hours.  He  saw  it  at  one  of  these  times  and  made  them  hold  it 
firmly  at  the  breast,  and  it  nursed  and  fell  asleep.  He  found 
the  mother  had  been  in  the  habit  of  going  out  to  make  calls  at 
this  time  of  day,  and  owing  to  her  nervous  condition  the  milk 
flowed  slowly. 

Dr.  W.  S.  Bovten  had  no  doubt  that  fright  would  influence 
the  flow  of  milk.  He  had  had  it  return  by  making  the  mother 
walk  two  hours  a  day. 

Dr.  I.  S.  Stone  had  a  patient  who  had  come  to  him  from 
"West  Virginia  and  who  was  said  to  have  appendicitis.  The  ab- 
scess ruptured  through  the  vagina  before  he  reached  her.  He 
was  unable  to  detect  any  abdominal  inflammation.  There  was 
evidence  of  inflammation  of  the  vulvo-vaginal  glands.  Ab- 
scess of  these  glands  was  undoubtedly  the  supposed  abdominal 
abscess. 

Dr.  W.  p.  Carr  had  seen  two  or  three  cases  where  he  could 
squeeze  out  a  half-teaspoonful  of  pus  and  after  wiping  it  away 
no  opening  could  be  found.  He  thought  a  drachm  or  two  might 
come  away  and  no  evidence  of  opening  be  seen.  Vaginal  cysts 
are  lined  with  epithelium,  and  the  vaginal  wall  can  be  cut  away 
and  the  cj^st  wall  will  soon  turn  to  mucous  membrane. 

Dr.  Bowen  saw  a  case  of  vaginal  cyst  removed  at  the  Garfield 
Hospital.  It  was  the  most  bloody  operation  he  had  ever  seen, 
and  she  continued  to  bleed  for  twenty-four  hours,  after  which 
she  had  to  be  anesthetized  and  repacked. 

Dr.  E.  E.  Balloch  said,  in  speaking  of  erysipelas  of  the 
scalp,  that  his  aim  was  to  keep  the  child  alive  until  the  return 
of  Dr.  Smith.  It  weighed  then  about  three  pounds.  He  did  not 
know  why  the  child  got  well. 

Dr.  Carr  thought  we  are  too  prone  to  belittle  treatment.  He 
had  no  doubt  that  the  treatment  saved  the  child 's  life.  The  con- 
tinuous bath  might  have  been  used  to  advantage. 

Dr.  S.  S.  Adams  agreed  with  Dr.  Carr  that  treatment  should 
be  persisted  in.  He  cited  the  case  of  a  child  who  had  a  tem- 
perature of  106°  to  107°  from  erysipelas  of  the  scalp  \^dth  deep 
abscesses.  He  opened  the  abscesses  as  quickly  as  they  appeared, 
and  on  washing  out  one  of  the  openings  the  fluid  poured  out  of 
all  the  others  until  a  very  large  area  of  scalp  was  denuded. 
The  child  now  has  a  very  beautiful  head  of  hair. 

Dr.  J.  T.  Winter  said  the  tincture  of  iron  does  not  constipate. 
He  gives  it  in  capsules  and  it  acts  as  a  laxative.  Twelve  years 
ago  he  took  forty  drops  three  times  a  day,  and  it  so  acted  on 
him. 

Dr.  I.  S.  Stone  said  he  used  to  give  iron  in  erysipelas  and 
thought  it  did  good. 

Dr.  Carr  said  if  iron  caused  a  diarrhea  it  was  because  of  its 
irritating  qualities.  His  professor  of  surgery  used  to  say  you 
must  give  iron  in  erysipelas  for  policy's  sake,  but  you  might  as 
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well  pour  it  down  a  rat-hole  for  all  the  influence  it  exerted  on 
the  disease.  He  had  not  given  it  for  five  years;  strychnia  he 
thought  better. 

Dr.  Adams  said  erysipelas  is  a  self-limited  disease.  We  have 
to  determine  if  the  drug  has  any  specific  action.  He  did  not 
claim  that  iron  cured  Dr.  Smith's  case-,  but  the  persistent  treat- 
ment did.  We  cannot  Imow  when  a  change  may  take  place. 
He  took  credit  in  opening  the  fifteen  or  twenty  abscesses  in  his 
case  and  thinks  he  cured  it. 

Dr.  W.  M.  Sprigg  spoke  of  the  use  of  antistreptococcus  serum 
and  related  the  history  of  a  man  whom  he  injected  after  eight- 
een, twenty-four,  and  thirty-six  hours  and  got  prompt  drop  of 
temperature.  The  delirium  cleared  up,  the  abscesses  were 
opened,  and  the  man  got  well.  He  had  used  it  in  several  cases 
with  like  result.  In  a  case  of  pelvic  pus  in  which  it  was  inad- 
visable to  operate,  he  used  it  and  the  patient  gained  twenty 
pounds  and  was  able  to  have  a  successful  operation. 

Dr.  T.  C.  Smith  said  vulvo-vaginal  cysts  do  sometimes  empty 
themselves,  or  after  a  small  probe  has  been  passed  through  the 
orifice  the  fluid  is  evacuated.  A  Frenchman  has  reported  a 
cyst  of  the  vaginal  vault  as  large  as  a  child's  head. 


Meeting  of  31  arch  1,  1901. 
The  President,  S.  S.  Adams,  ]\I.D.,  in  the  Chair. 
Dr.  J.  W.  BovEE  showed  a 

multiple  fibroid  of  the  uterus  with  the  vermiform  appendix 
attached  to  adherent  tubes  and  ovaries  low  down 

IN   THE   pelvis   UNDER    THE   FIBROID. 

Dr.  Stone  advised  the  examination  of  all  appendices  in  ab- 
dominal operations. 

Dr.  Bovee  made  it  a  point  to  examine  the  appendix  in  each 
abdominal  operation  and  to  remove  it  if  there  is  anj  deviation 
from  the  normal;  for  even  if  only  slight  evidence  of  disease  is 
noticed,  on  cutting  open  the  appendix  we  frequently  see  a  ca- 
tarrhal condition.  He  removes  the  appendix  in  ninety  per  cent 
of  abdominal  operations  and  not  more  than  ten  per  ee^.it  con- 
tain enteroliths.  He  considered  enteroliths  in  the  appendix  as 
irritants  and  predisposing  to  inflammation.  He  finds  liquid  fe- 
cal matter  in  the  appendix  in  nearly  all  cases.  If  he  sees  evi- 
dences of  inflammation  in  the  appendix  he  removes  it  if  the 
condition  of  the  patient  justifies.  He  quoted  from  a  report  of 
St.  Mary's  Hospital  Rochester,  N.  Y.,  sho^ving  one  hundred  and 
seventeen  operations  upon  early,  acute,  and  recurrent  cases 
without  a  death. 

Dr.  I.  S.  Stone  had  yesterday  operated  on  a  physician  who 
had  had  twelve  attacks"^  and  suffered  from  painful  adhesions. 
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The  appendix  was  hard  to  find  and  was  very  small,  especially 
in  the  middle.    There  was  no  pus. 

Dr.  I.  S.  Stone  read  a  paper  entitled 

IODOFORM    AND    CARBOLIC-ACID    INTOXICATION.^ 

Dr.  E.  E.  Balloch  thought  the  paper  very  opportune  and 
that  it  would  have  been  still  more  so  ten  years  ago  when  these 
drugs  Avere  in  more  common  use  than  at  present.  It  should  put 
us  on  our  guard  as  to  the  diagnosis  of  these  cases.  Iodoform 
has  no  place  in  clean  surgery.  It  may  delay  but  not  prevent 
sepsis.  We  all  use  iodoform  gauze  and  should  bear  in  mind 
the  possibility  of  iodoform  poisoning.  Carbolic  acid  is  a 
panacea  among  the  laity  and  is  used  for  many  purposes  as  a 
disinfectant,  so  that  we  are  more  liable  to  meet  with  cases  of 
poisoning  from  it.  He  had  a  case  of  resection  of  the  lower  jaw 
for  caries  and  gave  the  patient  a  very  mild  solution  of  carbolic 
acid  for  a  mouth  Avash.  This  was  used  very  frequently  and  pro- 
duced a  carbolic  poisoning.  He  thought  Dr.  Stone's  fourth  case 
very  clearly  one  of  carbolic  poisoning.  Carbolic  in  full  strength 
is  less  poisonous  than  in  solution,  since  it  acts  as  a  caustic  and 
not  so  much  is  absorbed.  He  thought  the  essayist  might  also 
have  included  bichloride  in  his  paper,  for  there  are  many  cases 
of  poisoning  from  this  drug  in  surgical  work. 

Dr.  ay.  M.  Sprigg  cited  a  case  in  his  practice  eight  years  ago. 
A  primipara  had  septic  infection.  He  gave  on  the  fifth  day  an 
intrauterine  douche  of  one  per  cent  carbolic  acid.  When 
a  half-pint  had  been  introduced  she  became  dizzy;  the  douche 
of  carbolic  was  stopped  immediately  and  sterile  water  used. 
There  was  a  chill,  and  in  twenty  minutes  the  temperature  was 
106°,  the  pupils  dilated,  and  the  condition  alarming.  She 
finally  recovered.  He  had  had  two  cases  of  iodoform  poisoning 
that  he  had  recognized. 

Dr.  J.  Wesley  Bovee  said  he  doubted  if  Dr.  Sprigg 's  case 
was  one  of  carbolic  poisoning,  as  he  had  seen  similar  conditions 
arise  from  various  simple  procedures  about  the  uterus  due  to 
reflex  irritation.  He  used  carbolic  acid,  and  followed  it  by  al- 
cohol if  he  used  it  full  strength.  He  used  iodoform  scarcely  at 
all.     He  had  seen  four  cases  of  poisoning  from  carbolic  spray. 

Dr.  S.  S.  Adams  said  the  eases  reported  must  be  looked  on  as 
cases  of  idiosyncrasy,  as  carbolic  acid  has  been  much  used  and 
there  are  very  few  cases  of  poisoning.  Years  ago  he  had  seen 
the  spray  used  externally  and  with  fatal  results.  He  cited  the 
case  of  a  child  poisoned  by  one-sixth  of  a  grain  of  carbolic  acid 
and  showing  syncope,  pulmonary  edema,  cold  clammy  sweats, 
and  dilated  pupils.  Pulmonary  edema  was  a  frequent  condition 
in  carbolic-acid  poisoning  in  children.  '  He  kncAV  of  tAvo  cases  of 
poisoning  from  vapo-cresolin  inhalation. 

Dr.  G.  W.  Cook  said  Ave  should  be  careful  in  the  administra- 
tion of  salol.  as  it  is  one-tenth  phenol. 

'  See  original  article,  p.  93. 
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Meeting  of  Octoher  2,  1901. 

The  President,  Peter  Horrocks,  IM.D.,  in  the  Chair. 

Dr.  G.  E.  Herman  read  a  paper  on 

leukemia  and  pregnancy, 

reporting  a  ease  of  his  own  and  twelve  other  cases  already  pub- 
lished elsewhere. 

Critical  examination  showed  that  in  five  of  these  latter  cases 
the  evidence  of  leukemia  was  deficient.  There  were,  therefore, 
only  eight  cases  from  which  to  draw  conclusions  as  to  the  mutual 
influences  of  pregnancy  and  leukemia.  These  eight  cases  agree 
in  the  following  points : 

1.  The  presence  of  an  enlarged  spleen  and  liver  causes  patients 
with  leukemia  to  suffer  more  from  the  abdominal  distension  of 
pregnancy  than  healthy  women. 

2.  The  symptoms  of  leukemia  are  aggravated  during  preg- 
nancy. 

3.  In  pregnancy  wnXh.  leukemia  there  is  a  great  tendency  lo 
abortion  or  premature  labor. 

4.  Death  sometimes  quickly  folloAvs  the  termination  of  preg- 
nancy with  leukemia. 

5.  If  the  patient  survive  the  termination  of  pregnancy  great 
improvement  takes  place. 

The  author  concluded  from  these  facts  that  in  pregnancy  with 
leukemia  the  induction  of  premature  labor  or  abortion  is  indi- 
cated as  a  therapeutic  measure. 

Dr.  Amand  Koitth.  — There  was  a  point  not  alluded  to  in 
the  paper  that  he  would  like  to  ask  Dr.  Herman  aboit  namely, 
as  to  the  effect  of  leukemia  on  the  fetus  in  utero.  A  irood  deal 
had  been  Avritten  on  the  transmission  of  diseases  to  uie  fetus; 
and  it  appeared  that  a  process  of  filtration  might  be  effroted  by 
a  perfect  chorionic  epithelium,  whilst  a  defective  epithelium 
would  allow  of  the  transmission  of  disease  to  the  fetus.  This 
was  illustrated  by  cases  of  twins,  in  which  one  fetus  was  healthy 
and  the  other  affected  with  the  same  disease  as  the  mother,  such 
as  cholera,  glanders,  malaria,  erysipelas,  and  many  of  the  acute 
specific  fevers.  Had  any  of  the  children  of  these  leukemic 
women  had  their  blood  examined  after  birth?  He  quite  agreed 
Avith  Dr.  Herman's  conclusion  that  premature  labor  should  be 
induced  when  symptoms  threaten  to  become  urgent,  without 
Avaiting  for  serious  developments. 
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Dr.  Gai^abin  had  met  with  one  instance  of  the  association  of 
pregnancy  A^dth  a  disease,  as  to  which  he  was  rather  doubtful 
whether  it  should  be  classed  as  splenic  leukemia  or  so-called 
pseudo-leukemia.  There  was  a  large  splenic  tumor,  reaching 
as  low  as  the  crest  of  the  ilium,  -with  extreme  anemia  and  ten- 
dency to  hemorrhage.  But  the  relative  proportion  of  leuco- 
cytes in  the  blood  was  only  moderately  increased,  not  to  that 
extreme  degree  which  is  seen  only  in  leukemia.  He  had  Avatched 
the  lady  for  several  years,  and,  under  treatment  with  arsenic 
and  large  doses  of  quinine,  the  tumor  somewhat  diminished  in 
size  and  the  general  condition  improved.  On  one  occasion  she 
came  for  consultation,  being  about  three  months  pregnant,  and 
reported  herself  as  feeling  better.  The  spleen  also  seemed  to 
have  diminished  in  size  since  the  pregnancy.  He  had  had  no 
experience  with  the  effect  of  pregnancy  on  such  a  condition,  and 
feared  grave  results  from  the  tendency  to  hemorrhage,  but,  in 
view  of  the  actual  improvement,  did  not  advise  interference  at 
that  time.  The  patient  shortly  afterward  went  to  France,  and 
there  it  was  decided  to  induce  abortion  before  the  child  had 
become  viable.  He  did  not  know  whether  the  reason  was  the 
abdominal  distension  or  the  general  symptoms.  The  result  was 
that  the  patient  died  undelivered,  and,  so  far  as  he  could  learn 
from  the  friends,  the  cause  of  death  was  hemorrhage. 

Dr.  Peter  Horrocks  was  surprised  to  hear  how  little  hemor- 
rhage there  Avas  from  the  uterus  in  these  cases  of  miscarriage 
during  leukemia.  Hemorrhages  were  common  in  this  disease, 
and  probably  that  accounted  for  the  miscarriages,  the  bleed- 
ings occurring  into  the  placenta  and  so  destroying  the  ovum  or 
fetus.  In  some  cases  hemorrhage  occurred  some  time  before 
the  actual  miscarriage  and  thus  allowed  certain  changes  to  take 
place  Avhich  prevented  flooding.  He  understood  Dr.  Herman 
to  advocate  the  induction  of  miscarriage  or  labor  as  soon  as  the 
presence  of  leukemia  w^as  discovered,  without  waiting  for  any 
bad  symptoms,  such  as  pain,  etc. 

Dr.  Herman  said  that  the  infant  was  not  affected.  He  ad- 
vised induction  of  premature  labor  or  abortion  as  a  therapeutic 
measure  only  in  cases  in  which  the  symptoms  caused  suffering 
and  were  aggravated  after  the  onset  of  pregnancy. 
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The  EsTivo-AuTUMNiVL  (Remittent)  Malarial  Fevers.  By 
Charles  F.  Craig,  M.D.  (Yale),  Acting  Assistant  Surgeon 
U.  S.  Army,  etc.  Pp.  221.  Illustrated  by  Two  Colored  Plates 
and  Twenty-one  Clinical  Charts.  New  York:  William  Wood 
&  Company,  1901. 

The  subject  of  estivo-autumnal  malarial  fever  is  one  of  more 
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than  usual  interest,  not  only  on  account  of  the  increased  atten- 
tion to  the  subject  which  has  been  brought  about  by  the  acquisi- 
tion of  insular  possessions  with  their  attendant  evils  as  well  as 
benefits;  but  by  the  fact,  realized  by  comparatively  few,  that 
this  affection  is  not  entirely  a  stranger  in  this  neighborhood. 
That  cases  develop  in  persons  who  have  never  been  outside  of 
this  city  or  its  immediate  vicinity  is  a  well-authenticated  fact, 
but  one  not  generally  recognized.  The  writer's  own  observa- 
tion of  cases  in  the  military  hospitals,  especially  among  troops 
from  Cuba  and  the  Philippines,  and  a  careful  study  of  the 
literature,  have  enabled  him  to  put  before  the  medical  profes- 
sion an  extensive  treatise  upon  this  important  subject. 

He  holds,  in  accordance  with  the  former  opinion  of  Marchia- 
fava  and  Bignami,  and  in  opposition  to  the  generally  accepted 
vieAv,  that  there  are  two  distinct  types  of  estivo-autumnal  mal- 
arial fever,  the  quotidian  and  the  tertian.  This  opinion  is  re- 
peatedly mentioned  and  emphasized,  and  is  evidently  the  point 
which  the  author  is  most  anxious  to  impress.  Such  repetition 
of  statements  is  very  noticeable  throughout  the  work.  The  im- 
portance of  microscopic  examination  of  the  blood  in  all  cases  of 
disease  occurring  in  malarial  regions  is  reiterated  in  the  strongest 
terms.  As  an  example  the  writer  quotes  the  discovery  by  this 
means  in  nine  months  at  the  United  States  Army  General  Hos- 
pital at  San  Francisco  of  172  cases  of  malarial  infection  in  which 
the  clinical  diagnosis  had  been  erroneous,  and  in  none  of  which 
had  the  symptoms  been  suggestive  of  malaria. 

Progressive  Medicine.  A  Quarterly  Digest  of  Advances, 
Discoveries,  and  Improvements  in  the  IMedical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare,  M.D.,  Professor 
of  Therapeutics  and  i\rateria  Medica  in  the  Jefferson  IMedical 
College  of  Philadelphia,  etc. ;  assisted  by  H.  R.  ]\I.  Landis. 
'Sl.D.,  Assistant  Physician  to  the  Out-patient  Department  of 
the  Jefferson  IMedical  College  Hospital.  Philadelphia  and 
New  York:  Lea  Brothers  &  Co.,  1901. 

Volume  II.,  June,  1901.  Surgery  of  the  Abdomen,  ')u*:udi]ig 
Hernia;  Gynecology;  Diseases  of  the  Blood;  Disease*^  of  the 
Glandular  and  Lymphatic  System ;  Metabolic  Disease^ :  Oph- 
thalmology.    Pp.  470. 

Volume  III.,  September,  1901.  Diseases  of  the  Thoi-ax  and 
its  Viscera,  including  the  Pleart,  Lungs,  and  Blood  Vessels; 
Dermatology  and  Syphilis;  Diseases  of  the  Nervous  System; 
Obstetrics.^   Pp.  428. 

These  are  the  two  most  important  numbers  of  the  annual 
series  to  the  readers  of  this  Journal,  containing  the  sections  on 
abdominal  surgery,  gynecology,  and  obstetrics.  With  the  ex- 
ception of  the  chapter  on  dermatology  and  syphilis  in  volume 
iii..  which  is  written  by  Dr.  William  S.  Gottheil,  of  New  York, 
the  various  articles  are  the  work  of  the  same  contributors  as  in 
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]900.  In  volume  ii.  Dr.  Colej^  has  devoted  particular  attention 
to  the  surgical  treatment  of  malignant  diseases  of  the  intestines 
and  rectum.  Dr.  Clark's  section  on  gynecology  consists  chiefly 
of  a  number  of  papers,  somewhat  abridged,  by  American  and 
British  authors,  and  a  few  of  German  origin.  His  own  views  of 
spinal  anesthesia  are  distinctly  conservative.  Only  one  Amer- 
ican article  upon  this  subject  is  quoted.  Other  subjects  include 
a  paper  by  the  writer  on  the  circulatory  system  of  the  ovary. 
Dr.  Stengel's  synopsis  of  the  literature  of  this  subject  for  the 
year  shows  that  there  have  been  practically  no  real  advances  in 
our  knowledge  of  diseases  of  the  blood.  The  volume  closes  with 
the  section  on  diseases  of  the  eye  by  Dr.  Edward  Jackson. 

Volume  iii.  includes  the  important  subject  of  diseases  of  the 
thorax  and  its  viscera.  In  the  section  on  dermatology  it  is  most 
satisfactory  to  read  Dr.  Gottheil's  statement  that  all  epithelial 
neoplasmsshould  be  thoroughly  destroyed.  The  contextshows,  how- 
ever, that  the  use  of  caustics  is  favored  rather  than  surgicalmethods. 
The  review  of  diseases  of  the  nervous  system  by  Dr.  Spiller  con- 
tains many  points  of  interest.  To  quote  from  Dr.  Noi-ris,  who 
furnishes  the  chapter  on  obstetrics:  "The  literature  of  the  cur- 
rent year  has  not  shown  any  work  that  can  be  characterized  as 
epoch-making.  It  abounds,  however,  with  reports  and  discus- 
sions that  clarify  and  verify  much  of  the  research  of  recent 
years."  His  selection  of  articles  includes  particularly  those 
upon  pregnancy  and  its  complications,  eclampsia,  the  surgery  of 
obstetrics,  hemorrhage,  and  sepsis. 

The  series  still  fills  its  position  of  usefulness  to  the  profession, 
the  vast  majority  of  whom  possess  neither  the  facilities  nor  the 
time  for  perusal  of  all  of  the  current  literature.  Upon  the 
preservation  of  a  high  standard  of  selection  and  presentation 
of  articles  will  depend  the  contiiiuance  of  its  present  popularity. 
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OBSTETRICS. 

Cesarean  Section  with  Removal  of  the  Uterus. — Guglielmo 
de  Paoli^  reports  a  case  in  which  the  results  were  absolutely  satis- 
factory for  both  mother  and  child,  in  spite  of  the  operation  hav- 
ing been  performed  in  the  patient's  home  among  the  poox-est  sur- 
roundings. The  points  which  it  was  sought  to  carry  out  in  the 
technique  w^ere  the  following :  1.  That  the  incision  should  avoid 
the  linea  alba,  but  be  carried  along  the  rectal  muscles  between  the 
umbilicus  and  the  pubis.  2.  That  the  uterus  should  be  incised 
in  situ,  without  bringing  it  outside  of  the  abdominal  cavity. 
3.  That  rupture  of  the  sac  is  not  necessary,  Bossi  considering  the 
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amniotic  fluid  to  be  innocuous.  4.  That  hemostasis  may  be  se- 
cured by  means  of  a  large-calibre  Nelaton  catheter.  5.  If  the 
uterus  is  mobile  and  the  appendages  free,  it  may  easily  be  lifted 
out  and  the  operation  is  less  difficult  to  perform  than  in  a  case 
of  fibromyoma.  6.  That  it  is  of  the  utmost  utility  to  make  two 
serous  flaps  and  to  unite  them  marginally.  7.  That  burial  of  the 
pedicle  and  total  ablation  should  take  the  place  of  Porro's  oper- 
ation, which  should  be  reserved  for  cases  of  greatest  urgency. 
The  operation  described  was  performed  in  forty  minutes,  and  the 
patient  was  well  on  the  fifteenth  day. 

Care  of  the  Breasts  in  Nursing  Mothers. — George  Barksdale,- 
when  the  nipples  are  tender,  paints  them  with  glyceride  of  tannin 
and  alcohol  for  several  days.  If  they  become  fissured  it  is  best  to 
paint  them  with  tincture  of  benzoin  or  boric  acid  solution. 
When  the  flow  of  milk  is  more  than  the  child  can  consume,  it  is 
best  to  withdraw  some  of  it  to  prevent  pain  to  the  mother.  When 
symptoms  of  abscess  develop,  the  breasts  should  have  the  milk 
withdrawn,  and  the  tumors  produced  by  the  over-distended  ducts 
should  be  massaged  until  they  disappear.  If  this  does  not  re- 
lieve the  symptoms,  the  liquids  should  be  withdrawn  as  much  as 
possible  and  the  breast  anointed  with  an  ointment  composed  of 
camphor,  opium,  atropia,  and  lanolin.  Compound  jalap  powder 
should  also  be  given  to  secure  free  movements  of  the  bowels  and 
as  a  diuretic.  If  the  symptoms  continue,  use  hot  fomentations 
until  the  abscess  forms,  and  then  oi>en. 

Puerperal  Eclampsia  with  Complete  Arrest  of  Natural  Res- 
piration Five  and  a  Half  Hours  before  that  of  the  Circulation. — 
Ettore  Bidone^  reports  the  case  of  a  multipara,  seven  months 
pregnant,  first  seen  in  eclamptic  coma.  The  respiration,  at  first 
regular  but  superficial,  became  irregular  and  then  stopped,  while 
the  pulse  continued  to  beat  regularly,  but  became  slower  and 
weakened.  Artificial  respiration  caused  a  disappeax-ance  of  the 
cyanosis,  but  no  return  to  consciousness,  but  only  coagulated 
blood  could  be  obtained.  In  a  desperate  effort  to  save  the 
mother's  life,  if  possible.  Cesarean  section  was  resorted  to 
and  a  dead  fetus  removed.  During  all  these  procedures  arti- 
ficial respiration  had  to  be  maintained,  while  th^  heart  con- 
tinued to  beat  with  regularity.  Finally,  from  sheer  fatigue 
on  the  part  of  the  attendants,  the  patient  was  left  to  her 
fate  and  died  a  few  minutes  after  the  cessation  of  arrificial  res- 
piration. The  author  thinks  it  would  be  advisable  for  the  hos- 
pital to  possess  an  apparatus  for  artificial  respiration,  which 
might  in  some  cases  restore  the  apparently  dying  to  life. 

Ten  Cases  of  Anchylostomycosis  in  Pregnancy. — Enrico  Tri- 
dondani^  reports  his  cases  in  full  and  deduces  from  them  that 
this  affection  is  a  serious  complication  of  pregnancy,  nearly  al- 
ways interrupting  its  course  or  necessitating  its  interruption 
artificially.  It  markedly  increases  the  hydremia  of  pregnancy, 
contributes  to  the  determination  of  albuminuria,  and  often  in- 
duces death  of  the  fetus.     Undoubtedly  there  is  a  toxic  cause  for 
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this  interruption  of  pregnancy,  which  with  other  facts  supports 
the  toxic  theory  of  the  genesis  of  anchylostomycosis.  Treatment 
consists  in  the  use  of  thymol  and  of  the  extract  of  male  fern. 

Repeated  Tubal  Pregnancies. — E.  Pestalozza^  concludes  that 
the  repetition  of  extrauterine  pregnancy  is  not  uncommon,  there 
being  more  than  a  hundred  cases  to  prove  this  statement.  Out 
of  every  four  pregnancies  in  a  woman  who  has  had  an  extra- 
uterine pregnancy,  one  will  probably  be  of  the  same  type.  Repe- 
tition of  this  occurrence  is  important  from  an  etiological  point 
of  view,  and  seems  to  uphold  the  theory  of  a  predisposing  gen- 
eric cause,  mechanical  factors  being  only  occasionally  of  impor- 
tance. The  nature  of  this  predisposing  cause  has  not  yet  been 
determined,  but  researches  are  under  way  to  ascertain  whether  it 
is  due  to  a  morbid  process  of  infective  origin  or  to  congenital 
malformation  of  the  tube.  Total  castration  as  a  prophylactic 
measu'^e  is  not  warranted  as  yet,  but  the  condition  of  the  ap- 
pendages on  the  non-gravid  side  should  always  be  ascertained, 
in  order  to  be  ready  for  any  emergency ;  and  a  pregnant  woman 
who  has  had  an  extrauterine  pregnane}^  must  be  constantly  un- 
der the  closest  surveillance. 

Acetonuria  in  Pregnancy. — R.  Costa^  concludes  from  his  re- 
searches that  in  physiological  pregnancy  acetonuria  is  in  greater 
amount  than  in  the  non-gravid  condition.  In  labor,  especially 
if  it  be  prolonged,  acetonuria  is  increased.  In  the  puerperal 
state  it  decreases,  although  still  remaining  higher  than  during 
pregnancy. 

Anatomico-pathological  Changes  in  the  Fetus  in  Cases  of 
Puerperal  Eclampsia.— Eniilio  Alfieri^  concludes  from  his  inves- 
tigations:  1.  That  in  the  fetus  born  of  women  suffering  from 
eclampsia  certain  changes  are  found  in  the  organs  corresponding 
to  those  affected  in  the  mother.  2.  That  these  alterations,  however, 
are  not  constant,  nor  exclusive,  nor  characteristic  of  eclampsia,  a.s 
they  may  also  result  from  intoxication  of  the  fetal  organism  and 
from  intrauterine  circulatory  disturbances  of  varied  origin. 
3.  That  Avhile  not  denying  that  the  lesions  found  in  the  liver,  kid- 
neys, and  suprarenal  capsule  may  have  been  the  cause  of  the 
death  of  the  fetus,  it  is  more  likely  that  they  are  merely  the  ex- 
pression of  a  certain  toxic  condition  and  that  other  factors  may 
have  produced  death.  4.  That  anatomico-pathological  researches 
have  so  far  failed  to  sustain  the  theory  of  the  fetal  origin  of  puer- 
peral eclampsia. 

The  Circulatory  Apparatus  in  Pregnancy. — Ester  Bonomi^ 
thus  concludes  an  exhaustive  study  of  the  subject:  Pregnancy 
induces  a  slightly  anemic  condition,  which  usually  escapes  obser- 
vation because  it  does  not  cause  marked  symptoms,  but  which 
at  certain  irritative  periods  probably  establishes  a  process  of 
hypertrophy  of  the  myocardium.  The  increase  in  the  blood  mass 
and  in  abdominal  pressure,  Avith  the  addition  of  a  zone  of  circula- 
tion, are  sufficient  to  produce  hypertrophy  of  the  left  ventricle, 
but  to  these  factors  is  added  the  irritating  action  of  the  products 
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of  fetal  retrogression  circulating  in  the  maternal  blood.  If  we 
further  take  into  account  the  effect  of  visceral  sympathy  from 
the  gravid  uterus  through  the  sympathetic,  and  the  functional 
over-activity  of  the  pulmonary  circulation,  we  can  readily  un- 
derstand that  there  should  be  dilatation  of  the  right  heart. 
Comparative  anatomy  and  histology  show  that  the  weight  of 
the  heart  and  thickness  of  the  wall  of  the  left  ventricle  are  in- 
creased, and  that  there  is  hypertrophy  of  the  fibres  of  the  myo- 
cardium. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Gonorrhea. — T.  AV.  Eden^  uses  a  1 :  1000  solution  of  bichloride 
or  biniodide  of  mercury  thoroughly  applied  to  the  vaginal  mu- 
cous membrane.  This  solution  must  be  applied  under  an  anes- 
thetic and  by  means  of  a  stiff  brush.  This  treatment  must  be 
carried  out  early,  that  is,  before  the  Bartholinian  glands  are 
involved.  When  the  disease  involves  the  urethra,  this  must  be 
dilated  and  the  canal  swabbed  out  with  a  1 :  2000  perchloride 
solution.  When  the  above  treatment  is  refijsed,  the  best  method 
of  treatment  is  by  pessaries  of  cocoa  butter  containing  twenty 
grains  of  iodoform  and  ten  grains  of  oil  of  eucalyptus.  A  pes- 
sary is  passed  into  the  vagina  when  the  patient  goes  to  bed;  it 
melts  and  the  solution  flows  over  the  vaginal  walls  and  into  the 
folds  and  depressions.  Douches  are  used  in  addition  to  the 
above.  A  douche  should  always  be  given  with  the  patient  in  the 
dorsal  position. 

The  Menstrual  Function. — C  jNIerletti^  in  an  exhaustive  arti- 
cle studies  the  conditions  which  favor  or  retard  the  appearance 
and  the  cessation  of  the  menstrual  function,  the  causes  leading 
to  physiological  or  pathological  amenorrhea,  the  influence  ex- 
erted by  the  nutrition -and  life  conditions  of  the  individual  on  the 
amount  of  the  flow,  the  modifications  produced  by  the  organic 
changes  which  precede  and  follow  the  menses,  the  modifications 
consequent  upon  it,  and  the  relations  existing  between  menstru- 
ation and  ovulation,  oophorectomy,  and  amenorrhea,  dc.  His 
conclusion  is  that  in  the  life  of  the  female  the  genital  iemorrhage 
exists  only  while  the  organism,  either  from  sufficient  develop- 
ment or  non-advanced  retrogression,  has  to  dispose  of  .;  certain 
surplus  of  vital  energy  necessary  for  the  individual  and  useful 
for  the  conservation  of  the  species.  Physiological  or  morbidly 
exhausting  conditions  lead  to  amenon-hea,  independently,  and 
sometimes  in  opposition  to  ovarian  activity.  The  presence  of  the 
ovaries,  however,  is  necessary  to  the  maintenance  of  the  men- 
strual hemorrhage;  it  must,  clinically  at  least,  be  admitted  that 
in  the  ovary  there  is  a  nervous  centre  which  is  a  trophic  and  per- 
istaltic regulator  of  the  uterus,  factors  essential  to  the  cii-cula- 
tory  modifications  which  lead  to  the  monthly  blood  loss.  The 
organic  hyperactivitj^  of  the  female  induces  an  aceunuilation 
of  nutritive  products,  which  not  being  utilized  by  the  individual 
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would  be  injurious  to  it,  and  are  thrown  off  periodically  at  two, 
three,  or  four  weeks'  interval,  according  to  hereditary  or  per- 
sonal conditions.  The  nervous  centres  give  the  first  warning  of 
the  surplus,  and  the  vasomotors  being  superexcited— aided  by 
the  ovarian  centres— open  a  path  of  escape  which  restores  func- 
tional equilibrium.  This  explains  why  the  activity  of  the 
changes  and  the  vascular  tension,  etc.,  are  at  their  maximum  in- 
tensity at  the  beginning  of  the  period,  and  become  relieved  as 
the  flow  is  established.  It  is  not  surprising  that  products  des- 
tined for  reproductive  and  not  for  vegetative  life  should  be  in- 
jurious to  the  latter.  There  are  some  types  in  whom  the  equi- 
librium of  the  organic  functions  is  so  perfect  that  this  retention 
and  liberation  of  non-utilized  material  causes  no  disturbance, 
but  in  the  great  majority  of  cases  a  certain  amount  of  suffering 
attends  the  function.  This  suffering  is  revealed  by  the  alter- 
ations in  the  blood  crasis  (slight  hypocromic,  lessened  globular 
production,  hypoalkalescence,  hypoisotonia)  ;  the  loss  of  blood,  by 
liberating  the  organism  from  the  circulating  products  which  are 
injurious  to  the  life  of  the  corpuscles,  merits  its  popular  name  of 
"purgative,"  and  the  uterus  deserves  to  be  classed  with  the 
emunctory  organs. 

Acute  Vomiting. — Louis  Kolipinski*  has  used  lager-beer  suc- 
cessfully to  stop  acute  vomiting  such  as  occurs  in  abdominal  and 
pelvic  diseases  in  females,  nervous  disorders,  and  in  acute  infec- 
tions. Singularly  good  results  have  been  obtained  from  small 
doses— a  wineglass  of  beer,  repeated  in  half  an  hour  if  necessary. 
The  dark  beer  is  preferable. 

BEFEBENCES. 
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Jour.,  Sept.  18.     *  Med   News,  Oct.  5.     ^  phii.  Medical  Jour..  Sept.  28. 

DISEASES    OF    CHILDREN. 

Dangerous  Hemorrhage  after  Removal  of  Large  Tonsils 
and  Adenoids. — A.  C.  GetchelP  reports  the  case  of  a  child  of  5 
years  upon  whom  he  operated,  removing  large  tonsils  and  an 
adenoid  growth.  The  bleeding  promptly  stopped,  and  recovery 
from  the  anesthesia  was  satisfactory.  Two  hours  later  the  author 
was  hurriedly  summoned  to  the  case.  The  child  had  been  greatly 
nauseated,  had  vomited  a  fluid  resembling  fresh  blood  at  five 
different  times,  about  tAvo  ounces  each  time,  was  thirsty,  restless, 
and  had  a  sighing  respiration  and  failing  pulse.  The  condition 
went  on  from  bad  to  worse,  and  at  midnight  six  ounces  of  salt 
solution  were  injected  under  the  skin,  inside  the  inferior  angle 
of  the  scapula,  and  in  half  an  hour  it  was  entirely  absorbed.  Its 
good  effect  on  the  pulse  was  striking,  jacobi's  mixture — barley 
water  four  ounces,  brandy  two  drachms,  white  of  one  egg,  and 
salt  and  sugar — was  given  in  doses  of  two  drachms  every  fifteen 
minutes.  Choralamid  was  administered  and  nutrient  enemata. 
and  in  the   morning,   instead  of  the   Jacobi   mixture,   brandy 
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twenty  minims,  with  sulphate  of  strychnia  one-twentieth  grain 
given  every  two  hours.  The  child  made  a  good  recovery.  This 
experience  confirms  the  author  in  his  conviction  that  under  the 
age  of  5  years  one  should  do  the  complete  operation  for  removal 
of  tonsils  and  adenoids  with  a  great  deal  of  caution,  and,  where 
the  tonsils  are  very  large  and  the  child  is  delicate  and  anemic, 
the  complete  operation  under  ether  should  not  be  attempted. 
The  tonsils  can  and  should  be  removed,  but  this  can  be  done 
with  no  anesthesia  or  with  but  a  few  whiffs  of  chloroform.  The 
incompleteness  of  the  operation  should  be  explained  to  the  par- 
ents, and  a  future  removal  of  the  adenoid  growth,  under  an 
anesthetic,  should  be  considered  and  planned.  Indeed,  after  the 
gain  in  health  that  usually  follows  the  removal  of  the  tonsils,  this 
becomes  a  safe  proceeding. 

Hemorrhagic  Disease  of  the  New-born. — Adelaide  Brown- 
reports  two  cases.  The  first  was  born  with  a  degree  of  asphyxia 
not  accountable  for  by  the  labor.  Forty-eight  hours  later  a 
tarry  substance  was  passed  in  the  meconium;  blood  continued 
in  the  stools  for  two  days.  Ecchymoses  developed  on  the  ab- 
domen and  emaciation  was  marked.  Increase  in  weight  began 
on  the  fifth  day,  and  by  the  twenty-eighth  day  the  birth  weight 
was  regained.  The  second  child  vomited  dark  fluid  the  first 
day;  thirty-six  hours  after  birth  hemorrhage  from  the  bowel  be- 
gan and  the  vomiting  of  black  blood  continued.  Nine  move- 
ments containing  blood  were  passed  the  first  day,  two  the  second. 
The  child  Avas  nursed,  and  the  nursing  supplemented  by  modi- 
fied milk  until  the  birth  weight  was  regained.  The  treatment 
in  these  cases  was  as  follows:  Fluid  extract  of  ergot  (two- 
drop  doses)  was  given  and  vomited,  as  was  also  tincture  of  the 
chloride  of  iron  in  the  second  case.  An  enema  of  weak  as- 
tringent solution  was  tried  on  Case  1,  but  caused  an  increase  of 
bright  blood  and  great  tenesmus.  Gelatin  was  given  and  re- 
tained, and,  Avith  the  addition  of  five  drops  of  brandy  every 
hour,  was  the  only  treatment  persisted  in.  In  Case  1  gelatin 
tubes  containing  about  one  drachm  were  heated,  diluted,  and  fed 
the  child.  The  effect  was  very  perceptible.  After  this  gelatin 
was  given  every  two  or  three  hours.  In  the  second  ease,  only 
gelatin  was  tried.  Cox's  gelatin,  soaked  and  made  of  the  con- 
sistence of  wine  jelly,  was  fed  to  the  infant,  a  drach;  with  five 
drops  of  brandy  every  hour  for  tAvelve  hours,  then  '•very  two 
hours,  later  every  three  hours  for  several  days.  Tliere  was  no 
vomiting,  and  the  hemorrhage  decreased  rapidly  after  the  first 
doses.  In  both  cases  the  infants  were  kept  warm  and  absolutely 
still,  changed  without  handling,  and  were  fed  "weak  formula" 
milk  or  diluted  mother's  milk  with  the  dropper.  The  extreme 
severity  of  these  cases  and  the  uniformity  of  the  two  results 
under  this  treatment  seem  to  indicate  that  there  is  some  strong 
ground  for  the  theory  that  unnatural  fluidity  of  the  blood  is  one 
cause  of  hemorrhagic  disease  in  the  new-born.  The  gelatin 
treatment  has  in  its  favor  that  no  quantity  seems  to  disturb  the 


136  BRIEF   OF    CURRENT    LITERATURE. 

child,  it  is  at  hand  in  most  houses,  and  certainly  meets,  clini- 
cally, the  indications  of  increased  iinidity  as  a  cause  of  certain 
cases  of  hemorrhage  in  the  new-born. 

Hydrocephalus. — William  Ewart  and  W.  Lee  Dickinson^  re- 
port two  cases  which  were  successfully  treated  by  tapping  and 
by  the  introduction  of  aseptic  air  in  the  place  of  the  fluid.  This 
operation,  he  says,  can  be  repeated  without  detriment  and  with 
scarcely  more  risk  than  belongs  to  the  usual  method  of  jjara- 
centesis.  In  favorable  cases  of  moderate  effusion  a  single  oper- 
ation may  suffice.  In  cases  of  considerable  effusion  an  obvious 
indication  is  to  relieve  the  brain  from  the  weight  and  from  the 
pressure  of  the  fluid.  The  evacuation  is  facilitated  by  the  in- 
troduction of  aseptic  air.  By  a  timely  repetition  of  the  oper- 
ation a  hydrocephalic  infant  might  l3e  enabled  to  carry  the 
weight  of  the  head,  and,  if  the  treatment  were  begun  sufficiently 
early,  permanent  damage  to  the  bi-ain  tissue  might  be  averted 
and  a  normal  development  might  perhaps  ensue. 

Infant-Feeding  with  Undiluted  Milk, — Oppenheimer^  tried 
this  method  in  ninety-one  ca-ses,  including  healthy  infants,  some 
Avith  mild  gastro-intestinal  disturbances,  and,  finally,  atrophic 
children.  When  the  undiluted  milk  was  used  longer  than  four 
weeks,  the  healthy  infants  gained  twenty-five  grammes  per  day 
and  the  mildly  sick  ones  twenty-three.  Of  the  eleven  atrophic 
cases  four  did  well  and  seven  did  not  improve.  When  used 
for  a  shorter  period  than  four  weeks,  thirteen  infants  did  not 
gain,  while  twenty  gained  on  an  average  of  twenty-five  grammes 
per  day.  The  gain  in  every  case  is  greater  than  that  given  by 
Camerer  and  Biedert  for  the  normal  increase  of  breast-fed  in- 
fants. The  muscles  become  more  firm,  the  panniculus  adiposus 
better  developed,  and  the  color  better  than  with  any  other  method 
of  artificial  feeding.  Chronic  obstipation  was  present  in  one 
case  only — thus  gi\dng  the  method  another  advantage.  During 
the  first  two  or  three  weeks  the  child  should  have  eight  meals, 
then  seven,  and  after  the  fourth  or  fifth  month  only  six  in  twen- 
ty-four hours.  The  quantity  should  closely  simulate  that  taken 
by  the  breast-fed  infant — i.e.,  five  hundred  grammes  per  day 
during  the  first  month,  and  from  nine  hundred  to  one  thousand 
after  the  fourth  month. 

Infantile  Scurvy. — Edward  L.  Peirson^  says  that  this  disease 
follows  the  prolonged  use  of  some  diet  unsuitable  to  the  individ- 
ual child.  Proprietary  foods  and  absence  of  fresh  milk  seem 
to  be  predisposing  causes,  but  he  has  seen  cases  in  infants  who 
were  taking  plenty  of  fresh  uncooked  milk.  All  that  can  be 
said  is  that  either  there  is  a  lack  of  necessary  elements,  or  else 
these  elements  are  present  in  a  non-assimilable  form.  What 
practically  concerns  us  is  that  it  is  simply  a  hemorrhage  that 
we  have  to  deal  with.  The  hemorrhage  is  the  earliest  symptom 
in  the  vast  majority  of  cases,  is  usually  subperitoneal  and 
in  the  long  bones  of  the  legs,  later  in  the  arms,  very  rarely  in 
any  other  bones.     The  earliest  and  most  common  symptom  is 
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swelling  of  the  lower  end  of  the  diaphj^sis  of  the  fennir — wliich 
is  an  important  point  in  the  diagnosis  from  rachitis  or  rlienma- 
tism.  In  scurvy  the  swelling  is  extremely  tender,  but  is  neither 
hot  nor  red;  in  rheumatism  the  swelling  is  in  the  joint  and  is 
hot.  In  rachitis  the  epiphysis  is  enlarged  and  is  not  tender. 
The  rest  of  the  pathology  of  the  disease  consists  of  anemia  and 
a  stomatitis  ulcerosa.  The  swelling  o"f  the  gums  is  not  usually 
an  early  symptom  and  will  not  appear  at  all  if  the  case  is  early 
recognized  and  treated.  Hemorrhage  may  occur  from  the 
bowels,  nose,  or  into  the  skin  later  in  the  disease,  or  into  any 
of  the  internal  organs.  Treatment  is  simple.  Modified  un- 
cooked milk  with  orange  or  lemon  juice  should  be  given,  one- 
half  to  one  lemon  or  orange  being  used  daily  with  fresh  beef 
juice.  These  children  are  greedy  for  the  juice  of  both  orange 
and  beef.  Iron,  etc.,  can  be  given  for  the  debility  and  anemia. 
In  severe  cases  the  child  must  be  kept  quiet  on  a  frame,  but  the 
author  has  never  as  yet  had  to  resort  to  this  measure. 

Intussusception  in  Children. — Bernard  Pitts"  reaches  the 
following  conclusions  in  regard  to  the  treatment  of  this  condi- 
tion :  1.  Try  inflation  only  when  the  case  is  seen  within  a  few 
hours  of  onset  and  is  not  of  a  very  acute  character.  In  the 
great  majority  of  hospital  cases  it  is  better  to  open  the  abdomen 
at  once.  2.  Inflation  may  be  tried  in  certain  other  cases  for  the 
purpose  of  reducing  the  main  portion  of  the  intussusception 
and  enabling  the  incision  to  be  made  directly  over  the  cecum. 
3.  When  reduction  is  found  impossible  in  chronic  cases,  a  resec- 
tion may  be  generally  done  through  an  incision  in  the  ensheath- 
ing  bowel.  4.  In  acute  cases,  and  especially  if  gangrene  is  pres- 
ent, or  the  condition  of  the  bowel  requires  its  removal,  a  wide 
resection  should  be  undertaken  as  rapidly  as  possible,  and  the 
ends  brought  outside  the  abdomen ;  continuity  should  be  re- 
stored at  a  subsequent  operation.  5.  In  exceptional  cases  of 
enteric  intussusception,  resection  and  immediate  restoration  of 
continuity  gives  the  only  chance. 

Large  Doses  of  Antidiphtheritic  Serum. — E.  Thomas"  con- 
cludes from  the  results  of  his  investigations  that  a  large  dose  of 
sernm  should  be  injected  on  the  first  day  of  treatment,  >vhether 
the  case  be  severe  or  be  croup.  The  second  day  should  be  one 
of  expectancy  and  surveillance.  Forty  cubic  centime^-es  may 
be  considered  as  the  maximum  dose  to  be  given  on  the  first  day. 
Untoward  effects  from  it  are  not  to  be  feared;  still  in  cases  of 
albuminuria  it  will  be  well  to  be  prudent. 

Measurements  of  Girls  in  Private  Schools. — Arthur  '\rac- 
donald'  says  that,  comparing  girls  in  private  schools  with  AVash- 
ington  and  Chattanooga  school-girls,  we  find  them  heavier,  taller, 
much  stronger,  and  much  more  sensitive  to  pain  than  girls  in 
public  schools.  It  would  appear  that  the  comforts,  refinements, 
and  perhaps  luxuries  of  modern  civilization,  while  beneficial  to 
physical  development,  tend  to  increase  sensitiveness  to  pain.  It 
has  previously  been  shown  that  children  of  the  mereantik'  and 
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professional  classes  were  superior  in  circumference  of  head,  in 
height,  sitting  height,  and  weight,  but  more  sensitive  to  heat  and 
locality  on  the  skin  than  children  of  the  laboring  classes;  that  is. 
a  superior  physical  development  usually  seems  to  be  accompanied 
with  greater  acuteness  of  the  sensibilities.  Gii-ls  in  private 
schools  are  less  sensitive  to  locality  on  the  skin,  but  more  sensitive 
to  pain  before  than  after  puberty. 

The  Necessity  for  Increasing  the  Dose  of  Antitoxin  in  Cer- 
tain Cases  of  Diphtheria. — A  writer^  in  the  London  Lancet  says 
that  after  the  injection  of  antitoxin  in  diphtheria  recovery  is 
usually  rapid ;  the  general  symptoms  diminish  and  the  membrane 
ceases  to  extend  and  becomes  detached.  But  in  certain  cases  im- 
provement does  not  follow  and  the  disease  progresses  to  a  fatal 
termination.  This  result  has  been  attributed  to  using  antitoxin 
too  late,  to  associated  infections,  or  to  special  malignity  of  the 
disease.  No  doubt  these  are  important  causes,  but  there  are  cases 
in  which  the  disease  progresses  because  the  dose  of  antitoxin  is 
insufficient  and  is  determined  simply  by  the  age  of  the  patient, 
when  the  gravity  of  the  symptoms  necessitates  a  large  dose  and 
its  repetition  until  they  regress.  At  the  meeting  of  the  Societe 
medicale  des  Ilopitaux  of  Paris  on  June  14,  Dr.  H.  Barbier  and 
Dr.  ]M.  F.  Lobligeois  communicated  an  important  paper  on  this 
subject  based  on  cases  which  they  observed  in  the  Hopital  Trous- 
seau in  the  months  of  January,  February,  and  March,  during  an 
epidemic  of  diphtheria  in  Paris  of  special  severity.  In  some  of 
the  cases  the  symptoms,  local  and  general,  did  not  become  worse, 
but  they  did  not  improve.  The  antitoxin  seemed  to  have  simply 
arrested  the  progress  of  the  disease.  To  this  form  Dr.  Barbier 
and  Dr.  Lobligeois  give  the  name  "prolonged  diphtheria."  In 
other  eases  the  symptoms  improved  and  the  membrane  became 
detached,  then  after  a  variable  time  the  membrane  and  the  toxic 
symptoms  reappeared  ("relapsing  diphtheria").  The  relapses 
sometimes  occurred  before  the  membrane  of  the  first  attack  had 
separated,  sometimes  after  it  had  disappeared,  the  throat  having 
remained  clear  for  a  longer  or  shorter  time.  These  prolonged 
and  relapsing  forms  of  diphtheria  were  observed  with  special 
frequency  in  the  epidemic  referred  to  and  previously  in  isolated 
eases.  Of  325  cases  the  membrane  persisted  in  50  after  the  third 
day  following  the  injection.  In  2  the  throat  was  not  entirely 
clear  until  the  twelfth  day.  The  ages  of  these  children  varied 
from  18  months  to  6I/2  years.  The  dose  of  antitoxin  given 
on  admission  varied  from  10  to  40  cubic  centimetres;  usu- 
ally it  was  20  cubic  centimetres.  The  quantity  was  based 
on  the  apparent  gravity  of  the  case  rather  than  on  the  age 
of  the  patients.  There  were  27  eases  of  "pure  diphtheria" 
to  19  of  "associated  diphtheria."  In  most  cases  a  second  in- 
jection of  10  cubic  centimetres  given  on  the  second  or  third  day 
after  admission  caused  the  separation  of  the  membrane ;  some- 
times a  third  and  even  a  fourth  injection  was  necessary.  The 
total  quantity  of  antitoxin  given  was  usually  about  40  cubic 


BRIEF   OP    CURRENT   LITERATURE.  139 

centimetres.  In  some  cases  the  dose  was  increased  and  from  90 
to  140  cubic  centimetres  were  given.  In  15  cases  the  membrane 
having  entirely  disappeared,  after  the  injection  of  antitoxin, 
which  had  sometimes  been  repeated,  reappeared.  The  quantity 
which  had  been  given  varied  from  20  to  40  cubic  centimetres,  and 
in  some  cases  as  much  as  60,  90,  and  140  cubic  centimetres  were 
given.  The  interval  between  the  separation  of  the  membrane 
and  its  reappearance  varied  from  one  to  five  days ;  in  one  case  it 
was  seven  days.  As  a  rule  an  injection  of  10  cubic  centimetres 
caused  the  membrane  again  to  separate  in  from  twenty-four  to 
forty-eight  hours.  In  one  case  the  resistance  was  very  great.  A 
child  aged  10  years  for  various  causes  received  injections  on  the 
first,  second,  third,  fourth,  fifth,  seventh,  and  ninth  days  of  the 
disease,  amounting  in  all  to  130  cubic  centimetres.  i\Iembrane  re- 
formed on  the  eleventh  day,  but  disappeared  under  an  injection 
of  10  cubic  centimetres.  Another  indication  for  increasing  the 
quantity  of  antitoxin  is  diphtheritic  bronchitis;  the  dose  should 
be  double  or  treble  the  ordinary  one.  Hence  the  importance  of 
early  diagnosis  of  this  complication  by  careful  examination  of 
the  chest  and  of  matters  expectorated  or  discharged  by  the 
tracheotomy  tube.  Finally,  the  persistence  of  toxic  symptoms 
is  an  indication  to  give  more  antitoxin.  Thus  a  child  showed 
toxic  symptoms— prostration  and  acceleration  and  feebleness  of 
pulse.  The  injection  was  repeated  four  times  and  on  each  occa- 
sion there  was  marked  improvement,  the  prostration  diminished 
and  the  pulse  became  slower  and  stronger. 

Prophylaxis  of  Ophthalmia  Neonatorum. — Thoyer-Rozat® 
describes,  in  a  paper  read  before  the  Obstetrical  Society  of 
France,  the  method  employed  at  the  Clinique  Tarnier.  It  con- 
sists in  disinfection  of  the  vulva  and  vagina  before  labor,  and 
before  ligation  of  the  cord,  washing  the  child's  eyes  -with  boric 
acid  solution  and  soap,  then  instillation  of  two  or  three  drops  of 
1 :150  solution  of  silver  nitrate.  Since  this  has  been  done  the 
affection  has  been  unknown  at  the  clinic.  In  the  discussion 
Guillemet^'^  states  that  he  has  given  up  silver  nitrate  on  account 
of  the  resulting  conjunctivitis,  and  simply  washes  the  free  bor- 
ders of  the  eyelids  with  soap  and  applies  oxycyanide  c  f  mercury 
in  weak  solution.  He  apparently  neglects  any  bacte -ia  which 
may  have  gotten  under  the  lids,  if  the  child  has  alreacb-  opened 
its  eyes  in  the  vagina.  Loviot"  relies  upon  cleansing  the 
vagina  before  labor,  if  there  is  no  gonorrheal  history,  au'l  wash- 
ing the  borders  of  the  lids  with  soap.  If  labor  is  well  under  way 
when  seen,  and  a  recent  or  old  metritis  is  suspected,  silver  nitrate 
should  be  used.  Maygrier"  has  used  a  1 :150  solution  of 
silver  nitrate,  and  has  never  seen  any  resulting  catarrhal  inflam- 
mation. Budin^^  considers  1 :50  silver  nitrate  unnecessarily 
strong,  and  has  had  as  good  results  with  a  solution  of  1 :  150. 

Rachitic  Deformities  of  the  Spine. — J.  S.  Stone'  states  that 
the  usual  spinal  deformity  in  rielcets  is  a  generalkyphosis, extend- 
ing from  the  lower  cervical  region  downward,  and  most  marked  in 


140  BRIEF    OF    CURRENT    LITERATURE. 

the  lumbar  region.  It  usually  occurs  early  in  the  disease,  and  is 
much  more  apt  to  occur  in  those  cases  of  rickets  coming  on  very 
earl}'  in  life  than  in  those  coming  relatively  late.  "With  this 
kyphosis  there  is  usually  associated  round  shoulder.  Lateral 
deviation  of  the  spine  is  rare.  Musculai'  weakness  is  the  essential 
factor  in  the  causation  of  these  deformities,  and  is  much  more  im- 
portant in  deformities  of  the  spine  than  in  deformities  of  the  long 
bones.  Deformity  of  the  spine  is  usuallj'  not  at  all  proportionate 
to  the  deformities  of  the  long  bones,  because  it  occurs  to  the 
greatest  extent  in  those  children  who  have  never  walked,  but  have 
been  propped  up  in  chairs  or  in  bed  long  before  they  have  at- 
tempted to  stand  or  before  their  muscles  have  become  strong 
enough  to  allow  them  to  support  their  weight  in  sitting.  In  these 
weak  children  the  normal  lumbar  curve  has  never  been  found, 
and  there  is  thus  a  perpetuation  and  exaggeration  of  Avhat  is  the 
normal  shape  of  the  spine  in  infancy.  Lateral  deviation  is 
usually  due  to  some  postural  cause,  such  as  the  habit  of  the 
mother  of  holding  the  child  always  on  one  arm,  or  to  a  tilting  of 
the  pelvis  resulting  from  a  deformity  of  the  legs.  The  diagnosis 
of  rachitic  deformity  of  the  spine  is  usually  easy,  as  it  occurs,  as  a 
rule,  only  in  a  marked  grade  of  rickets.  The  differentiation  from 
Pott's  disease  may  be  difficult,  and  in  some  cases  time  alone  will 
determine  the  diagnosis.  Fortunately,  the  ti-eatment  of  the  two 
conditions  is  identical.  It  consists  in  recumbency  upon  some 
firm,  even  surface.  If  due  to  ricliets  alone  the  kyphosis  will  dis- 
appear with  reasonable  promptness.  If  due  to  Pott's  disease 
it  will  persist.  There  should  also  be  general  tonic  treatment, 
with  rubbing  and  massage.  Outdoor  air  and  sunshine  and  a 
diet  rich  in  proteids  and  fats  are  necessary.  AVhen  the  deformity 
is  lateral,  recumbency  is  even  more  necessary  than  when  there  is 
a  simple  kyphosis. 

Rachitis, — Arthur  B.  CraudelP"  gives  the  premonitory  signs 
of  rachitis  as  head-sweating,  irritability,  restlessness  at  night, 
prolonged  grastro-enteric  disturbances,  and  delayed  dentition. 
These  symptoms  should  excite  suspicion.  The  detection  of  the 
rosary  and  the  enlarged  epiphyses  renders  the  diagnosis  certain. 
The  clinical  picture  is  completed  by  the  appearance  of  the  promi- 
nent cranial  bosses,  the  delayed  closure  of  the  anterior  fontanelle, 
the  various  thoracic  deformities,  the  pot-belly,  deficient  muscular 
action,  and.  as  the  disease  progresses,  by  the  changes  in  contour 
of  the  extremities.  The  prognosis  of  uncomplicated  rachitis  is 
good ;  the  disease  untreated  tends  to  a  spontaneous  recovery  after 
a  duration  of  several  months.  Pulmonary,  gastro-enteric,  and 
nervous  complications  are  frequent  and  render  the  prognosis 
grave.  Any  acute  disease  in  a  rachitic  infant  assumes  a  severe 
type  and  is  increased  in  danger.  Prophylaxis  comprehends 
painstaldng  and  accurate  feeding,  careful  hygiene,  and  super- 
vision of  methods  of  living.  Since  rachitis  is  due  largely  to  the 
deficiency  of  fats  and  proteids  in  the  food,  a  proper  percentage 
of  each  must  be  supplied  and  improper  elemtots  in  the  diet 
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must  be  eliminated.  Regular  feeding  must  be  instituted 
and  the  infant  kept  under  observation,  that  changes  in  the  food 
may  be  made  when  necessary.  Proper  amounts  of  light  and  air 
must  be  secured.  City  living  should  be  exchanged  for  life  in  the 
country.' or,  better  still,  life  at  the  seashore.  If  poverty  pre- 
vents this,  the  child  may  be  taken  on  daily  trips  to  spots  where 
light  and  air  are  more  abundant.  Bathing  and  massage  favor 
bodily  nutrition.  The  drug  treatment  is  of  minor  importance. 
Milk  and  cream  afford  fat  in  the  best  form,  but  it  is  sometimes 
expedient  to  administer  it  as  cod-liver  oil  in  assimilable  doses. 
The  anemia  is  to  be  treated  by  the  use  of  iron.  Many  deformities 
may  be  prevented  if  their  possible  occurrence  is  borne  in  mind. 
Creeping,  walking,  and  sitting  up  may  cause  bending  of  the 
softened  bones,  and  should  be  allowed  gradually  until  the  bones 
begin  to  harden.  Manipulation  will  do  much  to  reduce  the  lesser 
deformities  of  the  extremities  while  the  bones  are  flexible.  De- 
formities that  are  severe  and  remain  in  spite  of  all  measures  un- 
dertaken require  orthopedic  treatment.  The  thoracic  changes 
can  be  helped  by  various  exercises,  and  the  distorted  bones  of 
the  extremities  may  be  corrected  by  osteotomy  at  the  proper 
time.  The  use  of  apparatus  in  the  case  of  bowlegs  and  knock- 
knees  results  commonly  in  annoying  failure  and  is  an  unneces- 
sary infliction  on  the  patient.  Osteotomy  when  the  bones  have 
regained  their  normal  hardness,  but  not  before,  is  much  to  be 
preferred. 

Scarlatinal  Nephritis. — Charles  Gilmore  Kerley^-  holds  that  if 
every  case  of  scarlet  fever,  whether  mild  or  severe,  were  treated 
as  though  nephritis  were  expected,  there  would  be  comparatively 
fcAv  cases.  A  child  with  scarlet  fever  is  not  to  be  looked  on  as 
having  recovered  until  five  or  six  weeks  have  been  safely  passed. 
During  the  first  three  weeks  of  this  period  the  patient  must  be 
kept  in  bed.  no  matter  how  well  he  may  feel.  The  temperature 
of  the  room  must  be  kept  between  68°  and  72°  F.  When  ne- 
phritis develops  we  are  too  apt  to  overtreat  the  case.  The  child 
recovers  from  scarlatina  with  a  weakened  heart  muscle,  unstable 
nervous  system,  and  reduced  assimilative  powers.  Reperited 
purgings.  prolonged  sweatings,  and  promiscuous  drug-giviug  will 
do  more  harm  than  the  nephritis.  The  diet  should  consist  of 
milk,  broths,  and  thin  gruels  only.  The  bowels  should  be  -^loved 
two  or  three  times  daily  by  the  use  of  small  doses  of  calomel,  one- 
tenth  grain  per  hour  until  one  grain  has  been  given,  every  lliird 
or  fourth  day.  with  two  to  four  ounces  of  citrate  of  magnesia  the 
intervening  days  if  necessary.  Aconite,  one-quarter  minim 
every  two  hours  for  a  child  of  3,  produces  a  moderate  diaphoresis. 
If  that  fail,  hot  air  should  be  used,  generated  by  a  kerosene 
lamp  connected  with  a  funnel  and  one-inch  tin  pipe,  which  is  so 
placed  as  to  conduct  the  hot  air  under  the  bedclothes.  A  hot 
pack  may  be  used  in  connection  with  the  dry  heat,  tlie  child  being 
immersed  from  ten  to  twenty  minutes  in  water  kept  at  108°  F. 
Hot-Avater  flushings  of  the  colon  the  author  considers  of  more 
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value  than  any  other  measure.  A  pint  to  a  pint  and  a  half  of 
hot  normal  salt  solution  at  111°  F.  every  six  to  eight  hours  will 
be  retained  by  most  patients  and  give  most  gratifying  results. 
The  child  must  be  kept  in  bed  until  the  urine  has  been  normal 
for  two  weeks. 

Scarlatinal  Contagium,  the  Tenacity  of  the. — LommeP^  re- 
ports a  case  demonstrating  with  great  accuracy  the  longevity  of  the 
scarlatinal  virus.  A  boy  in  an  institution  for  deaf  children  con- 
tracted scarlatina  and  was  kept  in  the  isolating  room  over  night 
before  being  sent  to  a  hospital.  Upon  recovery  he  returned  to 
the  institution,  in  which  no  further  cases  appeared.  The  isolating 
room  underwent  a  superficial  formalin  disinfection  and  was  then 
occupied  by  a  girl  of  16  for  one  hundred  and  thirty-three  days. 
At  the  end  of  that  time  a  9-year-old  child  slept  there  for  several 
nights  and  twelve  days  later  came  down  with  scarlet  fever.  No 
other  cases  developed.  As  there  was  no  connnunication  between 
the  inmates  and  the  outer  world,  the  onlj^  possible  conclusion  is 
that  the  contagium  had  remained  active  since  the  occupancy  of 
the  isolating  room  by  the  former  scarlet-fever  patient.  The  fact 
that  the  j'oung  girl  using  the  room  came  into  daily  contact  with 
the  children  without  harmful  results  is  a  further  proof  that  the 
risk  of  a  third  pei-son's  spreading  the  disease  is  slight. 

Suppression  of  Urine  in  a  Child. — John  G.  CeciP*  reports 
the  case  of  a  boy  of  16  years,  of  tuberculous  parentage.  The 
only  history  which  would  indicate  any  possible  trouble  with  the 
genito-urinary  apparatus  was  an  irritation  about  the  bladder 
from  which  he  had  suffered  at  different  times,  and  a  decided 
tenderness  and  enlargement  of  the  epididymis  on  either  side. 
One  Tuesday  night  the  boy  went  to  bed  feeling  as  usual,  but 
during  the  night  had  some  chilly  sensations  followed  by  slight 
fever.  Wednesday  morning  he  passed  no  urine;  this  condition 
continued  until  the  folloA\ang  Tuesday,  exactly  seven  days,  when 
he  died.  Purgatives,  diuretics,  and  diluents  had  been  admin- 
istered with  no  effect.  The  diagnosis  made  was  that  of  a 
tuberculous  trouble  of  the  testes,  possibly  involving  the  bladder. 
The  most  remarkable  feature  of  the  case  is  the  extremely  long 
time  which  the  boy  lived,  secreting  no  urine. 

Treatment  of  the  Nasopharynx  in  Scarlatina. — A.  Seibert^^ 
says  that  one  of  the  gravest  dangers  to  scarlet-fever  i)atients 
consists  in  the  invasion  of  the  mucosa  of  the  nasopharynx  by 
those  bacteria  usually  causing  scarlatinous  sore  throat,  namely, 
by  streptococci  and  their  associates.  The  infected  tonsils  may 
be  washed  over  by  an  antiseptic  solution  if  swallowed  frequently 
(say  every  hour)  in  reclining  posture,  and  thus  a  superficial 
disinfection  of  the  visible  pharynx  may  be  accomplished.  The 
author  has  found  the  following  mixture  to  be  the  best  for  the 
purpose : 

Tincturae  iodi 2,0 

Potassii  iodi 10 

Aqua?  destillatse 120.0 

Acidi  carbolici gtt      x 

M.     Sig. :  A  teaspoonfiil  every  liour. 
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This  may  safely  be  given  (by  night  and  by  day)  for  four  or  fivo 
days  successively  to  children  of  1  year  of  age,  as  well  as  adults. 
An  experience  of  twenty  years  has  failed  to  produce  a  single 
earbojic  intoxication  with  this  mixture.  Now  and  then  pa- 
tients will  complain  of  gastralgic  pains  after  taking  this  solu- 
tion for  a  day  or  two,  due,  no  doubts  to  artificial  hyperaciditj' 
induced  by  the  contact  of  this  fluid  with  the  stomach.  INIild 
iodinism,  manifest  by  a  slight  watery  discharge  from  the  nose,  is 
not  infrequently  noticed,  but  disappears  usually  after  a  few 
days.  To  clean  and  to  disinfect  the  infiltrated  mucosa  in  scar- 
latinous nasopharyngitis,  the  author  has  used  irrigations  with 
1  to  5  per  cent  warm  solutions  of  ichthyol,  repeated  every  six 
hours.  A  half -pint  is  allowed  to  flow  through  the  nares  and  the 
nasopharynx  from  a  fountain  sjannge  suspended  about  three 
feet  above  the  patient.  When  there  is  obstruction  of  the  pass- 
ageway between  nose  and  throat,  irrigations  will  be  of  no  use. 
In  this  case  make  local  applications  of  a  50  per  cent  resorcin 
solution,  wind  a  cotton  plug  around  the  curved  end  of  a  wire, 
dip  it  into  the  solution,  gently  pressing  it  against  the  neck  of 
the  bottle  to  get  rid  of  superfluous  fluid  (which  might  run  into 
the  larynx),  and  then  introduce  it  over  the  handle  of  a  dessert- 
spoon into  one  side  of  the  nasopharynx.  The  soft  palate  will 
instantly  contract  and  press  the  solution  out  of  the  cotton,  thus 
spreading  it  over  the  inner  surface  of  the  nasopharynx  in  the 
course  of  a  few  seconds.  The  cotton  is  then  withdrawn  and 
another  fresh  cotton  plug  introduced  on  the  other  side  of  the 
uvula  and  withdrawn  instantly.  No  force  and  no  sicahhing  are 
io  he  employed.  This  treatment  is  most  efficacious  and  harmless. 
The  younger  the  patient  the  easier  it  is  to  make  the  application. 
Tenia  Saginata  in  a  Child  of  Twenty-four  Months. — D.  J. 
Milton  ]\Iiller^^  reports  the  case  of  a  child  sufl'ering  from  chronic 
indigestion  who  improved  wonderfully  on  a  diet  of  raw  scraped 
beef,  peptonized  milk,  and  fruit  juices.  In  four  months  the  child 
weighed  twenty-six  pounds,  was  of  good  color,  ate  and  slept  well, 
and  had  one  natural  stool  daily,  but  it  was  passing  segments  of 
tapeworm.  After  twenty-four  hours  of  semi-starvation  and 
purgation  with  castor  oil,  one-half  drachm  of  the  ^.-leu-esin  of 
male  fern  was  administered  suspended  in  glycerin  and  cinnamon 
water.  This  was  followed  in  two  hours  by  three  teaspronfuls  of 
castor  oil,  with  the  result  of  causing  the  expulsion  of  twelve  feet 
of  worm  with  the  head  within  thirty  minutes  after  the  exhibition 
of  the  cathartic.  The  case  is  reported  as  an  illustration  of  the 
danger  of  giving  raw  and  rare  beef  preparations  to  young  chil- 
dren. It  would  seem  to  be  the  part  of  wisdom  to  reserve  the  use 
of  raw  beef  to  those  extreme  cases  of  indigestion  in  which  the 
digestion  of  the  proteids  of  cow's  milk,  however  altered  or  modi- 
fied, is  attended  with  great  difficulty,  and  to  refrain  from  adding 
it  to  the  regular  dietary  of  healthy  children,  as  is  frequently 
done.  The  employment  of  beef  juice  is  not  attended  with  so 
much  danger.     If  the  beef  is  finely  minced  and  pressed  with  a 
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beef  press  (not  a  lemon  squeezer)  and  strained  through  fine 
muslin  or  a  linen  handkerchief  (not  through  cheesecloth,  which 
may  permit  the  cj'sticerci  to  escape  through  its  meshes),  the 
possibility  of  infection  is  practically  eliminated. 

Varicella,  Case  of  Septic. — Ilensch^*'  details  a  case  like  which 
he  was  unable  to  find  any  in  medical  literature.  A  boy  2  years 
old,  previously  healthy,  of  good  family  and  personal  history,  was 
infected  by  his  older  sister,  who  had  passed  through  an  attack 
of  varicelhi  without  fever  or  discomfort.  A  3-months-old  baby 
also  had  a  mild  and  afebrile  attack.  The  boy's  illness  began 
without  fever,  but  with  a  profuse  eruption.  On  the  afternoon 
of  the  first  day  he  became  unconscious,  cyanotic,  and  restless, 
with  a  temperature  of  40.7"  C,  and  an  irreguhir  pulse  of  160. 
After  a  clyster  and  a  mustard  bath  the  condition  improved  for  a 
time,  but  the  temperature  continued  to  range  from  39.5°  C.  to 
41°  C,  the  pulse  becoming  very  rapid  and  Aveak.  Death  oc- 
curred on  the  morning  of  the  second  day,  of  heart  failure. 
Physical  examiiuition  had  failed  to  show  any  organic  lesion.  No 
autopsy  was  permitted. 

Venesection,  On  the  Indications  and  Contraindications  for, 
in  Children. — Baginsky^  approves  of  venesection  when  there  is 
danger  of  suffocation  from  an  overcharged  right  heart,  or  when 
the  blood  is  overloaded  with  the  products  of  chemical  decomposi- 
tion going  on  in  the  organism.  The  chief  diseases  during  which 
the  procedure  may  become  necessary  are :  pleuro-pneumonia, 
broncho-pneumonia,  capillary  bronchitis  with  symptoms  of  stasis, 
chronic  heart  lesions,  very  frequent  convulsions  due  to  cerebral 
hyperemia,  and  grave  nephritis  with  uremic  symptoms.  Chronic 
hj'dremic  conditions  in  tuberculosis  and  syphilis,  all  severe  di- 
gestive disturbances,  and  all  acute  infectious  diseases  with  a 
stormy  onset,  even  if  cerebral  disturbances  are  combined  with 
the  hyperpyrexia,  are  positive  contraindications.  Age  is  not  in 
itself  a  contraindication,  but  it  must  be  remembered  that  the 
blood  is  re-formed  with  difficulty  in  early  infancj^.  The  aseptic 
technique  of  the  operation,  and  its  site  (the  arm),  do  not  differ 
from  those  in  adults,  except  that  it  is  better  to  lay  bare  the  vein 
and  thus  avoid  the  artery.  As  to  the  quantit3^  from  one-fifth 
to  one-twentieth  of  the  total  amount  of  blood  can  be  removed 
from  a  child  with  safety.  It  may  be  assumed  that  the  total 
amount  of  blood  in  the  child  is  from  one-fifteenth  to  one-twen- 
tieth of  the  body  weight. 
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The  subject  matter  for  this  paper  has  been  taken  from  a  study 
of  100  cases  occurring  in  the  literature  and  one  case  which  came 
under  my  observation  in  jMay  of  1901.  Kleinwaehter'  in  1882 
gathered  50  cases  which  had  been  published  up  to  that  time,  to 
which  he  added  three.  Neugebauer  previous  to  this  time  had 
collected  a  number  of  cases,  most  of  which  Avere  cited  by  Klein- 
wachter.  Since  then  smaller  groups  have  been  added  'ind  many 
single  instances  of  the  disease.  I  have  abstracted  alt  reports 
which  have  been  published  subsequent  to  his  paper.  I  h^ve  pre- 
ferred to  refer  to  his  carefully  prepared  article  for  the  early 
cases  rather  than  repeat  what  he  has  already  so  well  doi:e.^  I 
have,  however,  tabled  his  cases  to  include  them  in  this  study. 
Although  Kleinwachter  states  that  he  has  accepted  none  but 
authentic  instances  of  the  disease,  there  are  many,  especially 

'Read  before  the  Chicago  Gynecological  Society,  November  15,  1901. 
=Zeitschrift  fiir  Heilkunde,  1882,  Bd.  iii.,  p.  357. 

=These  tables  are  included  in  the  author's  reprints,  to  which  any  one 
desiring  them  for  purposes  of  reference  is  referred. 
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the  earliest  ones,  which  are  open  to  doubt.  Those  cited  as  occur- 
ring in  the  eighteenth  century,  four  in  number,  occurred  as  a 
complication  in  labor.  It  may  be  that  these  were  simply  cases  of 
uterine  polypi ;  at  least,  some  authors  are  inclined  to  regard  them 
as  such.  Case  7,  in  which  there  was  marked  cachexia  and  but 
meagre  pathological  report,  may  also  be  open  to  doubt.  Natu- 
rally, minute  pathological  reports  are  lacking  in  many  of  his 
earliest  cases,  still  the  disease  in  most  instances  is  so  evident  that 
one  cannot  reasonably  question  their  genuineness.  I  have 
thought  it  best  for  the  sake  of  simplicity  to  accept  all  his  cases, 
it  being  very  evident  that  he  did  not  include  them  without  care- 
fully weighing  the  evidence.  He  published  also  a  doubtful  list, 
and  it  seemed  to  me  that  his  exceptions  were  so  well  taken  that 
none  of  these  cases  were  included  in  my  list.  It  is  obvious  that 
in  a  number  of  instances  Klein wachter  did  not  have  access  to 
the  original  literature.  Where  such  was  accessible  I  have  filled 
in  the  details  from  the  original  report.  The  following  is  a  full 
abstract  of  47  cases  occurring  in  the  literature  since  Klein- 
wiichter's  paper.  I  believe  it  to  include  all  the  crises  up  to  a 
recent  date.  I  have  added  my  own.  I  liave  numbered  them 
where  KleiuAvachtcr  left  otf,  to  avoid  confusion  in  reference. 

Of  necessity  the  discussion  in  this  paper  covers  all  cases  desig- 
nated as  fibroma,  myoma,  and  fibromyoma.  In  very  many  in- 
stances it  was  impossible  to  tell  into  which  class  the  particular 
tumor  fell. 

Case  54.— McClintock  {Med.  Times,  Lond.,  1845,  vol.  xiii., 
p.  473)  observed  a  case,  a  poljq:*  of  the  vagina  which  was  five 
inches  in  circumference  and  projected  from  the  anterior  wall. 
It  was  ligated  with  a  fish  line.  The  tuinor  was  four  weeks  in 
coming  away.  There  were  sloughing  and  hemorrhage.  The 
urethra  was  cut  by  the  operation.  Original  literature  not  pro- 
curable. 

Case  55.-Brabury  {St.  Louis  31.  and  S.  Jour.,  1885,  p.  125) 
reports  an  "operation  for  a  vaginal  fibromyoma."  The  woman 
was  38  years  old,  married,  and  gave  the  history  of  having  felt 
something  give  way  while  she  was  lifting  a  heavy  tub.  Pain 
followed  this  and  she  was  obliged  to  maintain  a  recumbent  posi- 
tion for  some  time.  She  later  applied  a  pad,  which  held  the 
tumor  in  place  and  enabled  her  to  perform  light  housework. 
This  had  happened  four  years  before.  One  year  ago  the  tumor 
began  to  grow  and  doubled  itself  in  size  in  six  months.  A 
large,  lobular  body,  the  size  and  shape  of  a  large  California 
pear,  was  found.  It  was  situated  a  little  to  the  right  of  the 
median  line  in  the  anterior  wall  of  the  vagina,  completely  filling 
and  distending  the  canal.     iNlucous  membrane  was  sloughing  in 
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places.  It  was,  found  to  have  no  connection  with  the  bladder. 
Tumor  was  dissected  out,  considerable  hemorrhage  following. 
Wound  closed  with  suture.     Complete  recovery  followed. 

Case  56.— Braun  {Wien.  med.  Woch.,  1885,  No.  51)  describes 
an  in^rument  which  he  devised  for  the  removal  of  a  vaginal  polyp 
which  came  under  his  observation.  The  instrument  was  a  hard-rub- 
ber tubular  speculum  with  a  fenestruni  which  brought  the  polyp 
clearly  into  the  field  and  allowed  of  its  easy  removal  with  the 
cautery.  The  woman  complained  principally  of  pain  in  coitus 
and  soreness.  She  was  under  observation  about  six  montlLs,  dur- 
ing which  time  the  tumor  grew  from  the  size  of  a  pea  to  four 
times  that  size.  The  tumor  was  a  polyp,  freely  movable,  and 
seemed  attached  to  bladder  and  anterior  vaginal  wall  half-way 
to  the  uterus.  Tumor  was  named  indiscriminately  both  fibroma 
and  myoma.  Upon  cutting  into  it  the  surface  showed  a  white 
color. 

Case  57.  — Byford  (Am.  Jour.  Obst.,  1885,  page  1104)  reports 
a  case  of  "leiomyoma''  of  the  vagina  and  uterus.  Woman  was  a 
widow  about  35  years  old;  had  been  married  ten  years  without 
becoming  pregnant.  Patient  had  noticed  growth  for  twelve 
years.  At  the  time  it  was  first  noticed  it  was  about  the  size  of  a 
hickory-nut  and  situated  just  within  the  vagina.  It  had  grown 
steadily  and  finally  protruded  from  vagina,  causing  great  in- 
convenience. It  became  gangrenous,;  slight  septicemia  followed 
and  the  tumor  was  crushed.  It  Avas  attached  to  the  anterior 
wall.  Examination  revealed  a  protuberance,  about  the  size  of  a 
goose  egg,  upon  right  anterior  surface  of  the  uterus.  Byford 
notes  the  following  points  of  interest  in  connection  with  his  case : 

1.  Occurrence  of  both  tumors  in  same  person. 

2.  The  slow  growth  of  the  vaginal  as  compared  with  the 
uterine  tumor. 

3.  Sloughing  of  the  capsule  after  protrusion. 

4.  Lack  of  sensitiveness  of  tumor. 

5.  Production  of  pedicle  by  ligaturing  proximal  end. 

6.  Sterility  antedating  discovery  of  uterine  tumor. 

7.  Influence  of  ergot  upon  uterine  tumor. 

Case  58.  — Case  reported  by  Thornton  Parker  {Virg.  Med. 
Month.,  1886,  vol.  xiii.,  p.  793).  Woman  Avas  38  years  old, 
twice  married,  and  had  had  one  child,  labor  normal.  She  had 
never  miscarried  and  had  been  in  good  health  until  four  years 
ago,  when  she  became  seriously  menorrhagic;  her  life  v.ns  en- 
dangered thereby.  The  tumor  filled  the  vagina,  was  as  large  as 
a  pear  and.  resembled  one  in  shape.  The  base  was  upward. 
Uterine  inversion  was  feared.  He  passed  a  sound  into  the 
uterus  with  great  difficulty,  settling  the  question  of  diagnosis 
satisfactorily.  The  tumor  was  removed  with  great  difficulty 
(two  sittings).  A  chain  was  thrown  about  the  base  and  it  was 
partially  cut  through.  At  the  next  sitting  the  base  was  cut 
entirely  through  and  the  mass  removed  by  placing  a  hand  and 
forearm  in  rectum.  Force  applied  thereby  from  above  and  the 
forceps  drawing  from  below  finally  delivered  the  tumor.  Case 
had  progressed  well  at  time  of  report,  five  days  later. 
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Case  59.— Frankel  (Breslauerdrztl.  Zeitschr.,  1887,  Nos. 
39-41)  reports  a  polypoid  tumor,  as  large  as  an  orange,  removed 
from  the  posterior  wall  of  the  vagina. 

Case  60.  — Stevens  (Ohst.  Gaz.,  Cincinnati,  1887,  p.  617)  reports 
a  case  of  a  married  woman  wlio  for  perhaps  eight  or  ten  years,  had 
observed  a  groAvth  just  within  the  vagina.  It  had  not  given  her 
any  considerable  inconvenience  until  recently,  when  it  has  as- 
sumed the  character  of  an  abscess,  discharging  pus  at  intervals 
of  two  or  three  weeks.  Patient  was  apprehensive  of  cancer. 
Growth  was  removed  with  scissors,  the  base  of  tumor  cutting  like 
cartilage  and  presenting  a  cavity  filled  with  small  (luantity  of 
blood  clot.  She  had  a  post-operative  hemorrhage,  controlled 
with  persulphate  of  iron  on  a  pledget.  Patient  experienced  no 
further  trouble,  and  examination  at  end  of  ten  days  showed 
complete  healing. 

Case  61.— Meinert  {Cent,  filr  Gyn.,  1888,  No.  31),  at  a  meeting 
of  the  Gynakologische  Gesellschaft  M  Dresden  in  April,  1888, 
showed  a  specimen  removed  from  a  woman  71  years  old.  The  wo- 
man was  sutfering  from  the  debility  of  old  age,  and  hemiparesis 
and  aphasia  the  result  of  arteriosclerosis.  The  polyp,  of  the  form 
and  size  of  a  hen's  egg,  grew  in  tlie  middle  of  the  posterior 
vaginal  wall.  A  decubitus  had  formed  on  the  lower  end,  which 
had  projected  from  the  vagina.  This  had  been  the  cause  of  a 
severe  hemorrhage.  The  growth  was  removed  for  this  reason. 
The  histological  report  read  as  follows :  "Porous  fibrillated  con- 
nective tissue  with  infiltrated  star  cells  and  a  few  muscle  cells. 
It  is  rich  in  dilated  blood  and  lymph  vessels.  'Elephantiasis 
mollis'  is  the  name  with  which  the  author  designates  this 
growth. ' ' 

Case  62.— Lewers  (Trans.  Obst.  Soc.  London,  1887-8,  p.  299) 
demonstrated  before  the  London  Obstetrical  Society  a  specimen 
removed  from  a  married  woman,  37  years  old,  who  had  had  six 
children,  the  last  one  two  and  a  half  years  before  coming  to  the 
hospital.  She  had  noticed  "a  lump  in  the  front  passage"  after 
last  confinement,  and  dragging  in  the  iliac  region  about  that 
time.  ]\Ienstruation  for  past  year  had  been  too  frequent  and 
profuse.  She  had  suffered  from  a  yellow  vaginal  discharge  and 
backache  for  many  years.  The  tumor  sprang  from  the  anterior 
vaginal  wall  to  the  right  of  the  median  line.  Tumor  measured 
one  and  one-half  inches  anteriorly  and  one  and  one-fourth  inches 
transversely.  Uterus  was  freely  movable  and  not  enlarged. 
Tumor  removed  with  scissors;  it  was  found  to  be  closeh^  con- 
nected vnth.  the  urethra  and  care  was  necessary  to  prevent  in- 
jury to  that  organ.  Recovery  was  uneventful.  Microscopical 
examination  showed  growth  to  be  a  "  fibroid  tumor. ' ' 

Cases  63,  64,  65.— Hastenplug  (Thesis,  Jena,  1888)  described 
three  cases  of  vaginal  myoma.  Two  cases  were  only  small, 
sprang  from  the  anterior  wall,  and  were  easily  removed.  In 
the  third  case  there  was  a  large  tumor  which  sprang  from  the 
upper  part  of  the  vagina,  left  from  the  cervix.     It  had  pushed 
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the  uterus  upward  and  was  visible  at  the  hymen.  The  pedicle, 
as  thick  as  a  thumb,  was  ligatured  after  the  tumor  had  with 
difficulty  been  extracted  from  the  vagina.  The  original  litera- 
ture on  these  cases  was  not  obtainable.  Veit  cites  them  in  his 
"Handbuch  flir  Gynakologie. " 

Case  66.— Cited  by  Donald  (Med.  Chron.,  Manchester.  1888-9, 
p.  303).  Woman  Avas  married  ten  years  and  was.  36  years  of  age. 
She  had  had  one  child  six  years  before.  IMenstruation  had  been 
irregular  for  some  years  and  of  late  very  profuse.  She  had 
lost  strength  through  loss  of  blood  and  was  anemic  in  appear- 
ance. High  up  on  posterior  wall  and  projecting  into  the  vagina 
was  a  smooth,  round,  well-defined  mass  about  the  size  of  a  tan- 
gerine orange.  The  cervix  was  in  contact  with  the  tumor.  The 
growth  was  evidently  situated  in  the  recto-vaginal  septum. 
Uterus  Avas  normal  in  position,  but  rather  large,  the  sound  pass- 
ing two  and  three-fourths  inches.  Tumor  is  pale  and  not 
eroded.  It  was  removed  by  dividing  the  capsule  and  shelling 
it  out  with  handle  of  scalpel.  Vagina  was  packed.  Menstrual 
disturbance  disappeared  and  she  was  much  impi*oved  in  general 
health.  Under  the  microscope  the  tumor*  presented  the  char- 
acteristics of  a  fibromyoma,  the  unstriped  muscle  fibres  greatly 
predominating. 

Case  67.  — Stumpf  (Miincli.  med.  Wocli.,  1890,  p.  694)  reports 
the  case  of  a  woman  who  had  borne  several  children  and  who 
had,  as  she  supposed,  been  suffering  for  several  years  from  pro- 
lapse of  the  uterus.  The  growth  had  increased  rapidly  recently. 
Examination  showed  two  tumors,  one  the  size  of  a  new-born  in- 
fant's head,  the  other  the  size  of  a  goose  egg.  The  larger  tumor 
was  the  seat  of  decubitus;  it  projected  beyond  the  vulva.  The 
second  growth  was  attached  to  the  first  and  was  apparently 
of  recent  origin.  The  large  tumor  with  the  small  was  easily  re- 
moved with  the  cautery.  A  cross-section  showed  it  to  be  of 
white  homogeneous  tissue  holding  large  quantities  of  watei- ;  the 
second  tumor  was  like  the  first.  In  a  few  places  one  could  see 
point-like  hemorrhages.  Microscopically  the  tumors  were  shown 
to  be  composed  almost  exclusively  of  fibrous  tissue ;  in  only  a  few 
places  were  there  a  few  smooth-muscle  cells  and  along  the  ves- 
sels small-cell  infiltration.  The  tumor  was  called  a  myofibroma 
with  great  edema  and  beginning  gangrene.  Case  '-'covered 
completely. 

Cases  68  and  69.  — Strassman  (Cent,  filr  Gyn..  1891.  p.  826) 
reports  the  following  two  cases: 

Case  i.— Patient  41  years  old;  married  eighteen  years,  but 
sterile.  Menstruation  normal.  Patient  experienced  slight  pain  be- 
tween rectum  and  vagina  and  thought  it  due  to  a  pin  previously 
swallowed.  Examination  showed  two  hard  bodies,  about  the  size 
of  lentils,  lying  near  each  other  in  posterior  wall,  neai'  vaginal 
mucous  membrane  on  right  side.  Mucous  membrane  was  split 
and  tumors  removed  without  hemorrhage.  Both  tumors  showed 
calcareous  matter.  He  diagnosed  these  as  calcareous  fibi-oid  of 
the  vagina.     He  denies  that  they  may  have  been  "vein  stones" 
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by  saying  that  there  were  no  enlarged  vessels  near  and  no  bleed- 
ing at  operation. 

Case  2.— An  unmarried  woman,  3-1  years  old,  and  normal  as 
regards  menstrual  functions.  Nine  months  before  she  first 
noticed  that  a  tumor  jjrotruded  from  the  vulva;  this  discharged 
occasionall}^  a  white,  thick  substance.  Four  months  after  this 
she  noticed  a  second  tumor.  There  was  some  soreness  and  diffi- 
culty in  walking.  Tumor  was  as  large  as  a  hen's  egg,  protruded 
from  the  vulva,  and  on  this  Avas  a  second  tumor  as  large  as  a 
hazel-nut.  The  second  tumor  was  ulcerated.  The  first  pre- 
sented large  vessels,  but  was  smooth.  Tumor  was  soft,  almost 
cystic.  Tumor  came  from  the  anterior  wall,  a  broad  pedicle  at- 
taching it.  The  urethra  was  displaced,  but  not  compressed. 
Uterus  slightly  displaced  to  right.  Tumors  removed  by  split- 
ting mucous  membrane  and  bringing  wound  together  with 
stitches.  IMicroscopically  the  growth  proved  to  be  fibromyoma 
with  widely  dilated  lymph  spaces.  These  were  probably  the 
cause  of  the  discharge  she  had  noticed. 

Case  70.  — Olenin  {Jalircsherichte  iihcr  iJeh.  u.  Gyn.,  1891,  p. 
788)  reports  the  case  of  a  peasant,  32  years  old,  who  had  borne 
twins  fourteen  years  before  and  had  probably  aborted  once. 
At  several  sittings  he  removed  sixteen  myomatous,  some  pedun- 
culated, some  sessile  tumors  of  the  vagina.  The  largest  was  as 
large  as  a  fist,  two  were  as  large  as  a  hen's  egg,  the  rest  were 
smaller.  The  tumors  were  hard,  partly  lobulated,  and  looked 
white  on  cross-section.  Microscopically  they  were  designated 
as   myo-levi-cellulare    proliferans. 

Case  71.— Hofmokl  (lV?e«.  med.  Fresse,  1891.  p.  1229)  reports 
this  case.  Patient,  who  bad  always  been  in  good  health,  had  had 
three  children  and  one  abortion.  She  was  49  years  old.  The 
patient  had  for  about  seven  years  worn  a  pessary  for  a  supposed 
prolapse  of  the  vagina.  In  the  previous  year  she  had  removed 
this  on  account  of  the  discharge.  She  had  menstruated  irregu- 
larly and  had  just  suffered  from  a  severe  hemorrhage.  About 
five  centimetres  inside  the  vagina,  projecting  from  the  anterior 
wall,  was  a  tumor  the  size  of  a  child's  head.  Tumor  was  of  a 
broAATi-red  color  with  smooth  mucous  membrane,  was  soft,  almost 
fluctuating,  and  quite  tense.  The  cervix  could  not  be  reached. 
The  bladder  seemed  to  be  pressed  upward.  There  was  a  cavity 
inside  the  tumor  the  size  of  a  walnut,  containing  blood.  Tumor 
was  removed  by  elastic  ligature.  The  cervix  could  then  be  made 
out.  Recovery  was  uneventful ;  the  vagina  regained  in  time 
its  original  size.  IMicroscopically  the  tumor  showed  it  to  be 
made  up  of  fibrous  tissue ;  a  few  spindle  cells  which  looked  like 
muscle  fibres :  a  few  star  cells.  A  slight  sepsis  and  pus  fonnation 
had  followed  the  obtaining  of  the  section  for  examination. 

Case  72. — Hasenbalg  (Zeit.  filr  Geh.  u.  Gyn.,  Bd.  xxiii., 
pp.  52-54)  reports  a  case  which  he  describes  as  a  pure  fibrous 
polyp  of  the  vagina.  The  patient,  a  single  woman  (virgin)  of 
49,  had  menstruated  decidedly  more  than  was  normal  for  two 
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years  and  had  had  a  discharge.  She  had  noticed  tumor  for 
several  months.  The  posterior  vaginal  vault  was  filled  with  a 
growth  the  size  of  an  apple,  the  surface  of  which  was  smooth 
and  consistence  moderately  hard.  Over  the  tnmor  could  be  felt 
the  cervix.  Tumor  was  blue-red.  By  rectal  examination  one 
could  feel  the  atrophic  uterus  somewhat  retroverted  and  in  con- 
junction with  the  posterior  wall  of  the  tumor.  A  sound  could 
not  be  passed  into  the  uterus,  but  could  be  put  between  the 
tumor  and  the  cervix,  the  tip  felt  from  the  rectum.  On  pulling 
the  tumor  downward  it  was  plainly  seen  that  it  had  no  con- 
nection with  the  cervix,  as  at  first  supposed.  Tumor  was  re- 
moved by  applying  ligatures  and  cutting  it  away.  The  tumor 
was  round  and  slightly  flattened  antero-posteriorly.  Greatest 
diameters,  four  and  eight  centimetres.  Rather  soft  for  a  fibro- 
myoma.  The  smooth  surface  had  after  extirpation  an  even, 
blue-red  appearance.  Two  small  vessels  seen  in  cross-section 
of  pedicle.  Cut  open,  the  tumor  showed  in  the  middle  a  very 
red-gray,  somewhat  transparent  appearance,  but  here  and  there 
a  few  bundles  of  white  fibres.  Toward  the  outside  these  strips 
are  more  frequent  and  clear ;  under  the  outside  surface  it  passes 
into  a  thin  strip  of  connective  tissue  about  a  millimetre  thick. 
This  seems  to  be  the  capsule,  which  can  be  stripped  off,  however. 
A  very  thin  layer  outside  of  this  consists  of  epithelium;  this  is 
analogous  to  the  vaginal  epithelium  and  is  bound  to  the  fibrous 
capsule  by  a  few  loose  strips.  There  is  no  trace  of  a  papillary 
layer.  Under  the  capsule  and  partially  branching  from  it  lie 
cross-bundles  of  fibrous  tissue  with  many  oval  connective-tissue 
nuclei.  Smooth-muscle  cells  are  not  to  be  found.  A  large  num- 
ber of  capillaries  spread  over  the  microscopical  picture  like  a  net. 
Near  the  middle  the  bundle  of  fibrous  tissue  lies  less  thick.  Be- 
tween them  one  sees  a  fine  granular  mass.  The  connective-tissue 
nuclei  are  not  as  plain  as  at  the  periphery.  They  make  an  im- 
pression as  if  they  were  about  to  swell  and  disintegrate.  He 
concludes  that  this  is  a  case  of  pure  fibroma. 

Case  73.— Netzel  {Ilijgeia,  1892,  Bd.  liv.,  p.  164)  describes  the 
case  of  a  patient,  45  years  old,  who  was  married  15  years  but 
was  never  pregnant.  ^Menstruation  was  i-egular  bf-t  scanty. 
She  had  suffered  but  little  inconvenience  from  this.  Five  yeare 
before  presenting  herself  she  had  noticed  the  tumor,  wb'ch  grew 
slowly,  and  of  late  she  had  experienced  a  teai-ing  sensari(m  and 
pain  at  stool.  She  had  worn  a  band  for  about  two  years.  There 
presented  a  soft  tumor  of  the  posterior  wall  the  size  of  a  hen's 
egg.  It  was  soft,  elastic,  sharply  defined  below,  and  sessile.  It 
was  removed  by  operation  and  the  woman  made  a  good  recovery. 
The  tumor  showed  fibrous  but  no  myomatous  tissue. 

Case  74.— Elischer  {Orvosi  Hcfilap,  1892,  No.  12)  records  a 
myoma,  the  size  of  a  date,  removed  from  tlie  left  wall  of  the 
vagina  of  a  single  woman  of  40. 

Case  75.  — Greene  {Bost.  M.  and  8.  Jour.,  1892,  p.  594)  gives 
a  report  of  a  case  operated  on  by  him  at  the  Bos,ton  City  Hospi- 
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tal.  Patient  was  a  married  M'oman.  aged  51,  the  mother  of  two 
children  and  seven  years  beyond  the  menopause.  She  had 
noticed  for  ten  years  a  small  swelling:  on  the  neck  of  the  womb, 
as  she  supposed.  It  had  groAvn  steadily  to  the  size  of  a  hen's 
egg.  There  were  no  hemorrhages  and  no  discharge.  During  the 
past  three  months  there  had  been  frequent  and  painful  micturi- 
tion. At  operation  tumor  was  found  attached  to  anterior  wall 
of  the  vagina:  there  was  no  attachment  to  bladder  or  cervix; 
groAvth  was  not  pedunculated.  It  was  easily  enucleated  and 
ca\nty  packed  with  gauze.  Pathologist  gave  following  report: 
' '  Nodule  size  of  hen 's  egg ;  firm ;  on  section,  bands  of  white 
glistening  fibres  running  in  different  directions ;  microscopically, 
bands  of  fibrous  and  muscular  tissue  interlacing.  Diagnosis, 
fibromyoma." 

Case  76.— Bacher  (Bvdapesti  Kir.  orvos.,  Feb.,  1803)  observed 
in  a  woman  47  years  old.  who  had  borne  eight  children,  a  tumor, 
the  size  of  a  child's  fist,  attached  by  a  large  pedicle  to  the  an- 
terior wall  of  the  vagina  close  behind  the  urethral  wall.  Origi- 
nal literature  not  procurable. 

Case  77.  — Cleveland  (.V.  Y.  Jour.  Gijn.  and  Ohst.,  1893,  vol. 
iii.,  p.  154)  presented  before  the  New  York  Obstetrical  Society 
a  specimen  of  a  fibroid  of  the  anterior  vaginal  wall.  Patient 
was  46  years  of  age.  married  one  year,  and  had  borne  one  child. 
She  had  had  tAvo  abortions.  ^Menstruation  had  been  regular,  but 
she  had  suffered  always  with  severe  dysmenorrhea.  For  two 
years  she  had  had  backache,  dragging  pains  in  the  legs,  and 
profuse  leucorrhea.  Tumor  sprang  from  anterior  wall  near 
cervix.  It  was  sessile.  It  was  removed  by  splitting  the  mucous 
membrane  and  shelling  out.  Wound  Avas  packed.  A  secondary 
hemorrhage  occurred,  but  was  controlled  by  sutures. 

Case  78.— Bidone  {Soc.  Ital.  de  Ost.  e  Gin.,  1894)  saw  a 
tumor  composed  of  muscle  fibres  (running  cros-swise")  in  an  un- 
married girl. 

Case  79.  — Condamin  (Arch.  prov.  de  Chir.,  vol.  iii..  p.  569) 
saw  on  the  anterior  wall  of  the  urethra  a  myoma.  Further  de- 
tails not  to  be  found. 

Case  80.— Wernitz  (Cent,  fiir  Gijn.,  1894,  No.  26,  p.  632)  re- 
moved a  fibromyoma  from  a  patient  49  years  old  who  had  had 
nine  children,  the  last  one  seven  years  before.  Years  before  she 
had  suffered  from  hemorrhage ;  lately  she  had  been  regular.  She 
complained  of  prolapse  of  the  womb.  Examination  revealed  a 
growth,  the  size  of  a  goose  egg.  which  at  first  sight  was  appar- 
ently a  prolapsed  anterior  vaginal  wall.  Palpation  showed  it  to 
be  a  solid  tumor  situated  in  the  anterior  wall ;  it  was  definitely 
outlined,  ela.stic,  not  uneven,  but  lobulated.  IMucous  membrane 
over  the  tumor  was  normal  and  movable.  There  was  no  con- 
nection with  the  bladder.  The  tumor  was  shelled  out  and  the 
bed  brought  together  -^-ith  sutures.  ]\Iicroscopically  the  tumoi* 
proved  to  be  composed  chiefly  of  connective  tissue:  a  few  mus- 
cular elements  present. 
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Case  81.-Da  Costa  (Medical  Xens,  Philadelphia,  1895.  vol.  ii., 
p.  463)  operated  upon  a  Polish  woman,  40  years  old,  who  came  to 
the  hospital  with  a  large  tumor  separating  and  projecting'  beyond 
the  Labia.  It  sprang  from  the  anterior  wall  of  the  vagina  just 
in  front  of  the  cervix,  extending  the  whole  length  of  the  vagina 
and  even  beyond  the  urethra.  It  was  sessile,  dense,  and  elastic. 
It  measured  six  and  one-half  inches  in  length,  transversely  four 
inches.  It  was  quickly  shelled  out  with  knife  and  fingers.  The 
flaps  were  removed  and  wound  closed.  There  was  an  erosion  on 
the  part  projectino:  beyond  the  vasrina. 

Case  82.  — Godfrey  (Col.  Med.  Jour.,  1896.  p.  284)  removed 
from  a  married  woman  35  years  old,  who  had  borne  several 
children,  a  tumor  which  completely  filled  the  vagina  and  pro- 
truded from  the  vulva.  It  had  been  of  two  years'  standing 
and  had  grown  rapidly  in  the  last  few  months.  It  interfered 
with  coitus.  Patient  complained  of  frequent  and  painful  men- 
struation, also  backache  and  occipital  headache.  Uterus  was 
enlarged.  Tumor  grew  from  anterior  Avall,  was  sessile,  crowded 
the  cervix,  and  distended  the  perineum.  A  sound  in  the  bladder 
revealed  a  cul-de-sac  behind  the  internal  orifice  of  the  urethra. 
Tumor  Avas  removed  by  an  incision  through  mucous  membrane 
and  blunt  dissection :  wound  was  packed.  All  symptoms  disap- 
peared. Uterus  is  nearly  normal  and  perineum  firm.  Micro- 
scopically the  tumor  proved  to  be  a  fibromyoma. 

Case  83.— WiUiam.s  (Bost.  M.  and  S.  Jour.,  1897.  vol.  xxxvi., 
p.  47)  reports  a  case  of  congenital  tumor  of  the  vagina  obseiwed 
by  him  one  day  after  the  birth  of  the  infant.  The  child  had  not 
urinated,  so  the  nurse  said,  and  an  examinatioij  revealed  a  red- 
dened vulva  and  a  mass  projecting  from  the  vagina.  The 
meatus  urethrse  and  clitoris  were  forced  upward.  Tumor  was 
paler  than  surroundings  and  firm  to  the  touch.  A  colored  viscid 
discharge  bathed  the  tumor  and  external  genitals.  A  dull 
curette  passed  around  the  tumor  showed  it  to  be  one  and  one-half 
inches  long  and  three-fourths  of  an  inch  through.  It  was  at- 
tached to  the  posterior  wall  by  a  pedicle  about  three-fourths  of 
an  inch  above  orifice.  Child  passed  urine  normally.  Kxamiua- 
tion  one  month  later  showed  less  redness  of  the  vulv;  ;  the  labia 
minora  were  in  normal  position:  the  discharge  was  st  II  present, 
the  tumor  Avas  still  present,  but  apparently  only  ahoui  .)ne-third 
its  former  size. 

Case  84.— Oliver  (Ed.  Med.  Jour.,  1897,  vol.  xliii..  p.  634) 
operated  upon  a  woman  aged  32.  married  thirteen  years  and  the 
mother  of  seven  children,  the  last  one  nineteen  months  Ijefore 
coming  under  his  care.  Patient  had  marked  increase  in  amount 
of  menstrual  discharge,  complained  of  something  obstructing  the 
vaginal  canal,  and  had  occasional  difficulty  in  voiding  urine. 
Examination  reveals  in  the  hypogastrium  a  small,  globular,  and 
slightly  movable  swelling  extending  four  inches  above  the  pubes. 
Vagina  is  distended  by  a  solid  swelling  about  the  size  of  a  small 
coeoanut.     It  is  situated  in  anterior  wall  and  is  sessile.     Mucous 
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membrane  was  incised  and  fibroid  enucleated.  Hypogastric 
swelling  was  the  uterus  enlarged  by  a  fibroid  growth. 

Case  85.  — Emmert  {Jour.  Am.  Med.  Assoc,  1897,  vol.  xxix.,  p. 
1141)  reports  a  case  coming  under  his  observation.  The  patient 
was  born  in  Germany,  aged  46.  married  three  times,  ajid  was  the 
mother  of  six  children.  Three  years  before  she  had  noticed 
dragging  sensation  in  the  pelvis  and  examination  revealed  a 
tumor  in  the  vagina.  She  was  confined  to  the  hospital  twenty 
weeks  at  this  time.  No  operation  was  performed,  but  tumor 
sloughed  partially  away.  Jjately  the  tumor  began  troubling  her 
again.  The  lower  end  of  the  tumor  had  undergone  necrosis 
and  was  bathed  in  foul-smelling  muco-pus.  It  was  attached  to 
the  anterior  wall  of  the  vagina  by  a  sessile  base  extending  from 
an  inch  posterior  to  the  meatus  to  within  an  inch  of  the  cervix. 
Tumor  was  enucleated,  weighed  one  and  one-fourth  pounds,  was 
four  inches  in  length  and  two  and  two-thirds  inches  in  diameter. 
It  was  hard.  ^Ticroseopicall.y  the  tumor  was  shown  to  be  of  a 
fibro-muscular  nature ;  evidence  of  fatty  degeneration  was  pres- 
ent. 

Emmert  sent  a  circular  letter  to  the  physicians  of  Iowa  asking 
whether  they  had  seen  cases  of  fibroid  of  the  vagina.  He  re- 
jected some  of  the  cases  reported  because  of  insufficient  data, 
but  publishes  the  follo^ving,  Cases  86-96: 

Case  86. — Age  62,  farmer's  wife,  attached  to  posterior  wall  by 
pedicle,  weight  eight  ounces.  No  microscopical  examination 
made. 

Case  87.  — Age  35,  Dane,  working  woman,  married.  Anterior 
wall  by  pedicle,  two  ounces.  No  microscopical  examination 
made. 

Case  88. — Age  21,  unmarried.  Posterior  wall,  as  large  as 
English  walnut.  AVoman  had  double  vagina  and  double  uterus. 
No  microscopical  examination  made. 

Case  89. — Age  32,  married.  As  large  as  goose  egg,  attached 
to  posterior  wall.     No  microscopical  examination  made. 

Case  90. — Age  40,  married.  Attachment  to  right  and  pos- 
terior wall,  as  large  as  hen's  e^f^.  No  microscopical  examina- 
tion made. 

Case  91. — Age  36,  married.  Attachment  to  right  wall,  as 
large  as  hen's  egg.     No  microscopical  examination. 

Case  92. — Age  54,  married.  Attached  to  anterior  wall,  two 
inches  in  diameter.  Examination  with  microscope  showed  it  to 
be  a  fibroma  Avithout  any  e\ndence  of  malignant  degeneration. 

Case  93. — Age  44,  married.  Attached  to  the  anterior  wall, 
weight  two  ounces.     No  examination  with  microscope. 

Cases  94  and  95. — Boldt  (New  York)  wrote  Emmert  de- 
scription of  two  cases  observed  by  him :  ' '  They  occurred  in 
women  in  the  thirties,  married.  The  tumors  were  in  the  middle 
third  of  the  vaginal  tube,  one  in  posterior  wall,  the  other  in 
right  side.     Both  tumors  were  the  size  of  small  guinea  eggs." 
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Case  96. — An  unpublished  case  of  Henry  T.  Byford,  of  Chi- 
cago, and  reported  from  memory.  Tumor  was  as  large  as  a 
large  egg,  but  no  further  particulars  given. 

Case  97.— Maury  {Memphis  Lancet,  July,  1898,  p.  13)  ob- 
served a  case.  Woman  was  40  years  old,  a  widow  for  eleven 
years,  one  child  thirteen  years  ago.  She  had  known  of  the  tumor 
for  several  years;  lately  there  had  been  hemorrhages.  Tumor 
involved  entire  anterior  wall,  pushed  uterus  upward  and  back- 
ward so  that  cervix  could  not  be  reached  with  the  finger. 

Incision  through  the  vaginal  wall,  tumor  enucleated,  and  in- 
cision closed  with  sutures.  A  gauze  vaginal  tampon  used.  The 
growth  was  three  inches  long,  two  and  one-half  inches  wide,  and 
weighed  four  ounces.  ^licroscopically  the  myomatous  elements 
were  scattered.     Fibroid  tissue  predominated. 

Case  98.— Geuer  {Cent,  filr  Gyn.,  1894,  No.  16. p. 392), removed 
from  woman  46  years  old,  who  had  never  borne  children,  a  vaginal 
fibroma  the  size  of  one's  fist.  It  was  shaped  like  an  hourglass 
and  sprang  by  a  broad  pedicle  from  the  anterior  wall  of  the 
vagina.  The  w^oman  had  not  noticed  the  tumor  until  six  weeks 
before  removal.  For  four  weeks  she  had  experienced  slight  in- 
continence of  urine.  Tumor  easily  removed  and  wound  closed 
with  sutures. 

Case  99.— Hume  {Lancet,  London,  1895,  vol.  ii.,  p.  988)  ex- 
hibited at  a  meeting  of  the  Northumberland  and  Durham  Medi- 
cal Society  a  myoma  removed  from  the  anterior  vaginal  Avail. 
Hemorrhage  hacl  been  severe,  and  frequent  attacks  of  retention 
of  urine  called  for  the  use  of  the  catheter.  The  ui-ethra  was  so 
elongated  and  tortuous  that  considerable  difficulty  was  experi- 
enced with  the  catheter,  and  on  one  occasion  the  bladder  had  to 
be  aspirated.  The  growth  projected  from  the  vulva,  pushed 
the  urinary  meatus  forward,  and  filled  the  vagina.  Tumor  was 
enucleated,  the  severe  hemorrhage  controlled  by  tamponing. 

Case  lOO.-Schram  {Cent,  filr  Gyn.,  1895,  No.  11,  p.  288)  at  a 
meeting  of  the  Gynakologische  Gesellschaft  at  Dresden,  showed  a 
fibromyoma  of  the  anterior  wall  of  the  vagina,  as  large  as  a 
plum,  which  had  been  a  hindrance  to  coitus. 

Case  101  (not  previously  published).— :Mrs.  B.,  fet.  6Q.  ^Mar- 
ried  forty-five  years  and  has  had  seven  children,  tho  last  one 
twenty  years  ago.  Labors  normal.  Climacteric  at  5L  Xo  dis- 
charge of  blood  until  present  illness.  For  past  three  years  has 
had  slight,  sharp  pains  in  the  back  and  rectum,  lasting  for  a  few 
hours  at  a  time.  Three  years  ago  she  had  a  severe  fall,  but 
noticed  no  change  in  local  symptoms.  In  the  summer  of  1900 
she  began  having  slight  discharges  of  blood  from  the  vagina. 
In  January.  1901,  and  twice  since  then  has  had  rather  severe 
hemorrhages.     General  health  has  been  good.     She  has  always 
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been  constipated,  but  not  more  so  since  her  illness  began.  Some 
difficnlty  in  passdng  urine,  necessitating  occasional  use  of  the 
catheter.  She  has  been  confined  to  the  house  much  of  the  time 
since  January.  Coitus  became  very  painful  a  year  ago  and  was 
discontinued. 

Examination. — Patient  is  very  fleshy,  but  presents  otherwise 
nothing  abnormal.  External  parts  normal.  On  passing  the 
finger  into  the  vagina  it  comes  at  once  upon  a  fixed  tumor  on  the 
posterior  vaginal  wall.  The  finger  is  just  able  to  pass  between 
the  tumor  and  the  symphysis.  No  cervix  can  be  felt  in  the 
vaginal  vault,  which  is  reached  with  great  difficulty.  To  the 
right  just  below  the  vault  is  a  roughened  spot  which  bleeds 
easily.  To  the  left  the  finger  can  be  passed  between  the  pelvic 
wall  and  the  tumor;  to  the  right  this  is  impossible.  Examina- 
tion by  the  rectum  shows  the  tumor  to  lie  in  the  recto-vaginal 
wall.  It  is  about  the  size  of  a  fist.  It  apparently  does  not 
involve  the  rectum.  The  bimanual  examination  is  made  diffi- 
cult owing  to  excessive  thickness  of  abdominal  wall.  Tlie  hand 
cannot  reach  the  fundus  of  the  uterus,  biit  it  reaches,  when 
pressed  very  deeply,  an  indefinite  something,  the  impulse  of 
which  can  be  felt  in  the  vagina.  By  the  rectum  what  appears 
to  be  the  fundus  of  the  uterus  can  be  felt  well  up  above  the 
tumor. 

Operation,  May  21.  1901.  — A  horizontal  incision  about  an  inch 
above  the  vaginal  outlet,  the  opening  afterward  enlarged  by  a 
vertical  incision  extending  nearly  to  the  vault  of  the  vagina. 
The  tumor  was  peeled  out  with  scissors  and  fingers.  The 
hemorrhage  was  profuse.  In  enucleating  the  mass  it  finally 
broke  into  several  pieces.  When  once  it  was  removed  the  hemor- 
rhage ceased,  the  bleeding  all  seeming  to  come  from  the  surface 
of  the  tumor.  The  cavity  left  was  very  large  and  was  packed 
with  gauze.  When  the  tumor  was  out  the  recto-vaginal  septum 
above  was  found  to  be  of  normal  thickness  and  the  growth  had 
been  entirely  distinct  from  the  uterus.  Recovery  was  unevent- 
ful and  recent  reports  say  that  she  is  in  excellent  health. 

Histological  Examination.  —  Sections  of  pieces  taken  from  dif- 
ferent parts  of  the  tumor  show  typical  myomatous  tissue  with  a 
tendency  in  certain  fields  toward  degeneration  of  the  muscular 
fibres,  the  nuclei  of  the  muscle  cells  taking  the  stain  very  poorly 
or  not  at  all.  Many  blood  spaces  are  noticed  throughout  the 
growth.     There  is  very  little  stroma  present.     On  account  of  the 
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small  amount  of  tibrous  tissue  and  the  vascularity  the  tumor 
should  be  classed  as  a  vascular  myoma. 

Barity.— The  disease  is  undoubtedly  a  rare  one.  Any  disease 
may  be  said  to  be  such  that  has  not  been  met  with  by  gynecolo- 
gists of  large  experience.  One  should,  hovrever,  be  cautious 
about  accepting  as  a  criterion  of  its  rarity  the  fact  that  only  lOU 
cases  have  appeared  in  the  literature.  The  disease,  in  the  great 
majority  of  the  cases,  is  unimportant  from  a  therapeutic  stand- 
point, and  many  cases  undoubtedly  are  observed  which  never 
find  their  way  to  the  literature.  I  myself  saw  in  Landau's  clinic 
in  Berlin  a  small  polyp  in  the  vaginal  vault.  This  case  was 
never  published.  Emmert  sent  a  circular  letter  to  the  physi- 
cians of  Iowa  asking  whether  such  cases  had  come  within  their 
observation.  In  answer  he  received  descriptions  of  eleven  cases 
which  were  undoubtedly  true  instances  of  the  disease. 

Age. — There  have  been  reports  of  four  cases  occurring  in  in- 
fancy. Two  of  these  cases  were  observed  at  birth  and  were 
therefore  congenital;  the  other  two,  one  at  15  months,  the  other 
at  30  months,  were  of  considerable  size  and  Avere  possibly  con- 
genital also.  Kleinwiichter  points  out  that  this  is  in  contra- 
distinction to  uterine  myoma,  which  is  never  found  in  the  fetus.' 
Kolisko  doubts  the  diagnosis  of  these  early  cases  and  is  inclined 
to  regard  them  as  instances  of  sarcoma  or  forerunners  of  that 
disease.  Until  further  observations  have  been  made  the  matter 
will  remain  in  some  doubt. 

The  a-ge  is  given  in  69  cases.  Four  of  these  (5.8  per  cent)  oc- 
curred in  the  first  ten  years  of  life;  none  in  the  second;  ten 
(14.5  per  cent)  in  the  third;  twenty-eight  (40.5  per  cent)  in  the 
fourth;  twenty  (28.9  per  cent)  in  the  fifth;  four  (5.8  per  cent) 
in  the  sixth;  two  (2.9  per  cent)  in  the  seventh;  and  one  (1.4  per 
cent)  in  the  eighth.  Fifty-eight  of  the  69  cases  (84  f^oi-  cent) 
were  observed  in  women  in  the  childbearing  period  (2-")  to  50',  7 
only  after  it. 

Of  100  cases  of  uterine  myoma  observed  by  Williams,  one  oc- 
curred under  20,  12  in  third  decennium,  57  in  fourth  decennium, 
22  in  fifth,  8  in  sixth,  none  after  that. 

Excluding  the  infantile  cases,  which,  as  previously  stated,  are 
open  to  some  doubt  as  to  diagnosis,  the  ages  at  which  vaginal 
myomata  (fibromata  and  fibromyomata)  occur  would  seem  to 
correspond  in  a  general  way  to  that  of  uterine  myomata.     It  may 

'Williams  says  that  Pick  has  reported  one  case  of  congenital  myoma 
of  the  uterus 
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be  said  that  the  disease  is  one  of  the  childbearing  period,  though 
exceptions  are  not  uncommon. 

Civil  Condition.  —  In  28  cases  of  the  101  the  civil  condition  is 
not  given.  Excluding  the  four  infants,  of  the  69  cases  remain- 
ing 55  were  married  or  had  been  and  14  were  single  women.  The 
proportion  of  married  to  single  women  in  the  general  population 
does  not  vary  much  from  this.  That  marriage  predisposes  to  the 
disease  would  seem  to  be  denied  by  these  figures.  They  are,  of 
course,  too  small  to  allow  of  any  definite  conclusion,  but  they 
would  not  go  to  shoAv  that  there  was  any  connection  whatever  be- 
tween a  woman's  civil  condition  and  the  disease  in  question. 

Fertility. — As  is  well  known,  women  with  uterine  myomata  are 
less  productive  than  those  not  afflicted  with  the  disease.  (Ac- 
cording to  Duncan  and  West  the  average  in  the  general  com- 
munity is  4.6.)  We  would  expect  this,  perhaps,  since  we  can 
readily  conceive  that  the  disease  would  interfere  mechanically 
with  the  process  of  fertilization  and  development  of  the  fetus 
in  iitero.  Practically  the  only  factor  in  the  production  of  ster- 
ility in  the  woman  afflicted  with  a  vaginal  growth  would  be  that 
coitus  would  be  interfered-  with  and  that  the  spermatozoa  Avould 
fail  to  reach  the  uterus.  While  the  figures  are  rather  small  with 
which  to  draw  any  very  definite  conclusions,  as  far  as  they  go 
they  fail  to  show  that  the  disease  interferes  to  any  extent  with 
childbearing.  Of  the  48  cases  Avhich  I  have  reviewed,  33  were 
married.  The  question  of  childbearing  has  been  answered  in  20 
of  these.  Four  were  sterile  and  16  had  borne  children.  In  3 
cases  there  had  been  but  one  child,  in  13  more  than  one.  In  8 
cases  there  had  been  four  or  more  pregnancies.  The  proportion 
is  about  3.5  children  to  each  woman.  It  must  be  borne  in  mind 
that  the  figures  were  taken  at  the  time  of  observation  and  not  at 
the  conclusion  of  the  childbearing  period.  I  regard  these  figures 
as  of  little  value.  The  cases  are  too  few  in  number  and  too  many 
factors  enter  into  the  question — as,  for  instance,  length  or  dura- 
tion of  the  disease,  time  of  life  at  which  growth  was  observed. 
They  teach  us  only  that  women  with  vaginal  myoma  are  ap- 
parently no  more  prone  to  sterility  than  others. 

On  the  other  hand,  the  study  of  individual  cases  is  of  interest. 
Some  of  the  largest  tumors  observed  have  been  in  pregnant 
women.  These  cases  teach  us  that  even  large  vaginal  neoplasms 
of  this  class  do  not  necessarily  interfere  with  a  woman's  fertility. 

Obstruction  to  Labor. — These  tumors,  when  large,  may  form  a 
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serious  obstruction  to  labor.  In  fact,  this  forms  the  most  serious 
complication  that  may  arise.  In  Case  14  an  attempt  to  remove 
the  obstruction  was  followed  by  a  fracture  of  the  pubic  bone  and 
rupture  of  vagina.  She  died  four  months  afterward  of  sepsis. 
In  Case  21  a  gangrenous  tumor  was  probably  the  cause  of  death 
from  sepsis  after  labor.  In  Case  13  -Cesarean  section  was  per- 
formed to  relieve  the  condition. 

Coitus.— In  6  cases  coitus  was  interfered  with.  In  other  cases 
the  matter  is  not  mentioned.  That  it  may  take  place,  and  that, 
too,  in  a  manner  to  produce  pregnancy,  may  be  seen  from  a  re- 
view of  the  cases  mentioned  in  the  previous  paragraph.  On  the 
other  hand,  one  should  not  infer  that  there  was  no  difficulty  in 
this  regard  in  those  instances  where  the  matter  is  not  mentioned. 
For  instance,  it  is  not  to  be  supposed  that  a  woman  afflicted  with 
a  suppurating  or  gangrenous  fibroid  would  carry  on  this  function 
normally.  We  may  only  surmise  that  small  vaginal  growths  or 
those  of  ordinary  size  do  not,  as  a  rule,  interfere  with  coitus. 

Menstruation. — There  is  some  little  evidence  that  the  disease 
may  produce  menorrhagia.  In  7  cases  this  symptom  was  present. 
Excluding  Case  84,  in  which  fibroid  of  the  uterus  was  also  pres- 
ent, we  may  note  that  tumors  in  these  cases  were  all  of  fair  size, 
some  even  large.  They  were  attached  to  both  anterior  and 
posterior  walls  and  Avere  both  polj'pous  and  sessfle.  The  evidence 
would  perhaps  be  too  meagre  to  allow  of  one 's  ascribing  without 
reserve  the  menorrhagia  in  these  cases  to  the  disease  in  question. 
The  tumor  would  seem,  however,  to  have  had  some  influence 
upon  menstruation  in  certain  cases.  The  flow  was  always  in- 
creased in  these  instances. 

Obstruction  to  Bowel.— But  very  little  mention  is  made  of  any 
obstruction  to  the  bowel  caused  by  these  tumors.  Even  where  the 
tumors  are  large  and  fill  the  pelvis  there  is  a  remarkable  absence 
of  this  symptom  in  the  reports.  It  occurred  in  only  6  <  ases  out  of 
the  101. 

Urinary  Symptoms.  — The  tumors  have  in  eleven  instances 
caused  retention  of  urine.  The  tumors  were  mostly  lar-e  ones 
and  undoubtedly  acted  by  crowding  on  the  urethra  and  bladder. 
In  one  case  (98)  there  was  incontinence.  In  Case  75  urination 
was  frequent  and  painful.  In  Case  23  dysuria  with  bloody  urine 
was  present. 

Hemorrliage. —  Uemorrhsige  is  a  frequent  symptom  of  the 
disease.     It  is  mentioned  in  15  of  the  101  cases  and  varies  greatly 
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in  amoiiut.  lu  a  few  instances  the  hemorrhage  had  been  profuse. 
In  my  own  ease  it  caused  considerable  prostration.  The  hemor- 
rhages are  frequent  or  the  discharge  of  blood  may  be  almost  con- 
tinuous. 

Discharge  was  present  in  12  instances.  Discharge  varied  much 
Avith  the  condition  present.  When  the  growth  was  uncomplicated 
there  was  little  or  none.  In  cases  of  edematous  tumors  the  dis- 
charge was  often  serous.  In  case  of  gangrene  the  discharge  was 
fetid. 

Fain  occurred  in  a  considerable  number  of  instances.  It 
varied  in  kind  and  degree,  much  according  to  the  condition  of 
affairs  present.  Where  gangrene  was  present  the  discharge 
proved  a  source  of  much  discomfort.  When  the  tumor  protruded 
from  the  vulva  it  caused  in  some  instances  much  inconvenience 
and  sometimes  difficulty  in  walking. 

Pathology .— Attempts  have  been  made  to  classify  these  tumors 
into  fibroma,  myoma,  and  fibromyoma.  I  believe  that  the  de- 
scriptions are  too  meagre  to  allow  of  any  such  classification.  All 
three  forms  undoubtedly  occur,  but  in  what  proportions  or  what 
may  be  the  special  characteristics  of  each  form  I  believe  it  im- 
possible at  the  present  time  to  say.  Accepting  the  designations 
given  in  the  original  literature,  23  cases  were  designated  as 
fibroids,  15  as  myomata,  24  as  fibromyomata.  The  rest  lack  de- 
scription sufficientlj'  definite  to  classify  them  at  all. 

In  the  48  cases  abstracted  in  this  paper,  microscopical  ex- 
aminations were  made  in  16.  Four  are  reported  as  fibromata.  1 
as  myoma,  11  as  fibromyomata.  This  is  undoubtedly  a  fairly 
correct  estimate  of  the  proportion  of  the  various  kinds.  I  believe, 
however,  a  much  greater  number  of  careful  microscopical  ex- 
aminations will  have  to  be  made  of  these  tumors  before  any  re- 
liable division  of  them  as  relates  to  structures  can  be  made. 
Cases  2  and  7  are  designated  in  the  reports  as  "steatom. "  Klein- 
wachter  has  included  these  cases  in  his  report,  evidently  regard- 
ing them  as  fibrous  or  myomatous. 

In  88  of  the  101  cases  mention  is  made  of  the  site  of  the  tumor. 
In  48  cases  the  tumor  grew  in  or  from  the  anterior  wall ;  in  25 
cases  in  or  from  the  posterior  wall;  in  15  cases  other  sites  are 
designated :  in  8  cases  the  tumor  is  said  to  have  originated  on  the 
right  side  of  vagina,  in  4  cases  on  the  left  side.  Other  descrip- 
tions, more  or  less  indefinite,  are  given  in  a  few  cases.  The  pro- 
portion of  those  originating  in  the  anterior  wall  to  those  in  the 
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posterior  is  therefore  about  2  to  1— a  much  smaller  proportion 
than  those  usually  held. 

In  66  eases  the  form  of  the  tumor  is  given.  In  27  the  tumor  is 
designated  as  sessile,  in  39  as  polvpous.  In  35  the  foi*m  is  not 
given. 

The  tumors  were  all  single  except  in  two  instances.  In  Case  68 
Strassman  reports  two  small  calcareous  fibroids  of  the  posterior 
wall,  and  Olenin  (Case  70)  reports  a  case  in  which  he  removed 
sixteen  myomatous  tumors  of  various  sizes  from  the  vagina. 
Cases  67  and  69,  in  which  there  were  two  tumors,  can  hardly  be 
classed  as  instances  of  multiple  tumors,  as  the  growths  were  not 
independent  of  each  other. 

The  tumors  vary  in  size  from  a  pea  to  10.5  pounds. 

The  tumor  in  its  growth  naturally  encroaches  upon  other 
organs.  In  5  cases  the  uterus  was  more  or  less  displaced  upward 
or  to  one  side  by  the  growth.  In  Case  71  the  bladder  was  ap- 
parently pressed  upward.  The  urethra  was  displaced  in  Case 
69.  and  in  Case  99  the  urethra  was  found  elongated  and  tortuous. 
In  Case  39  there  was  gi-eat  pain  due  to  the  tearing  of  the 
hymen,  to  which  growth  was  adherent.  In  Case  83  (infants  the 
meatus,  urethra,  and  clitoris  were  forced  upward  by  the  tumor. 
In  8  cases  the  growth  projected  beyond  the  vulva.  In  2  it  was 
pushed  from  the  vagina  during  labor.  It  was  forced  from  the 
vagina  by  other  causes  in  2  cases. 

There  is  a  marked  tendency  in  these  tumors,  especially  the 
larger  ones,  to  become  necrotic.  Edema  of  the  tumor  was  pres- 
ent in  a  considerable  number  of  instances.  Suppuration  or 
ulceration  was  present  in  -1  eases.  Ulceration  of  the  vagina  from 
pressure  was  present  in  Case  28.  Calcareous  degeneration  was 
present  in  but  one  case  (68^.  This  case  is  open  to  some  doubt. 
Evidence  of  fatty  degeneration  was  present  in  Case  85. 

These  changes  were  undoubtedly  due  to  the  pressure,  trauma- 
tism, and  infection  to  which  these  growths  are  naturally  ex]>osed. 

The  time  from  which  the  growth  was  first  noticed  is  given  in  a 
number  of  cases  which  I  have  abstracted : 

Case  55.  the  tumor  had  been  noticed  four  years  before,  but  had 
doubled  itself  in  size  in  six  months.  Case  56.  the  tumor  grew 
from  the  size  of  a  pea  to  four  times  that  size  in  six  months.  Case 
57,  patient  had  noticed  the  tumor  for  twelve  years.  At  the  be- 
ginninsr  it  was  the  size  of  a  hickory-nut ;  it  grew  steadily  and  at 
the  end  it  protruded  from  the  vagina.  Case  58.  tumor  had 
11 
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caused  symptoms  for  four  years.  Case  60,  the  tumor  had  been 
noticed  for  eight  or  ten  years.  Case  62,  patient  had  noticed 
tumor  for  two  and  a  half  years.  Case  67,  growth  had  been 
noticed  for  several  years  and  had  increased  rapidly  in  size 
recently.  Case  69,  the  existence  of  the  growth  had  been  known 
for  nine  months.  Case  71,  patient  had  worn  pessary  for  seven 
years  to  support  tumor ;  in  this  time  tumor  had  growTi  to  size  of 
child's  head.  Case  73,  tumor  had  grown  slowly  for  five  years. 
Case  75,  patient  had  noticed  the  growth  for  ten  years ;  during 
that  time  it  had  grown  steadily  to  size  of  hen's  egg.  Case  82, 
tumor  was  of  two  years'  standing;  tumor  filled  the  vagina,  pro- 
truded from  the  vulva,  and  had  grown  rapidly  for  the  last  few 
months.  Case  85,  tumor  Avas,  under  observation  three  years. 
Case  97,  tumor  noticed  for  several  years.  Case  98,  tumor  was 
not  noticed  until  six  weeks  before  operation ;  it  was  the  size  of  a 
fist  at  the  time  of  operation.  Case  101,  symptoms  dated  back 
three  years. 

It  may  be  seen  from  this  that  the  tumors,  are,  as  a  rule,  slow 
of  growth.  They  may  grow,  however,  with  fair  rapidity,  or 
after  a  slow  growth  take  on  a  rapid  one. 

There  is  nothing  in  the  report  of  these  cases  to  show  that  these 
tumors  are  prone  to  malignant  degeneration. 

Associated  Conditions.  — In  3  cases  fibroid  of  the  uterus  was 
also  present.  In  Case  88  there  was  double  uterus  and  vagina. 
In  Case  51  there  was  carcinoma  of  the  gall  bladder. 

Treatment  .  —  The  treatment  of  these  cases  has  been  in  accord- 
ance with  the  methods  employed  at  the  time  the  case  came  under 
observation.  It  has  always  been  essentially  surgical.  The 
treatment  was  not  mentioned  in  27  cases.  In  Cases  42,  51,  and 
83  nothing  was  done.  In  Case  10  the  tumor  was  expeUed 
spontaneously,  the  woman  dying  at  once. 

The  following  methods  have  been  employed :  Tumor  was 
ligatured  and  allowed  to  slough  away,  4  cases ;  tumor  was  liga- 
tured and  removed  at  the  time,  7  cases ;  tumor  was  ligatured 
and  removed  after  some  time,  2  cas,es;  removed  by  galvano- 
eautery  or  ecraseur  in  7  cases;  twisted  off,  1  case;  pulled  away, 
1  case ;  crushed,  1  case ;  cut  away  or  excised,  5  cases ;  removed 
with  instruments  and  fingers  (in  these  cases  cavity  was  packed 
or  edges  brought  together  Avith  sutures),  21  cases;  Cesarean 
section  was  employed  in  Case  13. 

Hemorrhage  seems  to  have  been  the  most  important  compli- 
cation in  operation,  it  having  occurred  in  10  cases.  The  urethra 
was  opened  twice.  In  the  latter  case  the  tumor  had  been  liga- 
tured with  a  fish  line  and  in  sloughing  the  urethra  was  opened. 
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The  operation  was  attended  with  but  little  difficulty  in  the 
majority  of  the  cases.  Where  the  tumor  was  large  or  immovable 
there  was  often  considerable  and  in  4  cases  great  difficulty  in  the 
ope/ation. 

Death  followed  operation  in  3  cases.  In  Case  14  the  tumor, 
as  large  as  tAvo  fists,  obstructed  labor.  In  an  attempt  to  remove 
it  the  vagina  and  pubic  bone  were  ruptured  and  patient  died  of 
sepsis  four  months  afterward.  In  Case  21  the  tumor  was  re- 
moved by  ecraseur  from  a  pregnant  woman;  labor  twenty  days 
afterward  was  followed  by  peritonitis  and  death.  Case  36  died 
of  pyemia. 

As  to  which  of  the  methods  employed  has  been  proved  best  is 
a  question  one  may  hardly  answer  satisfactorily.  Present  sur- 
gical methods  suggest  removing  the  tumor  by  scissors  or  knife, 
meeting  hemorrhage  in  the  usual  way,  and  leaving  the  field  well 
covered  in  or  packed,  as  one  might  see  fit.  Hemorrhage  and  the 
injury  to  neighboring  organs  are  the  only  things  to  guard 
against. 

Summary.— Fihrovaa.  (myoma  and  fibromyoma)  of  the  vagina 
is  a  rare  disease.  It  occurs  most  frequently  in  women  between 
30  and  40.  but  has  been  observed  at  ages  ranging  from  20  to  70. 
The  cases  observed  in  infants  are  open  to  some  doubt  as  to 
diagnosis. 

It  occurs  apparently  independently  of  civil  condition.  No 
proof  can  be  deduced  to  show  that  it  affects  fertility.  It  may 
obstruct  labor  when  large.  When  the  growth  is  small  it  rarely 
affects  coitus,  and  may  not  do  so  even  though  the  growth  be 
large.  There  is  some  evidence  that  in  certain  cases  menstruation 
may  be  increased.  The  tumors,  when  small,  rarely  produce 
symptoms  of  consequence ;  when  large  they  may  prove  to  be  the 
source  of  considerable  suff'ering  and  even  danger.  The  symp- 
toms, when  present,  are  pain,  hemorrhage,  discharge,  obstructioij 
to  bladder  and  rarely  to  bowel. 

>s^o  exact  division  of  the  case  into  fibroma,  myonia.  and 
fibromyoma  can  as  yet  be  made.  The  term  fibromyoma  will 
probably  cover  most  of  them,  but  pure  fibroids  have  been  ob- 
served. Pure  myomata  may  also  exist.  The  tumors  grow  from 
anterior  or  posterior  wall  in  proportions  of  about  2  to  1.  They 
may  be  sessile  or  polypous.  They  vary  greatly  in  size.  They 
are  single  with  very  rare  exceptions.  They  are,  as  a  rule,  very 
slow  of  growth.  They  are  prone  to  edema,  necrosis,  ulceration. 
Treatment  is  essentially  surgical. 
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What  is  the  range  of  temperature  in  the  normal  puerperium? 
Authorities  are  not  in  accord  upon  this  point,  some  holding  that 
the  temperature  of  childbed  should  not  differ  materially  from 
that  which  prevails  in  non-puerperal  conditions;  others  argue 
that  a  temperature  rise  not  exceeding  100.4°  during  the  first  five 
or  six  days  is  not  incompatible  with  a  normal  puerperium. 
When  we  consider  what  a  striking  analogy  there  is  between 
surgical  wounds  and  the  parturient  tract  with  its  lacerations, 
contusions,  putrescible  lochia,  together  with  the  lowered  re- 
sistance of  the  system  incident  to  labor,  we  can  readily  conceive 
that  slight  transitory  elevations  of  temperature  should  not 
figure  in  the  morbidity. 

In  the  last  555  cases  treated  in  the  maternity  service  of 
Columbia  Hospital  we  have  placed  the  maximum  limit  for  normal 
cases  at  100°.  It  should  be  stated,  however,  that  we  do  not  in- 
clude the  usual  rise  of  temperature  which  takes  place  following 
soon  after  delivery  and  returning  to  normal  in  the  first  twenty- 
four  hours,  as  this  is  accepted  to  be  a  physiological  condition, 
although  its  precise  cause  is  by  no  means  clearly  understood. 

The  most  frequent  disturbing  factors  of  the  puerperium  might 
be  classified  as  follows:  sepsis,  sapremia,  malaria,  influenza, 
cystitis,  pneumonia,  typhoid  fever,  exanthemata,  rheumatism, 
and  pre-existing  ovarian,  tubal,  or  appendieal  abscess.  Strepto- 
coccus, staphylococcus,  bacillus  coli  communis,  gonococcus,  and 
pneumococcus  are  the  most  frequent  causes  of  sepsis,  Avhile  the 
bacillus  of  diphtheria,  typhoid,  anaerobic  and  other  micro- 
organisms have  been  demonstrated  to  be  occasional  factors  in  the 
pathogeny.  The  infection  may  be  autogenetic  or  heterogenetic. 
The  former  is  never  due  to  pathogenic  organisms,  according  to 
Menge,  Kronig,  and  Williams,  as  such  organisms  do  not  inhabit 
the  vagina  under  normal  conditions,  and  when  present  have  been 

^Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
June  21,  1901. 
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introduced  from  without  for  Avant  of  aseptic  technique  on  the 
part  of  the  accoucheur  or  nuree  or  by  direct  contamination  from 
the  Tulya.  Autogenetic  infection  is  due  to  the  anaerobic  sapro- 
phytic bacteria  existing  in  the  vagina  before  labor  and  is  usually 
associated  with  retention  of  lochia  or  placental  debris. 

For  several  years  past  we  have  been  making  observations  on 
the  relative  morbidity  of  cases  examined  and  not  examined  in- 
ternally during  labor,  with  and  without  rubber  gloves.  No 
prophylactic  douches  were  used  in  either  class  of  cases. 

With  the  advent  of  labor  the  patient  is  given  a  warm  bath, 
bowels  are  moved  by  enema,  and  the  vulva  is  thoroughly 
scrubbed  with  antiseptic  soap  and  afterward  bathed  with  a 
1 :  1000  solution  of  bichloride  or  tAvo  per  cent  carbolic  solution, 
and  vulval  pad  of  bichloride  appKed.  After  the  birth  of  the 
child  and  expulsion  of  the  placenta,  the  external  genitals  are 
again  bathed  with  bicMoride  solution  and  the  antiseptic  pads 
are  renewed  eveiy  four  hours.  In  normal  eases  the  temperature 
and  pulse  are  taken  morning  and  evening,  and  the  condition  of 
bowels  and  bladder  is  carefidly  attended  to. 

From  July  1.  1S99,  to  September  30.  1900,  318  cases  were 
ti-eated:  176,  or  55  per  cent,  were  admitted  in  labor;  233  were 
primiparip  and  85  were  multipara?;  180  cases  were  examined 
during  or  after  labor  and  138  were  not  examined.  Of  tiiose 
that  were  examined,  40.  or  22  per  cent,  had  a  rise  of  tempera- 
ture above  100° :  of  those  not  examined  there  were  26,  or  19  per 
cent,  above  normal.  It  is  seen,  therefore,  that  the  morbidity  is 
less  in  the  eases  not  examined.  This  will  be  more  apparent  if  we 
compare  the  results  obtained  in  each  class  of  cases  by  a  careful 
clinical,  bacteriological,  and  microscopical  examination. 

EXAMHTED — ABOVE    100'^. 

streptococcus   endometritis 2 

Sapremia 15 

Gonorrhea 2 

Eclampsia,  gonorrheal  cystitis,  endometritis,  and  pneumonia  1 

Influenza 2 

Intermittent   fever  and   nephritis 1 

Pneumonia,   lobar 1 

Mastitis 6 

Tuberculosis,  pulmonary 1 

Constipation    2 

Rheumatism,  gonorrheal 1 

Unknown 6 

Total 40 
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Not  Examined — above  100°. 

Sapremia 7 

Gonorrhea 1 

Typhoid  fever 2 

Mastitis 5 

Constipation 6 

Unknown 5 

Total 26 

From  October  1,  1900,  to  May  30,  1901,  237  cases  were  treated 
in  which  rubber  gloves  were  used ;  197  cases  Avere  examined  and 
40  were  not  examined.  Of  those  that  were  examined,  43,  or  20.7 
per  cent,  had  a  rise  of  temperature  above  100°.  Of  those  not 
examined,  7,  or  17.5  per  cent,  had  a  rise  above  normal,  due  to  the 
following  causes: 

Examined — above  100°. 

Streptococcus  and   colon  bacillus 1 

Staphylococcus 1 

General  peritonitis  due  to  colon  bacillus 1 

Sapremia 11 

Gonorrhea 4 

Gonorrhea  and  influenza 2 

Gonorrhea  and  acute  enteritis 1 

Mastitis 3 

Mastitis,  suppurative 3 

Eclampsia 1 

Influenza 1 

Enteritis,  acute 1 

Intermittent  fever 4 

Constipation .- 9 

Total 43 

Not  Examined — above  100°. 

Sapremia 2 

Tuberculosis,  pulmonary 1 

Mastitis 1 

Mastitis,  suppurative 2 

Constipation 1 

Total 7 

From  the  above  tables  it  vnll  be  seen  that  the  morbidity  is  de- 
pendent upon  a  number  of  general  diseases,  as  well  as  septic  in- 
fection of  the  genital  tract ;  and,  further,  that  the  latter  is  douBle 
the  number  of  cases  over  those  not  examined,  and  that  tlie  per- 
centage is  lower  in  those  cases  in  which  gloves  Avere  used.     The 
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fact  that  a  large  number  of  the  last  series  were  used  for  clinical 
purposes,  and  were  examined  frequently  by  one  or  more  students 
as  well  as  the  attending  physician,  is  another  evidence  of  the 
value  of  the  use  of  the  rubber  gloves. 

At  a  glance  it  would  appear  as  if  the  morbidit}'-  was  rather 
high;  but  if  we  include  only  the  distinctly  preventable  septic 
diseases  the  morbidity  is  reduced  to  less  than  10  per  cent— cer- 
tainly a  very  good  result  when  it  is  remembered  that  more  than 
50  per  cent  of  the  cases  were  admitted  in  labor,  many  of  them 
having  been  previously  examined  by  ignorant  midwives  and 
others  being  the  subjects  of  criminal  abortion. 

A  number  of  the  cases  of  sapreniia  followed  abortion,  and  in 
others  it  was  due  to  contamination  through  vulvo-vaginal 
wounds.  Many  of  the  cases  of  mastitis  were  associated  with 
stillbirths,  and  the  rise  of  temperature  in  most  instances  rarely 
went  above  100°  and  was  evidently  due  to  oversecretion  and 
engorgement  and  not  to  infection. 

Gonorrhea  is  not  an  infrequent  complication  of  the  puer- 
perium  and  may  remain  latent  or  become  aroused  to  activity  by 
injudicious  local  treatment.  Like  the  unmixed  staphylococcus 
infection,  it  tends  to  run  a  mild  course.  The  colon  bacillus,  like 
the  streptococcus,  however,  may  become  very  virulent,  particu- 
larly if  associated  with  other  pathogenic  organisms.  One  of  the 
cases  cited  above  followed  a  stillbirth  at  term,  the  other  an 
abortion  at  four  and  one-half  months.  Both  were  admitted  to 
the  hospital  in  labor.  The  first  gave  a  history  of  malaria  and 
«the  tertian  organism  was  foimd  in  the  blood  forty-eight  hours 
after  admission.  Blood  examination  on  the  fifth  day  negative. 
The  fever  continuing,  culture  taken  from  the  uterus  showed 
staphylococcus  aureus.  Ascites  developed  rapidly  and  was 
relieved  by  tapping  and  afterward  by  an  exploratory  abdominal 
incision,  and  peritoneal  cavity  washed  out  wdth  sterih  \vater  and 
drainage  tubes  inserted.  Bacteriological  examinatio-i  showed 
mixed  infection  of  staphylococcus  and  colon  bacillus.  Patient 
succumbed  to  general  suppurative  peritonitis  thirty-seventh  day 
after  admission.  The  second  case  on  admission  gave  history  of 
bleeding  and  foul-smelling  discharge  of  five  weeks'  duration; 
temperature  on  admission,  99.5°.  On  second  day  had  a  severe 
<3hiU  lasting  fifteen  minutes,  followed  by  a  rise  in  temperature  to 
103°.  Six  hours  afterward  was  delivered  of  macerated  fetus. 
Placenta  was  adherent  and  effort  was  made  to  remove  it,  first 
with  the  finger,  then  with  curette  under  anesthesia;  but.  patient's 
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condition  becoming  alarming,  the  uterus  was  packed  with  gauze 
after  swabbing  with  1 :20  carbolic-acid  solution ;  patient  reacted 
slowly.  As  condition  did  not  improve,  the  uterus  was  again  ex- 
plored, followed  by  a  douche.  It  was  found  that  the  solution 
did  not  return,  showing  that  the  uterine  wall  had  been  punc- 
tured. The  abdomen  was  opened  at  once  and  the  rent  in  the 
uterus  sewed  up  and  the  peritoneal  cavity  flushed  with  sterile 
salt  solution.  Patient  rallied  after  operation  and  seemed  for 
twenty-four  hours  to  improve,  but  then  gradually  grew  worse, 
succumbing  to  general  infection  on  the  thirteenth  day. 

The  history  of  the  typhoid  cases  showed  that  they  began  about 
a  week  before  labor.  Clinical  diagnosis  was  confirmed  in  both 
cases  by  the  Widal  reaction.  Treatment  general  and  cold  baths 
to  reduce  temperature.     Condition  on  discharge  excellent. 

All  of  the  malarial  cases  responded  promptly  to  quinine.  It 
will  be  observed  that  the  percentage  is  far  below  that  usually 
given  as  a  complication  of  the  puerperal  state.  Many  of  the 
so-called  malarial  cases  are  really  sapremia ;  and  as  it  is  the  cus- 
tom with  many  to  administer  douches  as  a  routine  measure  and 
give  quinine  to  reduce  temperature,  it  is  easy  to  understand  how, 
in  the  absence  of  blood  examination,  this  mistake  could  be  made. 

The  first  case  of  pneumonia  developed  on  the  twelfth  day  after 
delivery.  Crisis  occurred  on  the  eighth  day.  Convalescence 
rapid  and  uninterrupted.  The  second  case  was  of  septic  origin. 
This  patient  had  convulsions  during  labor,  requiring  instru- 
mental delivery,  and  during  the  puerperium  suffered  with  gonor- 
rheal cystitis  and  endometritis.  Her  illness  was  severe  and  pro- 
tracted, and  she  had  to  be  confined  to  her  bed  for  two  months. 
She  left  the  hospital  ten  weeks  after  confinement,  very  much  im- 
proved. 

One  of  the  most  common  causes  of  fever,  aside  from  the  in- 
fection of  the  genitalia,  finds  its  source  in  the  intestines.  Fol- 
lowing labor  there  is  usually  a  semi-paresis  of  the  intestinal 
tract,  favoring  fermentation  and  decomposition  therein,  and  the 
fever  readily  subsides  after  free  catharsis. 

Since  we  do  not  use  douches  as  a  routine  measure,  and  as 
the  morbidity  is  double  that  of  cases  examined  over  those  not 
examined,  many  of  the  cases  of  sapremia  and  pathogenic  in- 
fection, except  gonorrhea,  must  be  due  to  contamination  by  the 
hand  of  the  attendants  or  by  direct  transference  of  the  in- 
fection from  the  vulva.  It  would  seem,  then,  that  morbidity 
might  be  greatly  lessened  by  observing  the  following  points: 
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1.  Careful  observance  of  aseptic  technique  on  the  part  of  the 
physician  and  nurse,  at  all  times  regarding  the  parturient  tract 
as  a  surgical  wound. 

2.- Eestricting  or  avoiding  internal  examinations  and  culti- 
vating external  diagnosis.  Where  internal  examinations  are 
made  care  should  be  exercised  to  separate  the  labia,  so  that  the 
examining  finger  will  avoid  contact,  as  far  as  possible,  with  the 
vulva. 

3.  A  thorough  knowledge  of  the  mechanism  and  conduct  of 
labor,  with  due  appreciation  of  timely  interference. 

4.  Refraining  from  haste  or  violence  in  expulsion  of  the  pla- 
centa. 

5.  Avoiding  early  rupture  of  the  membranes. 

Every  case  of  fever  during  the  puerperium  should  be  re- 
garded as  septic  until  positively  excluded  by  a  most  careful  and 
painstaking  examination.  The  immediate  history  will  give  the 
character  and  duration  of  the  labor,  the  quantity  and  character 
of  the  lochia,  and  should  also  ascertain  whether  the  patient  has 
suffered  prior  to  labor  from  phthisis,  malaria,  or  typhoid;  you 
can  also  exclude  by  the  accompanying  symptoms  influenza,  pneu- 
monia, hysteria,  exanthemata,  diphtheria,  and  other  diseases. 
If  the  indication  points  to  involvement  of  the  genital  tract,  a 
thorough  bimanual  and  specular  examination  should  be  made 
and,  if  possible,  supplemented  by  a  bacteriological  and  micro- 
scopical examination.  It  is  not  always  easy  to  determine  the 
precise  cause  of  fever,  but  by  careful  exclusion  you  can  usually 
arrive  at  a  satisfactory  diagnosis. 


SIX  CESAREAN  SECTIONS.' 


EDWARD   P.    DAVIS,    A.M.,    M.D., 

Professor  of  Obstetrics  in  the  Jefferson  Medical  College ;  Professor  of  Obstetrics 

and   Diseases   of   Infancy   in   the   Philadelphia   Polyclinic ;    Visiting 

Obstetrician   to   the   Jefferson,    Philadelphia,    and 

Polyclinic    Hospitals,    etc. 


The  following  cases  of  Cesarean  section  occurring  during  the 
work  of  one  winter  illustrate  the  application  of  the  modem 
operation  to  the  various  complications  of  parturition. 

•Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  November  21,  1901. 
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Case  I.— ^Mulatto,  aged  22,  second  pregnancy.  Family  history 
of  tuberculosis,  personal  history  good.  This  patient  had  been  de- 
livered of  a  dead  child  after  difficult  parturition  in  a  maternity 
hospital  in  Philadelphia.  Her  pelvis  measured  as  follows:  An- 
terior superior  spines,  25  centimetres;  crests,  241/2  centimetres; 
trochanters,  30  centimetres;  right  diagonal,  20  centimetres;  left 
diagonal,  20  centimetres;  external  conjugate,  18  centimetres; 
internal  conjugate,  8  centimetres ;  circumference,  75  centimetres. 
The  fetus  was  living,  heart  sounds  good,  the  child  in  first  position, 
vertex  presentation.  The  patient  came  into  labor  in  her  lodging 
and  was  first  seen  by  the  obstetric  resident  of  the  Jefferson  Hos- 
pital, Dr.  Smith.  He  found  the  cervix  partly  dilated  and  a  pre- 
sentation of  the  right  parietal  bone.  The  head  was  impacted  in 
the  pelvic  brim.  The  patient  was  having  strong  pains.  Recog- 
nizing the  impossibility  of  spontaneous  labor,  the  patient  was 
transferred  by  ambulance  to  the  ]\raternity.  She  was  asked  con- 
cerning her  Abashes  regarding  further  procreation,  and  requested 
that  childbearing  should  be  made  impossible.  Celiohysterectomy 
was  accordingly  performed.  The  cervix  had  been  thoroughly 
stretched  by  the  child's  head,  and  in  amputating  the  body  of  the 
womb  it  was  found  necessary  to  close  the  distended  cervix  by 
silk  sutures.  The  abdomen  was  closed  without  drainage  and  the 
patient  made  an  uninterrupted  recovery  from  the  operation. 
Her  child,  a  female  weighing  six  pounds  nine  ounces,  showed  the 
effects  of  birth  pressure  by  an  indentation  in  the  left  parietal 
bone,  which  had  been  in  contact  with  the  promontory  of  the 
sacrum.  ]\Iother  and  child  reacted  well  from  the  operation.  Dur- 
ing the  patient's  recovery  she  had  an  elevation  of  temperature  to 
101°  F.  for  several  days,  with  a  muco-purulent  discharge  from 
the  vagina.  The  abdomen  was  not  distended  nor  painful,  and  the 
abdominal  incision  healed  by  first  intention.  Under  the  use  of 
vaginal  douches  this  discharge  ceased  and  the  patient  made  a 
good  recovery.  When  discharged  from  the  Maternity  the  stump 
was  small  and  movable  and  the  pelvis  was  free  from  exudate. 

The  patient  presented  herself  some  months  afterward,  stating 
that  some  substance  was  irritating  the  rectum.  On  examination 
one  of  the  silk  sutures  placed  in  the  stump  was  found  in  the 
rectum  and  was  readily  removed.  The  patient  was  otherAvise 
in  excellent  condition. 

At  the  time  of  operation  the  attention  of  those  present  was 
called  to  the  fact  that  necrosis  of  the  stump  Avould  probably  oc- 
cur.    The  fact  that  the  patient  had  been  in  labor  for  some  time 
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in  her  lodging,  without  aseptic  precautions,  before  she  was 
brought  to  the  ^Maternity,  and  the  excessively  distended  condition 
of  the  cervix,  made  necrosis  probable.  In  placing  the  sutures 
care  "was  taken  to  completely  bury  them  and  to  close  the  peri- 
toneum above  the  sutures,  so  that,  should  necrosis  follow,  the 
necrotic  material  and  sutures  could  work  their  way  out  through 
the  vagina. 

Necrosis  of  the  stump  occasionally  happens  after  hysterectomy 
for  fibroid  tumors.  In  the  Cesarean  operation  the  v/riter  had  a 
similar  experience  with  one  case,  in  which  a  vaginal  discharge 
persisted  for  some  time  after  the  op»eration,  and  in  which  a  suture 
was  finally  discharged.  It  may  naturally  be  suggested  that  the 
use  of  catgut  suture,  wiiich  becomes  absorbed,  would  not  expose 
the  patient  to  this  risk.  In  the  cervix  during  pregnancy  the  tis- 
sues are  so  hypertrophied  that  to  secure  firm  apposition  silk  is 
better  than  catgut.  Necrosis  of  the  stump  is  not  a  common  com- 
plication after  hysterectomy  and  has  never,  to  my  knowledge,  ex- 
posed the  patient  to  serious  risk. 

Case  II.— A  negress,  aged  23,  had  borne  one  child  after  a  very 
long  labor,  delivered  by  forceps.  She  is  a  married  woman  who 
gave  a  good  family  and  personal  history.  The  patient  is  a  dwarf 
of  very  diminutive  stature  and  having  marked  scoliosis  of  the 
vertebrae,  most  pronounced  in  the  lower  dorsal  and  upper  lumbar 
region.  Her  pelvis  measured  as  follows:  Anterior  superior 
spines,  24  centimetres ;  crests,  24i/)  centimetres ;  trochanters,  28 
centimetres;  right  diagonal,  18  centimetres;  left  diagonal,  19 
centimetres;  external  conjugate,  16  centimetres;  internal  conju- 
gate, 7  centimetres ;  circumference,  79  centimetres.  She  was  moi  e 
than  nine  months  pregnant  when  admitted  to  the  Jefferson 
Maternity,  the  fetus  occupying  the  first  position,  the  head  above 
the  pelvic  brim.  The  patient  greatly  dreaded  her  labor  and 
earnestly  requested  that  it  be  made  impossible  for  hci  to  again 
become  pregnant.  She  stated  that  her  husband  did  uoi  support 
her  and  that  she  was  dependent  upon  her  own  v^^ork  tor  the 
maintenance  of  her  child  and  herself.  She  came  into  spon- 
taneous labor  a  fcAV  days  after  admission  and  soon  developed 
excessively  strong  uterine  contractions.  The  membranes  ruptured 
early  when  the  cervix  was  one-third  dilated.  Upon  examination 
the  contractions  of  the  uterus  were  so  strong  as  to  threaten  rup- 
ture. The  head  lay  across  the  pelvic  brim,  with  one  hand  and 
arm  of  the  fetus  beside  the  head.  The  patient  as  soon  as  possible 
was  delivered  by  celiohysterectomy  in  accordance  with  her  wish. 
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During  the  operation  the  intestines  became  excessively  distended 
Avith  gas.  As  the  patient  came  out  from  ether  she  began  to  strain 
violently,  and  it  was  necessary,  in  addition  to  the  usual  dressings, 
to  apply  a  broad  roller  bandage  very  firmly  around  the  abdomen. 
This  distension  persisted  for  several  days,  but  gradually  sub- 
sided under  tonic  doses  of  strychnia  and  purgatives.  She  has 
made  an  uninterrupted  recovery  and  is  at  present  a  domestic 
servant  in  the  INIaternity.  Her  child  showed  the  effects  of  birth 
pressure  by  sluggish  respiration  and  excessive  compression  of  the 
cranium.  He  has,  like  the  mother,  done  well.  This  patient 
nursed  her  child  for  some  time  and  then  was  obliged  to  wean  it 
through  lack  of  milk. 

In  this  case  the  failure  of  the  head  to  engage  after  strong 
pains  which  threatened  rupture  of  the  uterus  justified  section, 
and  the  mother's  request  determined  the  method  of  operation. 

Case  III. — A  multipara,  aged  35,  white,  a  married  woman,  was 
brought  to  the  Maternity  by  her  phj^sician  and  her  husband, 
having  been  for  some  time  in  labor.  She  had  had  seven  preg- 
nancies, one  A\dth  twins  which  terminated  in  spontaneous  birth 
of  the  twins.  The  other  children  had  perished  in  birth  from 
dystocia.  During  the  present  labor  efforts  had  been  made  to  de- 
liver her  by  forceps.  She  had  been  profoundly  anesthetized  and 
when  admitted  was  in  a  condition  of  extreme  shock.  She  had 
lost  considerable  blood  and  her  radial  pulse  was  barely  percept- 
ible. Her  pehas  measured :  Anterior  superior  spines,  27  centi- 
metres; crests,  27  centimetres;  trochanters,  31  centimetres;  right 
diagonal,  19  centimetres ;  left  diagonal,  211/2  centimetres ;  ex- 
ternal conjugate,  18  centimetres;  internal  conjugate,  8  centi- 
metres; circumference,  81  centimetres.  The  cervix  was  fully 
dilated.  A  large  head  was  wedged  into  the  brim  of  the  pelvis 
and  the  cervix  was  edematous  from  pressure.  The  patient  was 
at  once  stimulated  freely,  and  in  my  absence  craniotomy  was 
done,  as  the  child  was  dead,  by  Dr.  Strieker  Coles,  Demonstrator 
of  Obstetrics.  Although  the  slmll  was  thoroughly  emptied,  safe 
traction  failed  to  cause  the  child  to  descend.  Poi'tions  of  the 
cranial  bones  were  delivered,  but  the  fetus  could  not  be  extracted. 

On  seeing  the  patient  I  found  her  rallying  slightly  from  shock, 
but  in  a  condition  of  great  weakness.  She  was  still  anesthetized 
and  the  attempt  at  craniotomy  had  just  been  made.  The  indi- 
cation seemed  to  be  to  deliver  her  as  quickly  as  possible  by  the 
most  speedy  method.  Accordingly  the  abdomen  was  opened  and 
a  Porro  operation  performed.     The  cervix  was  secured  by  two 
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clamps,  the  abdomen  closed  down  to  the  stump,  which  was  left 
outside  the  peritoneum,  freely  powdered  with  iodoform  and 
boracic  acid  and  covered  with  sterile  gauze.  Two  quarts  of  saline 
fluid  were  given  to  the  patient  by  intravenous  transfusion.  She 
rallied  slowly  from  the  operation,  the  stump  of  cervix  sloughed 
away,  the  internal  surface  of  the  -cervix  was  discharged  by 
necrosis,  and  she  finally  left  the  Maternity  in  good  general  con- 
dition. Her  recovery  was  unexpected,  as  the  interior  of  the 
uterus  must  have  been  infected  by  efforts  at  delivery  made  before 
her  arrival. 

In  this  case  the  question  very  naturally  occurs :  Would  not  the 
removal  of  the  entire  uterus,  unopened,  have  been  the  better 
operation  ?  At  the  time  the  indication  for  haste  was  imperative. 
The  removal  of  the  unopened  uterus  may  be  done  speedily  and 
is  justifiable  in  all  cases  in  which  the  fetus  is  dead,  the  uterus  in- 
fected, and  the  patient  cannot  be  delivered  through  the  vagina. 
The  case  is  one  of  the  very  few  in  which  Porro  's  operation  seemed 
indicated. 

Case  IV.— Primipara,  aged  36,  a  married  white  woman.  Fam- 
ily history  of  tuberculosis  and  personal  history  of  tuberculous 
infection  of  both  hip  joints  at  the  age  of  10.  This  had  left  the 
patient  so  disabled  that  she  walked  upon  crutches  and  had  very 
limited  motion.  It  was  impossible  for  he^  to  completely  extend 
the  thighs.  The  examination  of  the  sternum  and  ribs  showed 
the  characteristic  evidences  of  rachitis  in  addition  to  the  disease 
of  the  hip  joints.  The  patient  was  fairly  well  nourished.  Her 
pelvis  measured :  Anterior  superior  spines,  25  centimetres ;  crests, 
25  centimetres;  trochanters,  27  centimetres;  right  diagonal.  20 
centimetres ;  left  diagonal,  22  centimetres ;  external  conjugate,  17 
centimetres:  internal  conjugate,  ly^  centimetres;  circumference, 
85  centimetres.  Palpation  of  the  pelvis  confirmed*«-he  rliagnosis 
of  a  rachitic  pelvis  with  an  oblique  contraction.  The  fetus  oc- 
cupied the  first  position,  the  head  at  the  pelvic  brim,  the  heart 
sounds  strong  and  regular.  The  patient  and  her  husband  agreed 
to  operation  and  also  requested  that  the  patient  should  not  be 
exposed  to  further  danger  from  childbearing.  The  patient  was 
put  in  the  best  possible  general  condition,  and  labor  came  on 
spontaneously  with  good  uterine  contractions.  When  dilatation 
was  partly  complete  the  head  showed  no  signs  of  engagement,  but 
remained  at  the  brim  of  the  pelvis.  Celiohysterectomy  was  ac- 
cordingly performed,  some  difficulty  being  experienced  in  putting 
the  patient  in  a  convenient  posture  owing  to  the  contraction  of 
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the  tissues  about  the  hips.  ^Mother  and  child  made  a  complete 
and  uncomplicated  recovery.  Upon  examining  the  uterus  after 
removal  several  intramural  fibroids  of  small  size  were  found. 

The  patient  has  since  reported  in  excellent  general  health  and 
her  child  is  correspondingly  well.  She  formed  no  exception  to 
our  experience  that  these  patients  nurse  the  child  quite  as  well 
as  those  from  whom  the  uterus  is  not  removed. 

Case  V.— Primipara,  married,  white,  aged  27.  In  childhood 
had  severe  scarlatina,  and  has  repeatedly  had  uric  acid  in  con- 
siderable quantity  in  the  urine.  She  was  between  seven  and 
eight  months  pregnant.  She  had  been  brought  to  the  city  for 
consultation  and  was  seen  Avith  Dr.  H.  A.  Hare.  Four  weeks 
previously  she  had  swelling  of  the  feet  and  had  been  passing 
about  one  quart  and  one  pint  of  urine  in  twenty-four  hours.  On 
examination  the  patient  had  general  dropsy.  The  second  sound 
of  the  heart  was  sharply  accentuated  and  arterial  tension  much 
increased.  Her  sight  was  dim  and  her  tongue  red  and  swollen. 
The  size  of  the  uterus  indicated  thirty  weeks'  gestation.  The 
heart  sounds  were  plainly  heard  on  the  left  side  and  the  head  was 
above  the  pelvic  brim.  The  patient  was  e^ddently  highly  toxemic 
and  in  imminent  danger  of  eclampsia.  On  the  day  following, 
her  eyes  were  examined  by  Dr.  de  Schweinitz,  who  found  the 
retinas  much  swollen  with  serum.  An  examination  of  the  urine 
showed  hyaline  and  granular  casts,  Avith  abundant  granular 
debris  and  albumin  in  abundance.  The  patient  had  been  given 
calomel  the  night  before  and  the  urine  had  a  specific  gravity  of 
1029  and  a  percentage  of  urea  approximating  2.  She  was  trans- 
ferred to  the  Presbyterian  Hospital  in  a  private  room.  On  the  day 
following  she  had  grown  rapidly  Avorse,  and  labor  was  induced  by 
dilating  the  cervix  under  chloroform  and  introducing  bougies. 
The  cervix  was  tightly  closed  and  it  was  with  difficulty  that 
bougies  could  be  inserted.  The  induction  of  labor  was  followed 
by  eclampsia  a  iew  hours  later.  The  bougies  were  at  once  re- 
moved, when  the  cervix  was  found  still  tightly  closed,  AAdthout 
dilatation  and  without  softening.  The  patient's  condition  Avas 
extremely  gra\'e  and  it  Avas  determined  to  empty  the  uterus  in  the 
most  rapid  way  possible.  Accordingly  the  patient  Avas  anes- 
thetized and  the  child  delivered  by  abdominal  incision.  On 
section  the  tissues  Avere  found  a  dark  vivid  red  in  color  and  blood 
oozed  freely.  The  uterus  Avas  packed  Avith  gauze  and  the  cervix 
dilated  sufficiently  for  drainage.  During  the  anesthesia  Dr. 
Hare  gave  the  patient  intravenous  saline  transfusion.     She  re- 
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acted  Avell  from  the  operation,  having  one  slight  convulsion  as  she 
recovered  from  the  ether.  She  passed  into  coma  within  a  few 
hours  which  ended  fatally.  The  child  survived  the  mother  be- 
tween three  and  four  hours. 

The  treatment  of  eclampsia  by  Cesarean  section  was  first 
brought  before  the  profession  by  Halbertsma,  of  Utrecht.  His 
success  led  German  operators  to  try  the  procedure,  and  in  1899 
Hillman^  at  Jena  collected  40  cases  of  eclampsia  for  which 
Cesarean  section  had  been  done.  Of  these  mothers,  19  recovered, 
21  died.  Of  the  41  children,  23  lived  and  18  died.  Seven  pa- 
tients had  convulsions  after  delivery  by  section.  At  the  time 
when  Hillman  published  his  paper  he  was  able  to  collect  con- 
siderable literature  upon  the  subject.-  Olshausen,^  in  a  paper 
read  before  the  Obstetrical  Society  of  Berlin,  reported  a  case  of 
Cesarean  section  for  eclampsia,  and  stated  that  among  250  cases 
of  eclampsia  he  had  seen  3  in  which  Cesarean  section  was  indi- 
cated. Of  these  3,  2  recovered  and  1  died.  Diihrssen*  reports 
an  interesting  case  of  \aginal  Cesarean  section  for  eclampsia. 
The  fetus  occupied  a  transverse  position,  the  patient  being  about 
six  months  advanced.  The  cervix  and  lower  uterine  segment 
Avere  opened  through  the  vagina,  a  foot  of  the  child  grasped,  and 
the  patient  delivered.  Her  delivery  was  not  accompanied  by 
more  than  usual  difficulty.  She  perished  some  time  after  from 
pneumonia.  Another  case  of  vaginal  section  for  eclampsia  is  re- 
ported by  Kouwer,  of  Holland.^     In  this  case  the  patient  Avas 

^Monatsschrift  fiir  Geburtshiilfe  und  Gynakologie,  Band  x..  Heft  2, 
1899. 

=Bidder,  F.:  Ueber  425  Falle  von  Eklampsie;  Archiv  f.  Gynakologie, 
1893,  No.  44.  Doderlein:  Die  Therapie  der  Eklampsie;  Miinch.  med. 
Wochenschrift,  1894,  No.  26.  Diihrssen:  Ueber  die  Behandlung  der 
Eklampsie,  1.  Theil — derselbe,  Ueber  die  Behandlung  der  Eklampsie,  2. 
Theil;  Archiv  f.  Gynakologie,  1892  No.  42,  1893  No.  43— derselbe,  Ueber 
vaginalen  Kaiserschnitt;  Sammlung  klin.  Vortrage  voi  Volkmann, 
No.  232.  Kettlitz:  Ueber  Kaiserschnitt  wegen  Eklampsie:  Inaugural- 
Dissertat.,  Halle,  1897.  Konig:  Eklampsie— Sectio  caes.  post  mortem; 
Centralbl.  f.  Gynak.,  1899,  No.  16;  Monatsschrift  f.  Geburtshiilfe  und 
Gynakologie,  viii.,  4,  70;  Versammlung  Deutscher  Naturforscher  u. 
Aerzte.  Lenander:  Frau  den  kirugiska  kliniken  i  Upsala.  Lohlein: 
Ueber  Haufigkeit,  Prognose  und  Behandlung  der  puerperalen  Eklamp- 
sie; Gynakol.  Tagesfragen,  1891,  Heft  2;  Genfer  Congressbericht, 
Monatsschrift  f!  Geburtshiilfe  und  Gynakologie,  Band  iv.,  No.  5.  (Up- 
sala Lakare-foren.  forhandl.  1899.) 

^Centralblatt  f.  Gynakologie,  No.  2,  1900. 
^Archiv  f.  Gynakologie,  Band  Ixi.,  Heft  3,  1900. 

^Centralblatt  fiir  Gynakologie,  No.  19,  1900. 
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moribund  at  the  time  of  operation,  and  the  operation  simply 
demonstrated  the  feasibility  of  the  method.  Diihrssen  contrasts 
this  operation  with  his  method  of  delivery  by  deep  incision  of  the 
cervix,  and  believes  that,  in  some  cases  where  the  cervix  is  espe- 
cially short  and  resisting,  vaginal  section  is  to  be  chosen. 
Biermer,  of  Wiesbaden,^  performed  Cesarean  section  with  trans- 
verse incision  of  the  fundus  for  eclampsia.  The  child  was  bom 
living;  the  mother  succumbed  from  eclamptic  coma  after  the 
operation.  Sippel,-  of  Frankfort,  performed  Cesarean  section 
upon  a  primipara  aged  17  for  eclampsia.  The  operation  pro- 
ceeded without  difficulty.  An  asphyxiated  child  was  born,  re- 
suscitated, and  lived.  The  mother  recovered  from  the  operation 
and  died  upon  the  fifth  day  from  hemorrhage  from  the  intestinal 
tract.  Upon  autopsy  an  ulcer  of  the  duodenum  was  found 
which  had  opened  vessels  of  considerable  size. 

j\Iy  experience  in  Cesarean  section  for  eclampsia  comprises  the 
cases  reported  in  this  paper  and  one  other.  My  first  case  was 
that  of  a  primipara  who  had  suffered  from  hip-joint  disease 
and  Avho  had  a  sinus  leading  to  necrotic  bone.  She  had  a 
pelvis  contracted  so  highly  that  craniotomy  was  not  indicated. 
She  had  been  seen  by  a  physician,  who  had  selected  her  for 
Cesarean  section.  She  became  eclamptic  and  after  severe  con- 
vulsions was  brought  to  the  Jefferson  Maternity.  On  admis- 
sion her  condition  was  so  grave  and  her  respiration  so  impaired 
that  Cesarean  section  was  performed  almost  in  mortua.  The 
child  was  dead,  but  the  mother  was  greatly  relieved  by  the  oper- 
ation. Her  breathing  became  better,  she  became  conscious,  and 
survived  the  operation  three  days.  Upon  autopsy  advanced 
double  nephritis  and  extensive  degeneration  of  various  organs 
of  the  body  were  found. 

The  question  naturally  arises  in  this  connection :  Is  it  of 
paramount  importance  to  empty  the  uterus  as  soon  as  possible  in 
cases  of  eclampsia?  To  this  question  we  give  a  negative  answer. 
Of  first  importance  in  the  treatment  of  eclampsia  is  the  control 
of  the  convulsions  and  the  stimulation  of  the  patient's  excretory 
processes.  When  this  has  been  begun,  if  the  patient  still  shows 
any  tendency  to  improvement,  if  the  abdomen  is  tense  and  the 
cervix  hard  and  undilated.  Cesarean  section  must  be  considered. 
Its  success  or  failure  will  depend  upon  the  degree  to  which  the 
patient  has  been  poisoned  by  the  toxins  within  her  body.     In 

'Miinchener  med.  Wochenschrift,  No.  47,  1899. 

^Monatsschrift  fiir  Geburtshiilfe  und  Gynakologie,  August,  1901. 
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some  cases  the  patient  is  beyond  hope  when  the  physician  first 
sees  the  case;  in  others,  even  desperate,  recovery  follows. 

In  Cesarean  section  for  eclampsia  there  is  especial  danger 
from  hemorrhage.  This  tendency  to  bleed  is  seen  in  all  highly 
toxemic  patients,  and  is  illustrated  in  Sippel's  case  of  death 
from  intestinal  hemorrhage.  In  my  second  Cesarean  operation 
for  eclampsia  now  reported  this  tendency  to  ooze  was  evident, 
but  was  controlled  by  gauze  packing. 

Case  VI.  — Primipara,  married,  white,  gave  a  history  of  good 
general  health,  but  was  not  of  robust  physique.  She  was  first 
seen  a  year  before  her  confinement,  when  she  had  oozing  of  blood 
from  the  rectum  following  exposure  to  cold.  She  had  previously 
had  an  early  abortion  soon  after  marriage.  During  her  preg- 
nancy the  patient  was  in  fairly  good  health,  was  not  well  nour- 
ished, and  excreting  badly.  As  she  reached  the  latter  months  of 
pregnancy,  her  appetite  failed,  digestion  and  excretion  were 
badly  performed,  and  she  passed  into  a  condition  of  mental 
apathy  closely  resembling  melancholia.  Her  nurse  was  placed 
with  her  and  she  was  carefully  fed  and  improved  in  physical 
condition,  although  the  mental  state  remained  unaltered.  Her 
pelvis  was  slightly  contracted  at  the  brim,  but  was  otherwise 
of  average  measurements.  The  fetus  occupied  the  first  position, 
breech  presentation.  As  pregnancy  drew  to  its  close  it  became 
evident  that  the  fetus  was  large  and  very  well  developed.  This 
was  expected  from  the  development  of  the  patient's  husband. 
The  presenting  part  did  not  descend  into  the  pelvis,  but  the 
child  remained  high  in  the  abdomen.  From  the  patient's  physi- 
cal and  mental  condition  it  was  evident  that  but  little  voluntary 
effort  could  be  expected  during  labor.  The  patient  was  con- 
siderably above  the  average  age  of  childbearing  and  the  pelvic 
floor  was  thick  and  resisting.  Difficult  parturition,  with  pos- 
sible death  of  the  child,  was  expected.  The  patient's  husband 
was  warned  of  the  complications  existing  and  the  dangers  of  the 
case  fully  stated.  The  patient  was  asked  to  go  to  a  private 
surgical  hospital  for  labor,  but  this  was  declined.  The  husband 
was  informed  that  he  was  at  liberty  to  have  consultation  either 
before  or  during  labor. 

Labor  came  on  spontaneously  with  feeble  and  ineffectual 
pains.  The  breech  of  the  child  did  not  descend  and  the  cervix 
dilated  very  slowly.  Although  the  patient  was  given  rest  by 
sedatives,  no  substantial  advance  was  made  and  consultation  was 
called.  The  writer's  opinion  had  been  that  to  save  the  life  of  the 
12 
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mother  and  child,  and  to  protect  the  mother  from  severe  injury, 
delivery  by  abdominal  incision  was  necessary.  This  opinion  was 
based  upon  the  evident  development  of  the  child,  the  lack  of  ex- 
pulsive force  on  the  part  of  the  mother,  the  unfavorable  position 
of  the  child  which  exposed  it  to  greater  danger  in  delivery,  and 
the  resisting  and  inelastic  pelvic  floor.  To  have  delivered  the 
child  through  the  vagina  by  breech  presentation  would  have  ex- 
posed it  to  great  danger  and  have  lacerated  the  mother  severely. 

There  was  no  dissent  from  this  opinion  in  consultation.  Sec- 
tion was  proposed  to  the  husband  and  immediately  accepted. 

A  room  was  suitably  prepared  as  soon  as  possible,  assistants 
summoned,  portable  sterilizers  carried  to  the  house,  and  the  pa- 
tient delivered  by  celiohysterotomy.  A  large,  finely  developed 
male  child,  weighing  nine  pounds,  was  delivered  in  excellent 
condition.  As  the  mother  had  been  long  in  labor  and  the  uterus 
acted  sluggishly,  it  Avas  packed  with  iodoform  gauze  which  Avas 
brought  into  the  vagina  through  the  cervix.  The  uterine  muscle 
was  trimmed  at  one  point  in  its  edge  to  secure  accurate  approxi- 
mation. The  womb  was  closed  with  silk,  the  peritoneum  with 
fine  catgut.  Under  free  stimulation  the  patient  reacted  well. 
The  gauze  was  removed  through  the  vagina  on  the  second  day 
after  the  operation.  The  patient's  highest  temperature  was 
101°  F.     She  nursed  her  child  for  a  short  time. 

After  delivery  the  patient  gradually  regained  her  normal 
mental  condition.  This  recovery  Avas  slow  and  the  mental  state 
occasioned  anxiety  for  some  time.  She,  however,  made  a  com- 
plete recovery  and  Avith  her  child  is  in  excellent  condition. 

In  this  case  the  Cesarean  operation  Avas  chosen  upon  purely 
elective  grounds.  Recognizing  the  life  of  the  child  as  an  im- 
portant factor,  the  question  arose :  In  Avhat  way  can  the  lives  of 
mother  and  child  be  saved  Avith  the  least  injury  and  suffering 
to  both  ?  The  fetal  mortality  of  breech  presentation  is  so  much 
higher  than  that  of  vertex  presentation  that  the  difference  could 
not  be  neglected.  To  deliver  a  large  child  as  rapidly  as  is  neces- 
sary in  breech  presentation  through  a  birth  canal  inelastic  and 
undilated  must  cause  severe  injury  to  the  mother.  The  ab- 
sence of  efficient  expulsiA^e  eft'ort  on  the  part  of  the  mother  made 
action  incAdtable.  Fortunately  the  husband  appreciated  the 
situation  and  by  his  prompt  and  efficient  help  made  a  successful 
termination  of  the  case  possible. 

A  further  disadvantage  lay  in  operating  in  a  private  house. 
This  cannot,  hoAvcA^er,  be  avoided  in  some  cases,  and  it  is  possi- 
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ble,  by  using  portable  sterilizers,  previously  sterilized  dressings, 
and  trained  assistants,  to  operate  safely  under  these  conditions. 
No  one  can  perform  obstetric  surgery  competently  who  has  not 
the§e  agents  at  his  disposal.  While  patients  should  go  to  pri- 
vate hospitals  for  difficult  confinement,  some  cannot  or  will  not 
do  so,  and  such  must  be  delivered' at  home.  The  added  risk 
should  be  explained  to  them,  and  their  failure  to  comply  with  the 
physician's  wish  must  be  their  own  responsibility. 


REPORT    OF  THREE    CASES    OP    CESAREAN    SECTION,    ONE 
COMPLICATED  BY  PYOSALPINX.^ 


STRICKER    COLES,    M.D., 

Demonstrator  and  Clinical  Lecturer  on  Obstetrics  in  the  Jefferson  Medical   Col- 
lege ;  Assistant  Obstetrician  to  the  Jefferson  Maternity,  Philadelphia. 


Case  I. — V.  T.,  aged  19,  primipara,  a  dressmaker;  family  his- 
tory good ;  patient  had  usual  diseases  of  childhood ;  menstruation 
first  at  16,  regular  and  painful ;  menstruation  last  seen  on  Sep- 
tember 5,  1899.  Entered  the  Maternity  on  May  12,  1900.  At 
that  time  patient  was  in  good  health,  except  continual  headache 
and  constipation.  Examination  showed  that  the  child  was  in  the 
first  position ;  heart  sounds  to  the  left ;  placental  souffle  not 
heard;  the  uterus  a  hand's  breadth  above  the  umbilicus.  The 
pelvic  measurements  were  as  follows :  Anterior  superior  spines, 
251/2  centimetres ;  crests,  251/4  centimetres ;  trochanters,  29V2 
centimetres;  right  diagonal,  2OI/2  centimetres;  left  diagonal,  20 
centimetres;  external  conjugate,  17  centimetres;  cirfumference, 
70  centimetres.  The  patient  remained  in  the  jMatemity  a  week 
and  then  left.  Nothing  was  heard  of  her  until  June  8  nt  11  p.m., 
when  the  resident  physician  was  sent  for  at  her  hi)me.  On 
examination  he  found  the  membranes  had  ruptured,  the  os  com- 
pletely dilated,  but  the  head  could  not  be  made  to  engage.  She 
was  brought  into  the  Maternity  at  12.30  a.m.  June  9.  On  fur- 
ther examination  the  head  could  not  be  made  to  engage,  and 
there  seemed  to  be  so  great  disproportion  that  Cesarean  section 
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was  selected  as  a  method  of  delivery.  After  thorough  prepara- 
tion the  abdomen  was  opened,  the  uterus  delivered,  and  hot 
towels  packed  around  the  uterus.  An  incision  was  made  in  the 
anterior  wall  of  the  uterus,  passing  through  the  outer  edge  of 
the  placenta.  The  child  and  placenta  were  rapidly  delivered 
and  the  broad  ligaments  clamped  on  either  side  with  pedicle 
forceps.  There  were  three  pedicle  sutures  on  each  side,  the  first 
including  the  ovarian  artery,  the  second  the  artery  of  the  round 
ligament,  and  the  third  the  uterine  artery.  The  uterus  was 
then  amputated  through  the  lower  uterine  segment.  The  stump 
of  cervix  was  closed  with  heavy  silk  sutures  and  the  peritoneum 
closed  over  the  entire  raw  surface  with  small  silk.  The  peri- 
toneum of  the  abdominal  wall  was  closed  with  catgut  and  the 
skin  and  muscle  with  silkworm  gut.  The  child  was  in  a  con- 
dition of  apnea  when  delivered,  but  was  easily  resuscitated.  It 
was  a  female  weighing  seven  pounds  two  and  one-half  ounces. 
The  measurements  of  the  child 's  head  were  as  follows :  Maximum, 
14  centimetres;  occipito-mental,  ISi^  centimetres;  occipito- 
frontal, 12  centimetres;  suboccipito-bregmatic,  101/2  centimetres; 
fronto-mental,  9  centimetres;  biparietal,  914  centimetres;  bi- 
temporal, 814  centimetres;  bimastoid,  8  centimetres;  bisacromial, 
12  centimetres;  length  of  child,  48  centimetres.  The  patient's 
temperature  did  not  rise  above  101°.  The  stitches  from  the  ab- 
dominal wall  were  removed  on  June  19.  The  wound  was  in  good 
condition,  union  being  perfect.  On  July  9  vaginal  examina- 
tion showed  the  cervix  small  and  movable  and  no  exudate  in  the 
pelvis.  Mother  and  child  were  discharged.  This  patient  has 
been  seen  from  time  to  time  since  then,  and  at  the  present  time 
she  is  suffering  from  a  movable  kidney  and  expects  to  undergo 
an  operation  for  this  some  time  in  the  near  future. 

Celiohysterectomy  was  performed  in  this  case,  as  she  did  not 
desire  to  become  pregnant  again,  and  there  was  a  question  of  the 
uterus  being  septic,  as  she  had  been  in  labor  without  medical 
care  for  some  time.  She  remained  well  for  two  months  after 
leaving  the  hospital,  and  then  began  ha^ang  nervous  symptoms 
and  abdominal  pain.  The  question  naturally  arises  whether  it 
would  not  have  been  better  to  resect  the  tubes  and  to  have  left 
the  uterus  and  ovaries.  This  may  have  lessened  the  risk  of 
nervous  phenomena  due  to  the  removal  of  the  ovaries,  and  also 
the  displacement  of  the  kidney. 

Case  II. — M.  L.,  aged  19,  primipara ;  family  history  of  tuber- 
culosis; patient  had  measles  and  diphtheria  in  childhood;  men- 
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struation  first  at  18,  regular  and  painful ;  last  menstruation  seen 
in  September,  1900.  When  applying  at  the  Maternity  on  Feb- 
ruary 23,  1901,  she  was  in  good  condition,  but  suffered  from 
constipation.  On  examination  the  pelvic  measurements  were 
found  to  be  as  follows :  Anterior  superior  spines,  23  centimetres ; 
crests,  24  centimetres;  trochanters,'  30  centimetres;  right  di- 
agonal, 20  centimetres ;  left  diagonal,  19yo  centimetres ;  external 
conjugate.  19  centimetres;  internal  conjugate,  8  centimetres; 
circumference,  76  centimetres.  The  uterus  was  two  fingers' 
breadth  above  the  umbilicus.  Fetal  heart  sounds  were  heard  on 
the  left  side.  Placental  souffle  not  heard.  Patient  returned  to 
the  Maternity  on  May  10  and  May  25,  bringing  specimens  of 
urine  which  were  found  to  be  normal.  On  June  21  Dr.  Barnes 
was  called  by  the  resident  physician  to  see  the  patient  at  her 
home.  Frequent  strong  uterine  contractions  every  two  to  four 
minutes  were  present;  the  patient  was  very  restless  and  nervous 
and  apparently  suffering  much  pain.  The  heart  sounds  of  the 
child  were  easily  heard  on  the  left  side.  Vaginal  examination 
under  chloroform  revealed  the  following:  Promontory  of  the 
sacrum  readily  touched;  membranes  ruptured;  head  not  engaged 
nor  could  it  be  made  to  engage;  parietal  presentation;  measure- 
ment of  the  internal  conjugate,  8  centimetres.  On  examination 
after  entering  the  Maternity  the  head  was  found  resting  on  the 
symphysis  and  promontory  of  the  sacrum,  and  could  not  be  made 
to  engage.  The  patient  was  prepared  for  abdominal  section  and 
delivery  accomplished  as  in  the  case  above,  except  that  the  uterus 
was  not  removed.  It  was  thoroughly  cleansed  and  a  piece  of 
iodoform  gauze  carried  down  into  the  cervix  and  the  cavity  of 
the  uterus  packed.  Hemorrhage  was  controlled  by  manual  pres- 
sure. The  uterus  was  sutured  with  heavy  interrupted  silk 
suture  through  the  muscle ;  the  peritoneal  surface  was  closed 
with  fine  silk  continuous  suture.  The  abdomen  was  closed  as  in 
the  case  above.  The  gauze  was  removed  in  thirty  six  hours. 
The  patient  reacted  well  after  the  operation,  was  not  i-auseated 
at  all  from  the  anesthetic,  and  had  no  pain.  She  only  com- 
plained of  not  getting  enough  to  eat.  The  temperature  rose  to 
100°  after  operation  and  afterward  Avas  normal.  The  child  was 
not  asphyxiated  and  was  a  female  weighing  six  pounds  eight 
ounces.  The  measurements  of  the  child's  head  were  as  follows: 
Maximum,  131/2  centimetres:  occipito-mental,  13  centimetres; 
occipito-frontal,  12  centimetres;  suboccipito-bregmatic,  Qi^ 
centimetres;  trachelo-bregmatic,  lOi/o  centimetres;  fronto-mental. 
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8y2  centimetres;  biparietal,  9  centimetres;  bitemporal,  8  centi- 
metres; bimastoid,  8  centimetres;  bisacromial,  12  centimetres; 
length  of  child,  48  centimetres.  On  examining  the  cliild's  head 
there  was  found  a  spoon-shaped  depression  where  the  head  rested 
on  the  promontory  of  the  sacrum.  This  disappeared  in  four  or 
five  days.  The  stitches  from  the  abdominal  wall  were  removed 
on  July  5.  Union  was  found  to  be  good.  On  July  19  vaginal 
examination  showed  the  uterus  to  be  anteflexed  and  movable, 
involution  good.  The  child  was  in  good  condition.  ]\Iother  and 
child  were  discharged.  The  mother  and  child  were  seen  on 
October  20  and  they  were  both  doing  well. 

This  patient  made  a  perfect  recoverv^  and  she  did  not  suffer 
more  than  after  normal  delivery;  the  only  difference  was  a  few 
days  longer  in  bed.  This  ease  contrasts  well  with  one  seen  dur- 
ing the  same  week  that  had  been  delivered  by  difficult  forceps 
application,  causing  severe  lacerations  extending  into  the  peri- 
toneal cavity  through  the  right  lateral  vaginal  vault.  Peritonitis 
followed,  resulting  in  the  death  of  the  patient  in  three  days. 
These  patients  had  about  the  same  disproportion  between  the 
child  and  the  mother,  and  other  conditions  were  very  similar. 

Case  III.— F.  W.,  aged  39,  Vpara;  family  history  tubercular; 
scarlet  fever  and  measles  during  childhood ;  menstruation  at  the 
age  of  12,  regular,  not  painful,  duration  four  or  five  days;  last 
seen  in  August,  1900.  The  first  two  labors  were  normal  but  very 
difficult.  Last  labor  three  years  before;  child  delivered  dead 
with  forceps.  ^Miscarriage  eighteen  months  ago,  and  at  that 
time  she  was  in  bed  for  five  weeks  and  afterward  was  not  well 
and  applied  to  a  Boston  hospital,  where  she  was  examined  and 
told  that  she  had  a  tumor  on  the  right  side  of  the  uterus  and  she 
should  have  it  removed,  but  declined  to  undergo  an  operation. 
She  was  admitted  to  the  ^Maternity  on  April  5,  1901.  Patient 
in  good  condition  except  for  constipation,  and  the  urine  at  dif- 
ferent times  showed  urea  to  vary  from  0.7  of  1  per  cent  to  1.2 
per  cent.  The  uterus  was  distending  the  tissue  at  the  sternum; 
heart  sounds  were  heard  on  the  left  side;  placental  souffle  not 
heard ;  child  in  the  first  position.  The  pelvis  measured  as  fol- 
lows: Anterior  superior  spines,  261/4  centimetres;  crests,  271/^ 
centimetres;  trochanters,  33  centimetres;  right  diagonal,  23 
centimetres;  left  diagonal,  22  centimetres;  external  conjugate, 
20  centimetres ;  circumference,  99  centimetres.  On  jNlay  12  uter- 
ine contractions  began  at  6  a.m.  The  membranes  ruptured  at 
12  M.     At  4  P.M.  the  OS  was  fully  dilated,  the  head  above  the 
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pelvic  brim.  The  patient  was  given  ether  and  Tarnier's  forceps 
applied  with  the  patient  in  Walcher's  position.  Two  attempts 
were  made  to  deliver,  but  the  head  could  not  be  made  to  engage. 
The^  abdomen  was  opened  and  the  child  delivered  in  the  usual 
way.  On  the  right  side  of  the  uterus  was  noticed  a  tumor  the 
size  of  an  orange.  It  was  thought  to- be  a  parovarian  cyst.  The 
patient  had  been  well  before  and  there  had  not  been  elevation 
of  temperature.  The  uterus  was  closed.  On  attempting  to  re- 
move the  adherent  intestines  and  omentum  from  the  tumor,  it 
was  found  that  the  intestine  at  one  point  was  joined  by  a  strong 
band  of  adhesions.  This  had  to  be  incised.  In  trying  to  pre- 
vent opening  the  intestines,  incision  w^as  made  close  to  the  tumor, 
which  opened  a  pus  tube,  and  on  examining  the  intestine  there 
was  found  to  be  an  opening,  which  showed  that  the  pus  tube  was 
discharging  into  the  intestine.  The  opening  in  the  intestine  was 
closed  by  Czerny-Lembert  suture.  The  opening  in  the  pus  tube 
was  immediately  closed  with  a  piece  of  gauze  to  prevent  the 
escape  of  pus,  and  the  tumor  was  then  dissected  out  entire.  The 
peritoneum  was  brought  over  the  raw  surface,  thus  closing  the 
raw  surface  left  after  removing  the  tumor.  The  patient  was  not 
in  a  very  good  condition  and  had  to  be  stimulated  AA^th  strych- 
nine and  hypodermatics  of  ergot.  The  entire  operation  occupied 
about  an  hour  and  a  half.  The  child  was  asphyxiated  and  was 
resuscitated  with  difficulty,  when  the  breathing  for  the  first  few 
hours  was  about  eighty.  The  child  was  a  male  weighing  ten 
pounds  twelve  ounces.  The  head  measurements  were  as  fol- 
lows: Maximum,  14  centimetres;  occipito-meutal,  I3I/2  centi- 
metres: occipito-frontal,  12  centimetres;  occipito-bregmatic,  10 
centimetres;  trachelo-bregmatic,  OVo  centimetres;  fronto-mental, 
9  centimetres;  biparietal,  91/0  centimetres;  bitemporal,  8  centi- 
metres; bimastoid.  7i/o  centimetres;  bisacromial,  11  ce^itimrtres: 
length  of  child,  51  centimetres.  On  May  22  all  of  Hie  stitches 
in  the  abdominal  wall  were  removed  except  six;  thest-  were  re- 
moved on  the  26th.  On  July  19,  1901.  a  vaginal  examination 
showed  the  uterus  to  be  anteflexed,  well  involuted,  and  movable. 
Nothing  could  be  felt  on  the  right  side.  At  the  present  time  the 
mother  and  child  are  both  in  good  condition. 

This  patient  gave  no  indications  of  the  existing  pus  tubes  dur- 
ing pregnancy,  as  the  pus  had  a  free  opening  into  the  intestines. 
The  pus  sac  as  removed  Avas  sent  to  the  pathological  laboratory, 
but  unfortunately  the  report  was  lost.  The  pathologist  remem- 
bered   makins'    the    examination    and    found    streptococci    and 
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staphylococci.  There  were  uo  gonoeocci  present.  The  author 
was  unable  to  find  a  case  of  pyosalpinx  complicating  Cesarean 
section.  Cases  are  reported  of  pyosalpinx  operated  upon  before 
pregnancy  was  very  far  advanced.  This  patient  made  a  good 
recovery  and  is  better  now  than  she  has  been  since  the  miscar- 
riage, which  apparently  was  the  beginning  of  the  pyosalpinx. 


A  CASE  OF  CESAREAN  SECTION. 


RICHARD  C.  NORRIS,  A.M.,  M.D., 
Philadelphia. 


The  following  case  is  reported  this  evening  in  order  to  evoke 
a  discussion  on  the  indications  and  the  technique  of  Cesarean 
section— an  operation  becoming  more  frequent  since  abdominal 
operators  have  sprung  into  existence  in  the  remote  towns  and 
villages  of  every  State,  and  since  many  well-known  exponents  of 
the  obstetric  art  have  advocated  a  wider  range  of  indications  for 
delivery  by  abdominal  incision. 

It  appears  that  the  dawn  of  the  twentieth  century  has  sur- 
rounded this  operation  with  a  glare  that  imparts  a  ruddy  en- 
thusiasm to  the  successful  abdominal  surgeon,  and  there  is  dan- 
ger of  older  and  well-tried  obstetric  methods  falling  by  the  way- 
side, their  more  brilliant  competitor  eclipsing  them,  for  a  time  at 
least.  After  reading  the  notes  of  my  case — the  indication  in 
that  case  being  an  absolute  one — I  shall  ask  a  discussion  on  the 
following  topics : 

(a)  The  relative  indication  for  the  operation  in  labor  ob- 
structed by  pelvic  contraction. 

(b)  Its  value  in  the  treatment  of  eclampsia  and  placenta 
previa. 

(c)  The  choice  of  operation — whether  the  Sanger  or  Porro 
operation  should  always  be  selected;  and  if  not,  then  the  condi- 
tions determining  the  choice  of  the  one  or  the  other  operation. 

Case.— ]\rrs.  J.  C,  primigravida,  aged  27.  Admitted  to  the 
Philadelphia  Hospital  May  11,  1900.     Last  menses  September 
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15,  1899.  Pelvic  measurements :  interspinous,  25^4  centimetres ; 
intercristal,  25  centimetres;  external  conjugate,  17  centimetres; 
right  diagonal,  19  centimetres;  left  diagonal,  I9I/2  centimetres; 
intertrochanteric,  24  centimetres ;  circumference,  80  centimetres ; 
internal  diagonal  conjugate,  7%  centimetres;  true  conjugate 
(estimated),  6  centimetres. 

Labor  expected  June  22.  Operation,  Cesarean  section,  pro- 
posed for  June  20.  Labor  pains  on  evening  of  June  18  and 
operation  the  following  morning.  Rubber"  tubing  thrown  around 
cervix,  and,  a  Porro  operation  having  been  decided  upon,  the 
tubing  was  immediately  tightened.  '  A  longitudinal  uterine  in- 
cision found  the  placenta  situated  on  the  anterior  uterine  wall. 
There  was  very  little  hemorrhage.  After  ligating  the  ovarian 
and  uterine  arteries,  the  uterus  was  amputated  at  the  level  of  the 
internal  os,  the  stump  was  closed  with  interrupted  catgut  su- 
tures, and  the  edges  of  the  peritoneum  were  sutured  over  th« 
excised  broad  ligaments  and  the  stump  with  a  running  stitch  of 
catgut.  The  notes  of  the  case  show  the  following:  Amount  of 
ether  given,  Si/o  ounces;  duration  of  anesthesia,  forty-five 
minutes;  temperature  after  operation,  97.3°,  pulse  103,  respira- 
tions 22 ;  reaction  prompt ;  child  weighed  7%  pounds ;  next  day 
pulse  and  temperature  normal;  convalescence  normal;  mother 
and  child  discharged  from  hospital  July  12,  both  enjoying  good 
health. 

Without  presenting  at  this  time,  and  reserving  for  the  dis- 
cussion, the  arguments  in  support  of  my  position  on  the  several 
points  I  have  asked  you  to  discuss,  I  may  briefly  summarize  my 
convictions  as  follows : 

,  1.  The  relative  indication  for  Cesarean  section  for  pelvic  con- 
traction ceases  to  exist  when  the  conjugate  diameter  is  above 
eight  centimetres  and  the  child's  head  is  found,  by  vai-mnl  ex- 
amination under  ether,  to  be  not  abnormally  large. 

2.  In  my  experience  I  have  never  seen  a  case  of  ecli^iipsia  or 
placenta  previa  which  in  my  judgment  could  not  be  delivered 
more  advantageously  by  other  means  than  by  Cesarean  section. 

3.  As  to  selecting  the  Sanger  or  the  Porro  operation,  my  choice 
usually  is  the  latter,  based  upon  the  most  recent  statistics ;  upon 
the  freedom  from  unpleasant,  not  to  say  dangerous,  complications 
and  sequelae  of  the  Sanger  operation,  such  as  infection,  hemor- 
rhage, parietal  adhesions  or  fistulns,  subsequent  uterine  rupture, 
and  the  possible  necessity  for  repeated  Cesarean  sections ;  upon 
the  facility  and  rapidity  of  the  technique  of  the  Porro  operation ; 
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and,  finally,  upon  the  choice  of  the  patient  and  her  husband, 
which,  however,  will  usually  be  determined  by  the  advice  of  the 
operator. 

Although  the  Sanger  operation  can  be  accompanied  by  resec- 
tion of  the  tubes  and  sterility  thus  produced,  the  other  advantages 
of  the  Porro  should  usually  make  the  latter  operation  the  one  to 
be  selected. 


PELVIC    LESIONS    IN    RELATION    TO    THEIR    DISTINCTIVE 
EFFECTS  UPON  MENTAL  DISTURBANCES.^ 


BY 


A,    T.    HOBBS,   M.D., 
Superintendent    Homewood  Retreat,  Guelph.  Ont. 


The  gradual  evolution  of  the  treatment  of  the  insane  unfolds 
factors  in  etiology  that  hitherto  were  unsuspected  or  given  but 
little  credence  as  possible  disturbers,  either  directly  or  indi- 
rectly, of  the  mental  equilibrium  of  the  sane.  The  surgical 
treatment  of  organic  disease  in  patients  mentally  deranged  was 
followed  by  mental  phenomena  so  marked  that  the  inference  was 
reached  that  there  must  exist  a  relationship  between  certain 
physical  lesions  and  mental  disease,  as  the  removal  of  the  former 
was  succeeded  by  an  improvement  or  subsidence  of  the  latter. 
This  occurred  so  frequently  that  it  could  not  be  dismissed  as 
mere  coincidence,  but  it  positively  determined  that  these  bodily 
lesions  were  in  themselves  responsible  for  the  initiation  or  main- 
tenance of  insanity  per  se. 

Until  within  recent  years  female  lunatics  received  precisely 
the  same  attention  and  treatment  as  that  accorded  to  male  luna- 
tics. That  insane  females  possessed  either  an  ovary  or  a  uterus 
was  either  overlooked  or  ignored,  and  the  possibility  of  either 
of  these  sequestered  organs  being  grossly  diseased  seems  never 
to  have  been  contemplated  by  those  into  whose  charge  was  com- 
mitted the  care  of  the  insane.  In  explanation  it  must  be  said 
that  without  close  observation  or  systematic  gynecological  in- 
vestigation it  was  practically  impossible  to  definitely  state  that 
pelvic  disease  existed,  much  less  could  be  diagnosed,  in  a  female 

^Read  before  the  Buffalo  Academy  of  Medicine,  November  26,  1901. 
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lunatic.  For  this  reason,  and  because  of  the  woman's  mental 
infirmity  with  its  accompanying  delusion  or  mania  or  stupor  or 
dementia,  which  rendered  her  unable  to  rationally  complain  of 
physical  distress  as  would  a  sane  woman,  it  was  hard  to  convince 
the  majority  of  alienists  that  fifteen  or  twenty  or  twenty-five 
per  cent  of  all  insane  women  were  suffering  from  one  or  more 
pathological  lesions  of  the  organs  of  the  reproductive  system. 

A  consideration  of  the  statistics  of  institutions  devoted  to  the 
care  of  the  insane  will  show,  by  comparison  of  sexes  and  of  their 
civil  state,  that  among  their  lunatic  populations  there  are  more 
single  than  married  men  and  more  married  than  single  women. 
"WTiy  is  there  this  preponderance  of  the  single  in  the  one  sex  and 
of  the  married  in  the  other  ?  The  solution  of  this  I  believe  to  be 
that  single  men  lead  more  irregular  lives  than  married  men,  and 
as  a  result  are  more  liable  to  dissipations  and  exposures  leading 
up  to  disease  with  subsequent  mental  as  well  as  physical  collapse ; 
also,  tliat  married  women  predominate  over  the  single  of  their 
sex  owing  to  their  liability  to  injury  and  disease  entailed  by 
maternity  wdth  its  sequence  of  ill  health  and  nerve  depreciation, 
ending  up  so  frequently  in  mental  degeneration.  If  this  is 
true,  as  experience  has  shown,  it  should  emphasize  the  neces- 
sity of  a  systematic  examination  of  at  least  all  married  female  in- 
sane when  under  treatment,  to  determine  the  presence  or  absence 
of  gynecic  complication,  whether  the  patients  are  residents  or 
not  of  the  institutions  or  sanitariums. 

The  result  of  pelvic  examination  of  a  large  proportion  of  the 
female  population  at  the  Asylum  for  Insane,  London,  disclosed 
at  least  the  presence  of  organic  disease  or  abnormalities  in 
twenty-five  per  cent. 

The  gynecological  examinations  were  uniformly  conducted 
with  the  aid  of  an  anesthetic.  Experience  has  taught  us  that 
the  most  suitable  and  reliable  anesthetic  for  the  insane  was 
ether  preceded  by  the  inhalation  of  nitrous  oxide  ga-^.  This  is 
the  only  method  of  any  value  of  arriving  at  a  proper  diagnosis 
of  the  existence  and  nature  of  disease  of  the  pelvic  organs  among 
the  female  insane. 

As  a  result  of  these  investigations  it  was  found  that  253  out  of 
1,000  females  who  were  residents  of  the  institution  during  the 
past  six  years  had  some  pelvic  disease  or  abnormality  that 
needed  gynecological  treatment.  IMedical  and  other  treatment 
only  temporized  with  these  lesions  and  was  found  difficult  to 
carry  out  and  non-productive  of  result.     The  only  success  ob- 
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tained  in  combating  these  diseases  was  that  obtained  through 
surgical  means. 

The  surgical  methods  employed  were  those  that  are  in  daily 
use  by  all  reputable  surgeons  for  treatment  of  similar  lesions  in 
the  sane.  Many  a  patient  required  two  or  more  operations  to 
complete  the  treatment  in  her  case. 

To  ascertain  the  proper  value  of  the  results  succeeding  the  re- 
moval of  the  different  lesions,  the  cases  wiU  be  classified  into 
groups,  the  principal  gynecological  lesion  in  each  patient  de- 
termining the  position  in  the  classification. 

1.  Ovarian  Disease.— The  total  number  of  cases  who  received 
treatment  for  disease  of  the  ovaries  and  tubes  was  41.  The  treat- 
ment in  each  necessarily  varied  according  to  the  disease  or  the 
complication  present.  To  accomplish  this  it  Avas  found  neces- 
sary to  perforjn,  in  7,  hysterectomies — 4  by  the  abdominal  route 
and  3  per  vaginam;  in  25  cases  single  or  double  oophorectomy 
was  done ;  and  in  the  remaining  9  a  part  of  one  or  both  ovaries 
was  preserved  after  removal  of  the  diseased  portions.  Follow- 
ing these  operations  for  ovarian  disease  there  occurred  two 
deaths,  or  5  per  cent,  both  dying  of  complicating  pneumonia, 
one  on  the  seventh  and  the  other  on  the  twelfth  day  after  oper- 
ation. Good  physical  recoveries  resulted  in  the  remaining  39, 
or  95  per  cent. 

The  subsequent  mental  history  in  the  39  patients  who  survived 
the  operation  was  very  good.  The  time  of  mental  recovery 
varied  from  three  months  to  one  year. 

The  mental  classification  is  summarized  as  follows : 

Gases.        Recoveries. 

Acute   mania    11  7 

Chronic  mania  23  9 

Epileptic  mania  2  0 

Folie  circulaire  2  1 

Psychocoma 1  1 

Acute  melancholia   3  2 

This  gives  a  total  of  20  recoveries,  or  49  per  cent.  The  dura- 
tion of  the  insanity  in  these  20  averaged  eighteen  months.  Over 
and  above  this  there  were  10  patients,  or  25  per  cent,  who  showed 
a  distinct  mental  improvement,  although  the  average  length  of 
insanity  in  these  10  exceeded  three  years. 

The  history  of  these  ovarian  cases  disclosed  heredity  in  16.  or 
39  per  cent.  From  this  it  Avill  be  seen  that  the  introduction  of 
modern  surgery  immensely  benefited  30  women,  representing  73 
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per  cent  of  the  ovarian  cases,  by  the  reduction  of  diseased  tissue 
or  by  the  removal  of  the  entire  organ  whenever  found  necessary. 

2.  Abnormal  Displaced  Uteri. — It  was  found  on  examination 
of  66  patients  that  the  main  lesion  presented  was  a  displaced 
uterus.  The  abnormal  position  of  this  organ  varied  from  simple 
retroversion  to  complete  procidentia.  To  correct  the  pathologi- 
cal positions  of  this  organ  it  was  found  necessary  to  shorten  the 
round  ligaments  in  54  patients,  to  suspend  the  uterus  per  ven- 
trum  in  7,  as  well  as  to  perform  total  extirpation  in  7  others 
where  the  procidentia  was  complete. 

These  patients  did  not  all  do  well,  as  death  succeeded  oper- 
ation in  two,  one  dying  from  secondary  hemorrhage  induced  by 
the  patient  pulling  out  the  ligatures,  and  the  other  from  bed- 
sores two  months  after  treatment.  Both  of  these  occurred  after 
vaginal  hysterectomy. 

A  synopsis  of  the  mental  condition  and  recovery  rate  of  these 
66  patients  is  tabulated  below: 

Cases.        Recoveries. 

Acute  mania   26  15 

Chronic  mania 22  3 

Epileptic  mania  1  0 

Puerperal  mania  7  4 

Acute  melancholia   9  5 

Chronic    melancholia    1  1 

From  this  table  it  will  be  seen  that  the  mental  condition  was 
restored  in  28,  or  42  per  cent,  with  an  average  duration  of  in- 
sanity of  one  year  and  ten  months.  Besides  these  recoveries,  in 
15  others,  or  2-3  per  cent,  the  mental  condition  was  more  or  less 
improved  after  correcting  the  displaced  organ.  This  makes  a 
total  of  43  patients,  or  65  per  cent,  whose  condition,  both  physi- 
cally and  mentally,  responded  to  proper  treatment.  Of  these  66 
cases  who  had  a  malposition  of  the  uterus  it  was  found  that  30, 
or  48  per  cent,  were  tainted  by  hereditary  insanity. 

3.  Tumors,  Malignant  and  Benign. — Gynecological  examina- 
tion of  16  insane  women  disclosed  as  a  complication  of  their  in- 
sanity an- acquired  growth.  Of  these  9  had  fibroid  tumors  of  the 
uterus,  2  showed  cervical  epitheliomata,  1  a  sarcoma  of  the  body 
of  the  uterus,  2  had  tuberculous  disease  of  the  pelvic  organs,  and 
2  had  inflammatory  deposits  in  and  around  the  uterus.  For  the 
treatment  of  these  foreign  bodies  there  were  performed  8  ab- 
dominal hysterectomies,  4  vaginal  hysterectomies,  1  myomectomy, 
and  3  celiotomies  with  use  of  saline  lavage  in  the  tubercular  cases. 

Follo^ving  operation  in  these  16  patients  there  resulted  one 
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death  from  exhaustion  on  the  third  day.     The  other  15,  however, 
made  good  physical  recoveries. 

As  to  the  mental  features  and  number  of  recoveries  the  ac- 
companying table  will  show : 

Cases.  Recoveries. 

Acute  mania  1  1 

Chronic  mania 11  1 

Epileptic  mania 1  0 

Chronic  melancholia   3  0 

It  will  be  seen  by  this  analysis  that  only  2,  or  12  per  cent,  re- 
covered their  reason  subsequent  to  the  removal  of  these  physical 
lesions.  The  average  duration  of  insanity  in  these  2  recoveries 
prior  to  operation  was  three  years.  There  were  6  others,  repre- 
senting 37  per  cent,  whose  mental  status  was  improved.  These 
latter,  howeve'r,  showed  an  average  duration  of  insanity  of  over 
five  years.  Only  3  out  of  the  16,  or  19  per  cent,  disclosed  any 
lieredity, 

4.  Diseases  or  Injuries  of  Uterine  Cervices. — In  60  patients  the 
main  lesion  which  demanded  surgical  relief  was  a  diseased  or  in- 
jured cervix.  Nearly  all  of  these  cases  were  complicated  by 
either  a  subinvoluted  uterus  or  an  endometritis.  In  19  of  these 
60  cases  there  was,  in  addition  to  the  cervical  lesion,  a  complete 
or  incomplete  tear  of  the  perineum.  For  the  necessary  relief  of 
the  diseased  cervices  there  were  carried  out  52  amputations,  5 
trachelorrhaphies,  and  3  underwent  treatment  by  the  method 
described  by  Dudley  for  the  relief  of  stenosis  of  the  internal  os. 
Restoration  to  bodily  health  occurred  in  all.  The  accompanying 
table,  showing  the  mental  state  and  the  recovery  rate  of  these  60 
patients,  is  appended : 

Cases.        Recoveries. 

Acute  mania 17  12 

Chronic   mania    30  5 

Puerperal  mania  3  0 

Epileptic  mania 1  0 

Folie  circulaire   2  0 

Chronic  melancholia    3  1 

Acute  melancholia 4  0 

Following  uterine  and  cervical  treatment  there  was  complete 
mental  relief  in  19,  or  31  per  cent.  These  showed  an  average  in- 
sanity duration  of  fifteen  months.  Besides  these  recoveries,  14 
others,  or  23  per  cent,  improved  mentallj^     A  history  of  heredity 
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in  these  cei'vicai  cases  complicated  21,  or  35  per  cent,  of  the  whole 
number. 

5.  Diseases  of  the  Vterinc  Body  or  its  Lining  Membrane. — 
On  examination  of  52  patients  it  was  deemed  necessary  to 
curette  for  the  reduction  of  a  subinvoluted  uterus  or  the  cor- 
rection of  an  endometritis.  Some  of  these,  when  under  previous 
observation,  were  noted  as  being  menorrhagic  or  were  suffering 
from  dysmenorrhea.  All  these  patients  so  treated  improved  in 
physical  health.     The  mental  results  were  as  follows : 

Cases.        Recoveries. 

Acute  mania 23  14 

Chronic  mania  15  1 

Puerperal  mania  3  2 

Acute  melancholia    5  3 

Chronic  melancholia    4  3 

Puerperal  melancholia    2  2 

From  this  table  it  will  be  seen  that  the  mental  recovery  rate 
was  25,  or  48  per  cent,  and  their  average  length  of  insanity  was 
ten  months.  Besides  this,  11,  or  21  per  cent,  showed  mental  im- 
provement, their  insanity  averaging  three  and  one-half  years. 
The  question  of  heredity  showed  itself  in  the  histories  of  15.  or 
29  per  cent,  of  the  52  patients  so  treated. 

6.  Injuries  to  the  Perineal  Body. — Lacerations  of  the  perinemn 
of  all  degrees,  accompanied  by  varying  prolapse  of  the  vaginal 
walls,  were  found  to  be  the  main  lesion  in  18  patients.  Most  of 
these  cases  had  also  to  some  extent  subinvolution  of  the  uterus, 
which  was  corrected  at  the  same  time  as  the  repair  of  the  trauma 
to  the  perineum.  The  surgical  treatment  benefited  these  patients 
materially,  as  was  observed  by  the  rapid  improvement  in  general 
health  and  subsequent  mental  tone.  The  classification  of  the 
mental  disease  and  subsequent  history  of  these  18  c;ises  was  a.s 
follows : 

Cases.  liecoveries. 

Acute  mania 6  2 

Chronic  mania  4  0 

Puerperal  mania  2  1 

Acute  melancholia   4  3 

Chronic  melancholia    2  1 

This  summary  shows  that  7,  or  39  per  cent,  recovered  mentally 
succeeding  the  restoration  of  the  injured  perineum  and  the 
removal  of  complications.  The  average  duration  of  their  in- 
sanity was  only  nine  months.     Of  the  others,  3,  or  17  per  cent,  im- 
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proved,  whose  duration  of  mental  enfeebJement  exceeded  nine 
years.  Heredity  complicated  only  4,  or  22  per  cent,  of  these  18 
oerineal  eases. 

It  is  necessary  to  state  that  the  six  divisions  as  given  are  some- 
what imperfect,  as  often  an  ovarian  case  was  complicated  by  a 
displaced  uterus,  or  a  displaced  uterus  had  in  addition  a  lacerated 
or  diseased  cervix,  or  a  diseased  cervix  was  often  accompanied  by 
a  tear  of  the  perineum.  A  more  limited  classification  may  be  de- 
vised by  taking  the  ovarian  lesions  as  one,  the  uterine  displace- 
ments and  diseases  of  the  body  and  cervix  together  as  a  second, 
the  injuries  to  the  perineum  as  a  third,  and  the  tumors  as  a 
fourth  class.  This  arrangement  will  summarize  as  follows :  Of 
ovarian  disease  there  were  41  cases,  with  20,  or  49  per  cent,  of 
recoveries ;  of  uterine  lesions  there  were  178  cases,  with  72,  or  40 
per  cent,  of  recoveries ;  of  injuries  to  the  vaginal  outlet  there  were 
18  cases,  with  7,  or  39  per  cent,  of  recoveries,  and  there  were  new 
growths  in  16  cases,  with  2,  or  12  per  cent,  of  recoveries.  From 
this  division  it  will  be  noted  that  the  pelvic  lesions  having  the 
greatest  effect  upon  mental  alienation  were  those  in  which  there 
existed  changes  in  the  ovarian  structure  causing  an  interference 
with  ovarian  function;  the  next  most  potent  pelvic  factor  was 
disease  of  uterus ;  and  third  most  important  were  injuries  to  the 
via  vaginalis;  while,  fourth  and  last,  new  growths  did  not  seem 
to  disturb  mental  stability  except  in  a  small  percentage  of  cases. 

Two  simple  divisions  may  be  made  of  the  whole  number  by 
grouping  together  all  ovarian  and  uterine  lesions  as  inflamma- 
tory. This  will  show  that  out  of  219  cases  supposedly  inflamma- 
tory, 92,  or  42  per  cent,  returned  to  their  normal  mental  state. 
Then  group  all  the  remainder,  including  new  groAvths  and  in- 
juries to  the  perineum,  as  non-inflammatory,  and  these  will 
make  a  total  of  34  cases  with  a  recovery  rate  of  only  9,  or  26 
per  cent. 

An  epitome  of  the  various  mental  diseases  which  were  the 
main  lesions  in  the  253  patients  illustrates  briefly  the  phases  of 
lunacy  that  were  the  most  susceptible  to  alleviation  on  the  re- 
moval of  gynecic  sources  of  irritation. 

The  acute  insanities  were  naturally  the  most  amenable  men- 
tally to  favorable  treatment  of  pelvic  ailments,  as  the  post- 
operative results  already  given  have  shown.  In  the  acute  men- 
tal affections  the  recoveries  from  mania  took  the  lead  with  a 
percentage  of  61 ;  then  followed  melancholia,  with  58  per  cent  of 
recoveries,  and  puerperal  insanity,  the  last,  with  53  per  cent. 

In  the  chronic  class  melancholia  yielded  much  better  results 
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to  surgical  treatment  than  mania,  there  being  46  per  cent  of  re- 
coveries in  the  former  to  25  per  cent  of  recoveries  of  the  latter. 

Of  the  4  cases  of  folie  circulaire,  or  circular  insanity,  only 
1,  or^25  per  cent,  was  mentally  restored. 

Finally,  of  the  5  epileptic  patients  treated  by  these  surgical 
methods,  none  recovered.  Of  the  total  of  253  patients,  91  were 
complicated  by  a  hereditary  tendency,  or  a  percentage  of  36. 

In  the  former  presentations  of  this  work  before  medical  socie- 
ties some  doubt  was  expressed  as  to  the  correctness  of  previous 
similar  statistics,  and  we  were  said  to  be  ultra-enthusiasts  in  this 
gynecological  work.  It  was  claimed  that  ' '  we  looked  for  disease 
and  found  it."  In  addition  to  this  there  were  some  who  en- 
deavored through  their  criticisms  to  imply  that  we  were  guilty 
of  unnecessary  surgical  interference.  These  criticisms  go  be- 
yond the  Rubicon  of  legitimate  argument  and  tend  to  cast  odium 
upon  the  work  that  was  done. 

Regarding  the  want  of  faith  in  our  statistics,  I  desire  to  place 
on  record  the  following  facts,  which  will  confirm  in  a  great 
measure  the  figures  and  deductions  already  given  in  detail. 

For  the  past  thirty  years  annual  reports  were  presented  to  the 
Provincial  Government  of  all  official  statistics  in  connection  mth 
the  varying  movements  of  the  population  of  London  Asylum. 
These  statistics  are  substantially  correct  and  are  subject  to  gov- 
ernment periodical  supervision.  The  official  records  show  that 
for  the  biquinquennial  period  previous  to  the  introduction  of 
systematic  surgical  treatment  the  average  annual  rate  of  dis- 
charges of  patients  recovered  and  improved,  calculated  upon  the 
admissions,  was,  for  the  male  residents,  35.23  per  cent,  and  for 
the  female  37.5  per  cent. 

For  the  third  quinquennial  period,  during  which  gynecological 
surgery  was  in  vogue  in  addition  to  the  ordinary  methods  of 
treatment,  it  was  found  that  the  annual  rate  of  discharges  among 
the  men  differed  very  little  from  that  of  the  previous  two  quin- 
quennial periods,  being  35.92  per  cent.  It  was  discovered,  how- 
ever, that  the  women  during  the  third  quinquennial  period  had 
advanced  from  37.5  per  cent,  the  average  of  the  previous  ten 
years,  to  52.7  per  cent,  or  a  gain  in  the  discharge  rate  among 
the  women  of  35  per  cent.  This  was  certainly  due  to  the  surgi- 
cal treatment  of  pelvic  disease  which  existed  so  largely  among 
the  female  population,  as  the  other  methods  of  combating  dis- 
ease were  practically  the  same  as  in  previous  years.  An  official 
analysis  was  also  made  concerning  the  number  of  readmissions 
13 
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of  those  who  had  been  discharged  during  this  third  quinquennial 
period.  It  was  found  that,  although  many  more  women  had 
been  discharged  than  men,  the  number  of  readmissions  was  the 
same  for  each  sex.  being  19  women  and  19  men.  This  undoubt- 
edly verifies  the  stability  of  the  mental  cases  who  recovered 
after  the  removal  of  complicating  utero-ovarian  disease,  and 
stiU  further  qualifies  the  assertion  that  these  diseases  play  an 
important  part  in  the  etiology  of  insane  women. 

The  charge  that  unnecessary  surgical  interference  had  been 
done  in  these  cases  is  absurd  as  well  as  untrue,  as  prior  to  oper- 
ation the  patient's  family  physician  was  consulted  and  asked  to 
be  present  at  that  operation.  This  invitation  was  often  accepted, 
and  unqualified  approval  of  the  work  done  was  uniformly  ex- 
pressed bj'  these  \'isiting  physicians.  In  addition  to  this  the 
written  consent  of  the  nearest  relative  was  always  obtained  to 
even  the  most  minor  of  operations.  These  were  some  of  the  safe- 
guards which  surrounded  these  patients  from  unnecessary  surgi- 
cal interference. 

As  to  the  charge  that  "we  looked  for  disease  and  found  it," 
it  is  certainly  a  more  favorable  criticism  than  the  ultra-conser- 
vative policy  of  some  of  the  critics  and  their  adherence  to  anti- 
quated methods  of  treatment  still  pursued  by  many  of  our  alien- 
ists. 

The  value  of  gynecological  as  compared  with  general  surgery 
is  proved  by  the  results  obtained  after  operations  for  the  radical 
cure  of  hernia.  In  39  patients  of  both  sexes  who  were  afflicted 
with  either  a  ventral,  umbilical,  inguinal,  or  femoral  hernia,  a 
radical  cure  was  attempted,  and,  I  am  pleased  to  say,  with  al- 
most uniform  success  as  regards  the  obliteration  of  this  physical 
lesion.  The  mental  results  succeeding  the  operation  for  hernias 
were  almost  nil,  as  no  mental  recovery  occurred,  although  de- 
cided improvement  in  the  general  tone  of  these  patients  was 
observed. 

In  conclusion  let  me  say  that  there  should  be  no  doubt  in  the 
minds  of  physicians,  general  and  special,  as  to  the  benefits  that 
would  accrue  from  the  introduction  and  proper  observance  of 
aseptic  gynecological  surgery  in  institutions  devoted  to  the  care 
of  the  insane;  also,  that  the  state  should  see  that  its  wards  are 
properly  safeguarded  against  unnecessary  operations,  such  as 
the  removal  of  normal  ovaries,  for  their  possible  effect  upon  a 
disturbed  mental  condition.  That  this  has  been  done  occasion- 
ally by  surgeons  I  have  reason  to  know,  and  the  results  have  been 
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decidedly  harmful,  not  only  to  the  patients,  but  to  the  establish- 
ment of  gynecology  as  one  of  the  regular  methods  that  should 
be  employed  in  institutions  where  so  many  women  are  incar- 
cerated and  who,  without  the  aid  that  gynecology  can  give,  are 
doomed  to  suffer  untold  misery  as  long  as  their  existence  endures. 


A     CASE     OF     NON-SURGICAL     PREMATURE    MENOPAUSE, 

WITH  BEMABKS.' 


JOSEPHINE   WALTER,    M.D., 
New  York. 


The  following  case  seems  worthy  of  presentation  and  consid- 
eration owing  to  two  of  its  rare  features:  (a)  the  unusually 
early  age,  and  Cb)  the  good  health  of  the  patient  (if  the  para- 
dox be  pardoned)  previous  to  and  since  the  change. 

Miss  L.  was  born  in  1858  in  this  city.  She  is  the  ninth  of 
fourteen  children,  nine  of  whom  still  live.  Her  parents  axe 
English  Jews  of  good,  healthy  stock.  Her  mother  died  at  the 
age  of  51,  after  a  very  short  illness:  her  father,  aged  78,  is  still 
alive.  On  the  father's  side  there  is  some  gouty  and  rheumatic 
taint,  otherwise  the  family  history  is  good,  old  age  being  a  family 
trait  on  both  sides. 

She  claims  to  have  been  a  healthy  child,  born  at  full  term, 
normal  delivery.  Between  the  ages  of  7  and  12  she  had  varioloid, 
measles,  scarlet  fever,  whooping  cough,  and  chicken-pox.  Vario- 
loid was  followed  by  a  general  eruption,  probably  eczema,  which 
she  says  she  has  had  all  these  years,  off  and  on,  limired  to  ears, 
arms,  or  legs.  At  the  age  of  11  she  first  menstruatea.  it  being 
perfectly  normal  in  its  advent,  not  accompanied  by  any  nervous 
disturbance.  It  was  always  of  three  to  foui-  days'  duration, 
moderate  flow,  and  preceded  by  only  vei*y  slight  pain.  It  did  not 
appear  very  much  earlier  in  her  than  in  her  sisters,  one  of  whom 
menstruated  at  12  and  another  at  14,  but  in  none  of  them  is 
there  a  history  of  early  menopause.  She  went  to  school  at  the 
age  of  5,   and.   although  an  earnest  scholar,  was  never  over- 

^  Read  before  the  Woman's  Medical  Association  of  New  York.  April, 
1900. 
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worked.  She  left  school  at  16  and  entered  society,  having  at 
this  time  no  special  occupation.  She  recalls  very  distinctly, 
as  they  made  quite  an  impression  on  her,  several  frights  as  a 
child,  once  due  to  a  thunderbolt,  again  to  a  picture  falling  from 
a  height  in  the  middle  of  the  night,  and  a  fall  from  a  merry-go- 
round  that  left  her  unconscious  for  a  time  with  some  injury  to 
her  nose.  It  may  here  be  mentioned  that  this  injury  caused 
later  in  life  "hay  fever,"  as  proved  by  its  non-appearance  after 
an  operation  for  deflected  septum.  These  frights  did  not  cause 
any  prolonged  nervous  disturbances.  She  always  enjoyed  good 
health;  was  of  happy,  gay  disposition  till  her  mother's  illness 
in  1881,  which  the  family  had  been  led  to  believe  was  only  a  slight 
indisposition— she  died  suddenly  and  unexpectedly.  Her  death 
was  a  great  shock  to  Miss  L.  She  became  ill  almost  immediately, 
suffering  from  bronchitis  and  cystitis  (?)  severe  enough  to 
make  her  an  -invalid  for  three  months.  After  this  illness  men- 
struation ceased,  and,  except  for  a  show,  rather  than  a  flow,  once 
or  twice,  she  has  not  menstruated  since.  From  this  time  she 
dates  the  condition  for  which  she  consulted  me  later.  To  quote 
her  own  words  in  regard  to  this  condition:  "My  periods  did 
not  return ;  I  had  severe  headaches ;  I  became  very  nervous ;  I 
had  peculiar  feelings  through  my  whole  body— my  feet  would 
one  moment  be  cold,  and  then  would  tingle  all  over;  my  head 
would  get  big.  teeth  would  chatter,  and  severe  hysterical  attacks 
would  come  on.  I  was  afraid  to  be  alone  at  night,  afraid  I 
might  do  something  terrible ;  I  would  lock  my  windows  in  my 
room,  as  something  inside  of  me  kept  urging  me  to  throw  myself 
out  of  the  window,  but  I  had  just  sense  enough,  just  sufficient 
control  of  myself,  to  keep  back. ' ' 

It  was  in  this  condition  that  the  patient  first  came  under  the 
writer's  observation.  She  had  already  been  treated  for  over  two 
years  by  different  physicians  at  different  times.  They  had  all 
tried  to  re-establish  the  menses  and  relieve  the  general  nervous 
disturbance,  but  Avith  negative  results.  "While  the  writer  suc- 
ceeded in  the  latter,  all  efforts  in  regard  to  the  former  have  b(  • 
equally  futile.  In  spite  of  general  treatment,  given  with  the 
idea  of  toning  up  the  constitutional  and  thus  the  local  condition ; 
in  spite  of  electricity,  galvanic  and  faradic,  local  and  general, 
according  to  the  most  approved  methods,  no  decided  change  was 
effected  in  the  menstrual  period.  The  only  result  was  with  Inenl 
intrauterine  negative  galvanism,  which  produced  a  flow  lasting 
at  first  two  or  three  days,  later  a  flow  lasting  a  shorter  time; 


WALTER:    NON-SURGICAL   PREMATURE    MENOPAUSE.  197 

but  finding  that  no  flow  appeared  if  the  uterine  mucous  mem- 
brane was  not  stimulated  by  electricity,  it  was  decided  that 
the  flow  thus  obtained  was  not  a  true  functional  flow,  only  a 
muoous-membrane  congestion  provoked  by  the  electricity,  and 
therefore  all  local  treatment  was  stopped,  with  the  result  as 
above-mentioned— no  further  appearance  of  the  flow. 

That  the  general  nervous  disturbance  was  controlled  is  to  be 
attributed  largely  to  the  fact  that  the  writer  was  an  old  friend 
of  the  family.  Miss  L.  's  confidence  was  readily  gained,  and  she 
faithfully  carried  out  every  instruction  given  in  the  way  of 
general  hygiene,  therapeutics,  exercise,  and  occupation  of  the 
mind ;  taking  up  the  study,  and  later  on  the  teaching,  of  kinder- 
garten, thus  ceasing  to  dwell  on  her  ovsti  troubles.  During  all 
these  years  since  coming  under  the  observation  of  the  writer,  up 
to  the  present  time,  about  nineteen  years.  Miss  L.  has  never  been 
ill  in  bed,  save  for  some  very  slight  illness;  but  she  has  pre- 
sented very  interesting  symptoms,  all  of  which  so  often  accom- 
pany menopause  that  it  is  quite  justifiable  to  attribute  them  to 
the  menopause,  although  it  %vill  be  seen,  as  they  are  mentioned 
and  commented  upon,  that  some  of  them  could  be  referred  to 
other  causes. 

(a)  Complete  and  rather  sudden  cessation  of  menses— m 
her  case  absolutely  no  cause  for  same. 

(h)  Headaches,  coming  on  irregularly  and  very  often  accom- 
panied by  severe  nausea ;  but,  as  she  would  say  herself  after  re- 
covering from  these  attacks,  "Doctor,  it  was  my  own  fault;  I 
should  have  been  more  careful  of  my  diet " :  or  again  she  would 
saj',  "If  I  had  not  allowed  myself  to  get  excited,  to  overdo  my- 
self. I  would  not  have  had  the  attack." 

(c)  Frequent  urination,  off  and  on,  in  large  quantities.  The 
necessity  of  emptying  bladder  was  most  urgent— of'en  at  times 
beyond  control.  Infrequently  the  urine  container  a  small 
quantity  of  albumin,  at  other  times  a  few  hyaline  ca>i:s,  rarely 
the  two  at  the  same  time.  There  never  was  a  trace  of  sugar. 
The  specific  gravity  was  always  low  and  the  urine  of  a  pale  color. 

(d)  Diarrhea,  or,  more  properly,  sudden  peristaltic  intestinal 
action  requiring  immediate  evacuation ;  this  caused  her  much  dis- 
tress and  annoyance.  These  discharges  were  often  like  mucous 
evacuations  of  membranous  colitis,  and  had  at  times  so  much  of 
a  periodicity  as  to  suggest  a  monthly  uterine  discharge  replac- 
ing the  menstrual  flow;  but  on  examination  the  discharge  was 
found  to  be  rectal,  probably  a  substitute  for  the  uterine  blood 
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loss  of  former  days,  as  it  ceased  after  a  lew  years,  presumably 
as  iNalure  adjusted  herself  to  the  "change  of  life." 

(c)  Backache,  associated  with  prolapse  of  rectum  and  eczema 
of  anal-rectal  wall,  was  very  much  benefited  by  nitrate  of  silver 
and  postural  treatment.  This  relaxation  of  rectal  tissue  is  un- 
usual, as  in  most  of  these  cases  there  is  rather  spasm-contraction 
of  the  rectal  sphincters. 

(f)  Eczema  she  has  had,  off  and  on,  since  a  child,  often  only 
a  few  patches,  especially  in  either  elbow  fold,  worse  in  summer 
than  in  winter,  owing  to  heat  and  increased  perspiration.  This 
might  be  looked  upon  as  an  expression  of  gout,  there  being  his- 
tory of  gout  on  the  father's  side.  But  it  is  not  any  worse  since 
menopause  is  established,  which  is  not  in  accord  with  the  asser- 
tion :  "It  is  at  this  period  of  life,  the  time  of  the  menopause,  that 
the  gouty  diathesis  is  liable  to  become  most  troublesome"  (Mary 
P.  Jacobi^).  The  only  other  expression  of  gout,  except  if  in- 
creased urination  and  infrequent  appearance  of  casts  and  albu- 
min may  be  looked  upon  as  such,  was  a  pain  and  swelling  in  big 
toe  from  which  she  suffered  at  times,  but  the  writer  is  inclined 
to  think  this  was  due  to  pressure  of  shoe.  However,  lately  some 
of  her  teeth  have  become  so  loosened  her  dentist  had  to  extract 
them,  and  he  claims  to  have  found  gouty  deposits  on  them. 

(g)  Hemorrhagic  spots,  irregular  in  size,  shape,  and  number, 
have,  and  do  still  appear  on  lower  extremities,  not  preceded  or 
followed  by  any  constitutional  or  local  disturbance.  She  says 
an  old  aunt,  "full  of  gout  and  rheumatism,"  had  the  same 
thing.  Pigmentations  have  often  been  noted  as  accompanying 
the  menopause,  but  such  spots  seem  unusual  and  to  belong 
rather  to  rheumatism  or  gout. 

The  general  nervous  symptoms  have  been  referred  to  in  her 
own  words,  but  these  were  only  in  the  early  years,  as  during  the 
last  ten  or  twelve  years,  with  the  exception  of  some  excitability 
and  a  tendency  to  be  easily  irritated,  and  an  occasional  "all- 
upset  of  my  nerves, ' '  as  she  calls  it,  she  has  been  well. 

On  examination  of  the  generative  organs  at  time  patient  first 
came  under  observation  (about  two  years  after  last  natural 
menses),  the  external  genitals  presented  in  every  particular  the 
appearance  of  that  of  a  young  girl,  the  uterus  was  of  average 
good  size,  electrode  entered  readily  and  indicated  normal  posi- 
tion. Nothing  abnormal  was  found  in  tubes  or  ovaries  as  far 
as  finger  could  detect.     Several  examinations  made  during  the 
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intervening  past  years  showed,  a  gradual  atrophy  of  uterus, 
ovaries,  and  tubes,  till  at  present  the  uterus  is  about  one  inch  in 
length,  small,  flattened  antero-posteriorly ;  tubes  and  ovaries 
are- not  palpable. 

Mammary  glands  are  round  and  full,  but  not  as  large  as  in 
former  years. 

The  extenial  genitals  are  only  slightly  atrophied,  large  labia 
are  less  cushion-like,  hair  is  soft  and  not  scraggy,  and  the  small 
labia  almost  normal. 

The  general  appearance  of  the  patient  to-day  is  that  of  a 
woman  much  younger  than  she  is.  She  is  round  and  plump, 
gracefully  shaped,  not  at  all  stout.  Her  hair  is  slightly  gray; 
now  and  then  there  are  dark  circles  beneath  the  eyes,  most  no- 
ticeable when  she  is  anxious  and  worried. 

Her  general  disposition  is  happy  and  rather  cheerful,  so 
much  so  she  says  she  is  the  one  to  whom  all  in  the  family  turn 
when  they  are  depressed  and  in  trouble. 

As  already  mentioned,  she  ha^  had  no  serious  illness  since  the 
menses  left  her ;  has  lost  slightly  in  weight,  weighing  only  about 
one  hundred  and  twenty-five  pounds ;  had  never  had  a  cough  or 
any  symptom  pointing  to  tuberculosis.  The  acute  bronchitis 
and  cystitis,  already  referred  to  as  making  her  an  invalid  for 
two  or  three  months  after  the  death  of  her  mother  and  preced- 
ing the  disappearance  of  the  menses,  were  presumably  not  of  a 
tubercular  nature,  as  the  condition  of  lungs  and  bladder  ob- 
served during  all  these  years  justifies  the  writer  in  asserting. 

The  literature  (accessible  to  the  writer)  on  this  subject  em- 
phasizes four  points  of  interest  in  this  case  : 

1.  The  very  early  age  of  the  menopause. 

2.  The  sudden  advent  of  the  menopause. 

3.  Absence  of  any  previous  local  or  constitutioi^al  disease. 

4.  Absence  of  any  subsequent  local  or  constitutional  disease. 

1.  As  regards  age,  there  are  but  four  cases  reported  at  an 
earlier  age— two  by  Kiscli  (see  below),  aged  respectively  17  and 
20,  but  no  subsequent  history  is  given;  one  by  Dalton  (see 
below),  aged  20,  a  prostitute  who  died  one  year  later;  one  by 
Mayer,  aged  22  (see  below),  sicldy  before  and  after  menopause. 

2.  As  regards  suddenness,  Tilt  reports  three  or  four  cases  oc- 
curring suddenly,  but  he  does  not  state  if  they  were  married, 
and  gives  very  few  particulars  as  to  general  health  (see  below). 

3.  4.  As  regards  previous  and  subsequent  good  health,  at  this 
early  age  and  unmarried,  no  case  is  reported.     The  majority  of 
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such  eases  are  said  to  be  due  to  pronounced  or  incipient  disease, 
and  these  do  not  occur  so  suddenly.  "Premature  menopause 
is  unusual;  therefore  it  is  evidence  or  result  of  disease" 
( Currier- ) .  This  expresses  the  consensus  of  opinion,  up  to  date, 
in  regard  to  the  condition  underlying  premature  menopause.  A 
few  authorities  do  assert  (Napier")  that  a  small  number  of  cases 
of  premature  menopause  presenting  no  organic  change  do  occur. 
Some  of  Tilt's  cases  herein  quoted  (see  below)  and  the  case  here 
presented  corroborate  this  assertion.  However,  it  is  to  be  said 
that  the  not  finding  of  any  organic  disease  could  be  due  to  faulty 
or  incomplete  examination  at  the  time,  or  to  lack  of  subsequent 
later  examination,  a  necessary  procedure  in  order  to  determine 
if  a  non-detectable  disease  present  in  the  earlier  days  did  not 
develop  later  into  a  pronounced  recognizable  disease. 

The  following  are  all  the  cases  found  on  consulting  the  litera- 
ture on  this  subject : 

Filty*  reports  2  eases  at  the  age  of  30,  but  no  previous  or  sub- 
sequent history  is  given. 

Tilt^  reports  49  cases  of  "premature  ovarian  paralysis,"  as  he 
calls  it,  occurring  suddenly  between  the  ages  of  27  and  39.  While 
he  says,  "I  was  unable  to  detect  anything  peculiar  to  their  con- 
stitution, except  in  eight  whose  strength  was  below  the  average," 
he  gives  the  following  table  of  cause  in  27  of  them,  to  which  the 
writer  has  added  the  age  of  cessation  and  the  age  when  patient 
was  last  seen,  where  he  mentions  either : 


Cause. 


Age  of 
cessation. 


Parturition  and  lactation..   

Miscarriage 

Fall  on  sacrum  during  menstruation 

Frost,  or  intense  cold,  during  menstruation. 

Bleeding  from  arm  during  menstruation . . . 

Getting  wet  during  menstruation 

Violent  purging,  due  to  medicine 

Cholera      

Rheumatic  fever 

Bronchitis  with  fever 


Ill: 


<   I. 


34 
37 
32 
33 
34 
39 
39 


Fright. 


39 

34 
45 
28 
30 


Age 
reported. 


50 
47 
53 
45 


48 
53 


59 
50 

71 


No.  of 

cases. 


y  9 


WALTER:    NON-SURGICAI-   PREMATURE   MENOPAUSE.  201 

The  very  incomplete  history  of  some  of  these  27  eases  is  inter- 
esting ;  but  while  10  of  them  were  wdthin  the  ages  considered  in 
this  paper,  namely,  17  to  30,  inclusive,  he  gives  a  history,  and 
that  very  scant,  of  only  two  of  them : 

Case  I. — Elizabeth  C,  dark-eyed,  thin,  very  old  woman,  seen 
at  the  age  of  71,  had  enjoyed  excellent  health  till  age  of  30,  when, 
while  nursing  a  child  18  months  old,  her  husband  dropped  dead 
at  her  feet.  She  lost  her  senses  for  a  few  hours  and  her  "milk 
turned  to  water."  For  a  time  she  felt  a  good  deal  shaken,  but 
health  was  soon  as  strong  as  usual  and  continued  so,  although 
she  never  menstruated  again. 

Case  II.,  up  to  age  of  30  regular  in  her  menses,  threw  a  dead 
rat  on  the  fire,  thinking  it  was  a  coal ;  she  retched  for  hours.  For 
four  years  there  was  no  menstruation,  but  after  that  she  had  an 
irregular  show  at  times. 

In  Guy's^  table  of  400  cases  of  premature  menopause  he  re- 
ports 3  cases  occurring  at  the  ages,  respectively,  of  27,  28,  30. 
He  says  he  excluded  all  cases  due  to  serious  disease,  such  as  pul- 
monary consumption. 

P.  F.  Munde'^  reports  a  case  at  the  age  of  26,  due  to  excessive 
involution  of  uterus  and  ovaries  following  confinement,  but  he 
gives  no  subsequent  history. 

Kisch^  reports  2  cases  (see  above),  one  at  the  age  of  17,  a 
Hungarian  Jewess,  Avho  from  an  early  age  had  a  tendency  to  ab- 
normal fat  development  At  the  age  of  9  she  menstruated,  at 
153/2  she  married ;  at  the  age  of  17,  while  she  had  been  growing 
still  stouter  and  the  menses  less  in  quantity,  they  ceased  en- 
tirely. Vaginal  examination  showed  "slight  anteversion  with 
marked  relaxation  of  the  cervical  tissue — nothing  more." 

The  second  case,  a  Smyrna  woman  who  menstruated  at  the 
age  of  13,  married  at  16,  menses  ceased  at  20.  She  vas  sterile. 
Nothing  abnormal  was  found  on  vaginal  examination  He  also 
gives  no  subsequent  history  in  either  of  these  cases. 

In  Bloom's"  series  of  400  cases  the  youngest  was  2'J.  but  no 
history  is  given. 

Atlee  reports  4  cases  at  the  age  of  30,  but  these  were  all  com- 
plicated with  ovarian  tumors.  • 

Mayer^°  reports  the  following  cases : 

Case  I.— A  Berlin  woman  was  seen  for  the  first  time  at  the 
age  of  33.  She  was  a  working  woman ;  was  robust  and  well  up 
to  date ;  menstruated  regularly  from  the  thirteenth  year.     From 
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17  to  28  she  had  five  children,  with  a  miscarriage  at  the  age  of 
19.  Husband  died  when  she  was  29  years  of  age.  ■  She  was  an 
invalid  from  that  time  on.  From  the  age  of  22  she  had  had  a 
profuse  and  continual  leucorrhea,  but  no  menstrual  flow.  At 
the  age  of  33  she  was  examined ;  the  uterus  Avas  found  small,  vag- 
inal portion  only  rudimentary,  pinhole  cavity  of  the  cervix. 

Case  II. — Patient  was  of  medium  height,  constitutionally 
rather  weak  and  feeble;  menstruated  at  14,  every  four  weeks, 
two  to  three  days'  flow.  She  married  at  the  age  of  20,  bore  a 
child  at  the  age  of  21 ;  nursed  the  child  for  one  year,  after  which 
menses  ceased.  The  first  years  after  the  disappearance  of  the 
menses,  every  four  weeks  she  had  pains  in  the  regions  of  the 
kidneys  and  hips ;  some  malaise,  at  times  headache  and  lancinat- 
irg  pains  in  epigastrium.  At  the  age  of  34  she  had  some  gastric 
trouble.  Vaginal  examination  showed  the  uterus  to  be  small 
and  infantile,  cavity  two  inches.  During  nine  years  of  menosta- 
sia  she  was  never  pregnant.  Both  of  these  cases  were  observed 
for  ten  years. 

Case  III.— A  Berliner,  first  seen  at  the  age  of  34;  was  a  bru- 
nette, robust,  moderate  height.  First  menses  at  age  of  13 ;  flow 
was  regular,  of  three  days'  duration,  not  very  profuse.  She 
married  at  the  age  of  20 ;  had  two  children  following  one  another 
very  closely,  last  one  four  years  after  marriage;  normal  deliv- 
eries. After  second  birth  she  menstruated  but  once,  a  violent 
fright  having  caused  it  to  disappear  permanently.  She  was 
always  sickly  afterward,  became  eventually  epileptic  and  idiotic. 
"Uterus  was  infantile;  some  displacement  of  organ  and  erosion 
of  OS." 

Case  IV.  — Seen  at  the  age  of  25.  She  was  healthy  as  a  child 
and  young  girl;  menstruated  at  the  age  of  14;  flow  lasted  four 
to  five  days,  not  specially  painful.  ^Menses  ceased  without  any 
known  cause  at  the  age  of  25.  Two  years  later  she  married,  but 
she  had  no  children.  Examined  at  the  age  of  39 :  uterus  was 
found  "small,  mobile,  normal  position,  with  right  ovary  swollen 
to  size  of  a  fist." 

Case  V.— Patient  menstruated  at  the  age  of  13;  Hamburgh ^ ; 
she  was  sickly  in  her  youth,  married  at  the  age  of  16,  had  six 
children  and  one  miscarriage.  At  the  age  of  29  she  lost  her 
menses  without  any  apparent  cause.  Became  very  stout,  but 
declared  that  she  felt  better  than  she  had  ever  felt  before.  At 
the  age  of  56  she  was  still  very  robust. 


WALTER  :    NON-SURGICAL   PREMATURE    MENOPAUSE.  203 

^Montgomery"  mentions  one  case— menstruated  at  the  age  of 
14,  regular  ever}-  live  weeks,  lasted  three  days  and  was  painful. 
Ceased  at  the  age  of  26,  having  gradually  lessened.  Never  preg- 
nant; good  health.  No  cause  assigned  for  its  disappearance, 
but  no  subsequent  history  is  given.  . 

Napier/-  to  quote  his  own  words,  says:  "My  experience  only 
afforded  me  two  clear  examples  of  premature  menopause  in 
which  there  was  no  discoverable  constitutional  or  local  disease. 
Both  patients  attended  my  outdoor  department  at  the  hospital. 
One  patient  menstruated  for  the  first  time  at  the  age  of  14,  quite 
regularly,  every  twenty-seven  to  twenty-eight  days,  from  the 
age  of  15  to  25.  She  married  at  the  age  of  26  and  had  a  child. 
She  did  not  nurse  the  child,  and  her  menstruation  returned  three 
months  after  delivery.  During  the  latter  part  of  the  following 
year  it  became  scanty  and  ceased  definitely  at  the  age  of  30 
years.  She  had  never  suffered  any  acute  pain,  had  no  climac- 
teric inconvenience,  and  felt  well  and  strong. 

"The  second  one  was  single  and  a  virgin;  she  was  fairly  regu- 
lar from  15  to  16 ;  from  16  to  28  the  flow  was  poorly,  about  every 
five  or  six  Aveeks;  irregular  and  ceased  definitely  at  29.  Uterus 
and  ovaries  Avere  normal ;  no  goitre,  but  she  was  subject  to  pal- 
pitation and  occasional  fainting  spells.  There  was  no  cardiac 
murmur,  no  lung  affection,  no  symptom  of  chlorosis."  First 
patient  had  not  altered  in  figure,  but  the  second  had  become 
stouter;  especially  the  abdominal  wall  became  obese.  He  had 
both  patients  under  observation  for  two  years,  and  neither  had 
return  of  the  menstrual  flow.  A  very  short  time  to  class  them 
as  cases  of  premature  menopause. 

Arthur  Forster^^  reports  one  case  at  the  age  of  28.  Took  cold, 
menses  ceased  and  never  returned.  Ten  years  later  Addison's 
disease  developed.  She  died  suddenly.  "  Uterus  fe^ t  atrophied ; 
ovaries  could  not  be  palpated." 

Dalton"  (see  above)  reports  one  case  of  a  prostitute.  ]\Ien- 
struation  ceased  at  the  age  of  20.  She  died  at  the  ag'  of  21  of 
cardiac  and  pulmonary  edema.     Ovaries  were  small. 

Currier^^  speaks  of  the  case  of  a  woman  M^ho  had  seven  children 
in  rapid  succession.  Lost  menses  at  the  age  of  30.  lie  gives 
superinvolution  of  the  uterus,  due  to  excessive  lactation,  as  the 
cause.  In  his  "table  of  150  cases,"  taken  at  random  from  the 
gynecological  records  of  the  Outdoor  Poor  Department  of  Belle- 
vue  Hospital,  he  places  his  earliest  case  at  the  age  of  28. 
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Courty^*'  speaks  of  three  cases  at  the  age  of  30,  due  to  violent 
attacks  of  cholera.  After  ten  years  for  two  and  fifteen  years 
for  one  of  them,  during  which  the  menses  never  appeared,  they 
were  all  perfectly  well,  one  declaring  she  had  never  felt  so  well. 

Courty^^  has  also  collected  tables  of  572  Frenchwomen,  one 
of  whom  menopaused  between  18  and  20,  another  between  25 
and  30,  but  there  is  no  previous  or  subsequent  history  given. 
He  reports  another  case  that  menstruated  for  the  first  time  at 
the  age  of  17 ;  disappeared  suddenly  at  the  age  of  28,  and  never 
returned.  In  this  case  the  patient  was  very  weak  and  puny, 
but  he  says  "there  was  probable  atrophy  of  the  uterus  and 
ovaries, ' '  but  he  does  not  state  her  occupation,  general  condition, 
nor  anything  in  reference  to  the  case. 

Brieurre  de  Boismont^®  reports  seven  cases  at  the  ages,  re- 
spectively, of  (two  cases)  21,  24,  26,  27,  28,  29,  with  the  following 
history : 

Case  I.— Menstruated  first  time  at  lOyn ;  quite  regular  after  a 
few  months;  much  leucorrhea  before  and  after  each  menses; 
ceased  at  28,  no  cause  given ;  was  well  up  to  46,  when  last  seen. 

Case  II.— Lymphatic  temperament,  weakly,  medium  size; 
menstruated  at  age  of  16,  regular,  no  pain,  duration  five  to  eight 
days.  Had  two  children,  normal  delivery.  At  the  age  of  27 
had  a  profuse  hemorrhage,  but  menses  did  not  again  appear; 
had  leucorrhea,  and  entered  hospital  at  age  of  29  with  partial 
paralysis  and  tuberculosis.  Nothing  abnormal  was  found  on 
examination  of  uterus. 

Case  III. — After  suffering  for  two  months  patient  menstru- 
ated at  age  of  16 ;  was  regular  up  to  21,  previous  to  which  she 
bad  had  four  children.  On  the  ninth  daj^  follomng  last  confine- 
ment, while  still  flowing,  was  told  of  the  death  of  her  husband 
by  drowning.  Flow  ceased  and  did  not  return  up  to  age  of  37, 
when  last  seen. 

Case  IV.— Menstruated  at  13 ;  was  married  soon  after,  and 
had  four  children,  last  born  when  she  was  21.  Follovdng  year 
fright  consequent  upon  fire  in  her  house  caused  menstrual  flow 
to  cease  and  it  did  not  return,  and  jaundice  followed,  lasting 
three  months,  and  for  two  years  had  severe  pelvic  pains,  and 
later  general  pains  like  rheumatism. 

This  completes  the  list,  obtained  by  the  writer,  of  reported 
cases  of  premature  menopause  occurring  between  the  ages  of  17 
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and  30,  inclusive,  including  the  case  presented  in  this  paper  and 
10  of  Tilt's,  in  all  42. 

Indeed,  in  searching  out  these  cases  one  is  much  sur- 
prised at  the  collection  of  facts  bearing  on  the  estab- 
lishment of  the  abnormal  menopause  as  compared  with  the  in- 
significant facts  in  regard  to  these  premature  menopause  cases 
—a  lack  very  much  to  be  deplored,  as  a  complete  history  of  each 
case,  previous  and  subsequent  history,  social  condition,  national- 
ity, inheritance,  sexual  activity,  as  regards  married  or  single  life, 
children,  lactation,  vocation,  are  all  valuable  and  necessary  data 
for  study  and  treatment  of  such  cases. 

In  considering  the  cases  quoted  above,  it  is  evident  that,  ow- 
ing to  facts  stated  and  facts  not  stated,  some  of  them  cannot  be 
classed  as  cases  of  true  menopause,  if  we  are  to  accept  meno- 
pause as  meaning  the  period  of  "cessation  of  the  procreative 
power  in  the  female"— thus  Mayer's  case,  where  three  children 
were  born  after  menopause  was  supposed  to  have  been  established 
at  the  age  of  22;  and  Tilt's,  where  there  was  an  "occasional 
shoAv"  after  cessation  of  flow.  And  the  time  of  observation  in 
some  was  not  sufficiently  long  to  decide  whether  they  were  true 
cases  of  menopause,  as  proved  by  the  following :  P.  F.  Munde^® 
reports  a  case  where,  after  a  nine  years'  absence  of  the  menses, 
from  34  to  43,  patient  became  pregnant.  She  was  a  diabetic. 
r>aAis-*^  reports  a  case  where  menses  were  absent  for  four  years, 
but  one  month  after  an  operation  for  removal  of  a  multicystic 
ovary  they  returned,  and  fifteen  months  later  patient  became 
pregnant.  Writer  had  under  observation  a  case  where,  after 
birth  of  second  child,  normal  delivery,  menses  did  not  return  for 
nearly  three  years;  then  (no  treatment)  menstruated  once  and 
became  pregnant.  Her  health  was  very  good.  In  these  three 
cases,  if  patients  had  not  been  kept  under  observation  o  ■  history 
carefully  inquired  into,  they  might  have  been  classed  as  cases 
of  true  menopause.  (The  writer  consulted  some  of  the  most 
celebrated  gynecologists  in  Europe  in  regard  to  this  case,  and  all 
agreed  that  menses  would  never  return  ! ) 

Of  all  these  cases,  but  one  is  most  similar  to  that  of  Miss  L., 
namely,  that  one  of  Tilt's  due  to  sudden  shock  followed  by  cessa- 
tion permanently  of  menses— no  previous  senility,  no  atrophy  of 
organs,  no  previous  or  subsequent  ill  health. 

Miss  L.  is  now  43  years  of  age ;  twenty  years  have  passed  since 
her  last  menstrual  period,  and  she  is  to-day  so  comparatively 
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well  that  it  becomes  interesting  and  instructive  to  inquire  into 
the  cause  of  this  sudden,  permanent,  early  cessation  of  the 
menses. 

Being  a  virgin,  all  disturbances  due  to  marriage  can  be  elimi- 
nated. She  has  never  had  diabetes,  Bright 's,  tuberculosis, 
malaria,  or  any  other  infectious  disease  since  girlhood.  There 
is  no  history  of  trauma,  neoplasm,  obesity,  cholera,  menorrhagia, 
or  severe  diarrhea ;  no  Addison,  Basedow,  or  anemia.  She  was 
born  in  this  city;  has  never  made  a  prolonged  stay  in  any  other 
climate.  Has  no  special  family  inheritance.  Her  social  condi- 
tion is  such  as  to  exclude  malnutrition  at  any  time  of  life.  The 
acute  bronchitis  f which  might  have  been  a  pneumonia)  from 
which  she  suffered  immediately  after  her  mother's  death  can 
hardly  be  looked  upon  as  determining  the  menopause,  although 
Tilt  gives  it  as  the  cause  in  two  of  his  cases  (see  table). 

Eliminating  all  of  the  above  as  possible  etiological  factors, 
there  remains  but  one  which  can  be  considered  as  the  provoca- 
tive factor  in  this  case,  and  that  is  the  sudden  shock  and  pro- 
longed grief  consequent  upon  her  mother's  unexpected  death. 
Shock,  grief,  any  acute  or  prolonged  mental  emotion,  are  recog- 
nized by  all  authorities  as  causing  temporary  or  permanent  ces- 
sation of  menses. 

Schroeder-^  :  "One  has  often  observed  after  a  severe  shock, 
s?.d  news,  or  any  great  emotion,  a  sudden  cessation  of  the 
menses. ' ' 

Stephenson-^  :  "Shock  may  interrupt  the  rhythmic  wave  of 
nutrition. ' ' 

Kiscli-^  :  "Sudden  cessation  of  the  menses  is  always  a  patho- 
logical condition,  which  is  brought  about  by  a  psychical  moment, 
such  as  great  excitement  of  nervous  system,  fear,  shock  or  worry ; 
or  by  a  mechanical  force,  as  a  blow  or  a  fall :  or  by  a  great  loss 
of  some  secretion,  as  profound  hemorrhage,  diarrhea,  or 
cholera." 

Tilt^*  :  "As  the  menstrual  flow  is  sometimes  brought  on  by 
emotion,  so  fright  and  sudden  bad  news  are  the  frequent  cause 
of  an  early  cessation ;  the  ovaries  and  womb  are  stunned  by  the 
serious  shock,  as  are  the  frog's  muscles  by  electricity." 

Napier-^  :  "It  is  a  well-established  clinical  fact  that  exces- 
sive mental  emotion  will  at  times  bring  about  'premature  meno- 
pause.' " 

Courty,^®  Avhile  deploring  the  fact  that  the  causes  of  "pre- 
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mature  menopause"  have  not  been  sufficiently  studied,  gives, 
among  other  causes,  violent  moral  emotion,  and  any  cause  which 
provokes  a  violent  disturbance  of  the  general  innervation. 

Pajvin-^  :  "Physical  causes  probably  produce  amenorrhea 
of tener  than  any  other  menstrual  derangements. ' ' 

Boismont-^  :  "Any  cause,  like  cold  or  fright,  can  hasten  the 
appearance  of  symptomatic  amenorrhea,  which  would  only  have 
shown  itself  later.  Therefore  one  commits  a  great  error  in  try- 
ing to  establish  the  menstrual  flow,  as  probably  no  result  will  be 
obtained  and  the  patient  would  only  be  enfeebled  by  the  treat- 
ment. Acute  suppression  often  follows  mental  shock,  especially 
fear  or  grief,  while  prolonged  sorrow  Avill  lead  to  gradual  dim- 
inution, probably  complete  cessation." 

Tilt,^^  in  the  above  table  of  27  cases,  as  cause  gives  shock  due  to 
fall  in  2  cases  and  fright  in  9  cases. 

Many  more  authorities  might  be  added,  but  these,  with  the 
cases  quoted  and  the  full  history  of  case  presented  in  this  paper, 
are  sufficient  to  establish  the  fact  that  clinically  psychical  stimu- 
lation is  a  very  potent  cause  of  premature  and  normal  ( ?) 
menopause.  Accepting  this  as  a  clinical  fact,  there  seems  good 
reason  (a)  to  question  if  the  condition  of  "atrophy,"  "degen- 
eration," "premature  senility"  of  generative  organs  is  a  neces- 
sary, an  actual  premenopastic  condition:  and  rather  (h)  to  as- 
sume that,  such  changes  being  found  in  these  organs  on  the  oper- 
ating or  postmortem  table  in  cases  of  menopause,  they  are  prob- 
ably postmenopastic  and  not  premenopastic. 

It  is  well  known  that  (a)  all  or  any  one  of  these  sister  organs 
may  be  diseased,  even  some  of  them  absent,  and  still  menstru- 
ation continues;  while  again  (&)  they  may  all  be  perfectly 
healthy  and  menstruation  may  cease,  as  proved  by  the  following: 

A.  Hoist,  Borner,  Kern,  Dalton,  Kiwisch,  all  reporr  cases 
where  menstruation  continued  with  diseased  organs. 

Tait^**  gives  a  list  of  50  cases  where  operation  shower"!  marked 
changes  in  both  ovaries,  and  menstruation  had  been  regular. 

Reeves  Jackson^^  is  very  emphatic  as  regards  this,  and  sjiys: 
"There  are  many  cases  where  both  ovaries  have  been  found  so 
thoroughly  diseased  as  to  preclude  the  idea  that  they  could  j^os- 
sibly  have  performed  their  function  of  ovulation  normally,  if 
at  all,  and  still  menstrnation  continued  regularly."  To  this 
Tait  adds:  "In  a  large  proportion  of  cases,  probably  30  per 
cent,  in  which  both  ovaries  are  thoroughly  removed,  but   tlie 
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tubes  and  uterus  are  left  intact,  menstruation  goes  on  undis- 
turbed." 

Many  eases  of  double  ovariotomy  are  reported  followed  not 
only  by  menstruation  but  also  pregnancy.  Cases  reported  by 
Sutton^^  and  Gordon  are  two  descriptive  of  the  many.  In  Gor. 
don's  case  the  patient  was  relieved  of  her  ovaries  and  tubes; 
pregnancy  followed  fourteen  months  later.  In  Sutton's  case 
patient  was  25.  October,  1892,  a  right-sided,  six-pound  multi- 
cystic  ovary,  and  another  from  the  left  side,  were  removed; 
uterus  was  fixed  to  abdominal  wall.  June  10,  1894,  after  eight- 
een weeks,  patient  gave  birth  to  a  ten-and-a-half-pound  male 
child,  living.  About  two  years  later,  February  25,  1896,  a  sec- 
ond male  child  weighing  eight  pounds  was  born.  Writer  has 
had  under  observation  several  cases  where  menstruation  con- 
tinued for  some  months  after  double  ovariotomy.  Of  course  in 
all  these  cases  some  unremoved  ovarian  tissue,  a  third  ovary 
with  tube  opening  at  tied  extremity,  or  a  tube  having  more  than 
one  opening,  is  to  be  thought  of. 

B.  As  regards  all  the  organs  being  healthy  and  menstruation 
ceasing  for  a  longer  or  shorter  time,  with  no  unusual  local  or  con- 
stitutional disturbances,  and  returning  spontaneously,  it  is  au- 
thentically reported^^  that  the  women  of  Greenland  and  in  the 
mountains  of  Isere,  and  Switzerland,  do  not  menstruate  in  the 
winter,  but  readily  conceive  during  this  time;  with  returning 
spring  and  summer  menstruation  returns.  The  cases  (see  above) 
of  Munde,  Mayer,  and  Walter,  where  menstruation  was  absent 
respectively  nine,  four,  and  three  and  a  half  years,  and  either 
pregnancy  occurred  or  menses  returned,  certainly  negative  the 
assertion  that  cessation  of  menses,  pregnancy  not  being  present, 
means  atrophy  or  degeneration  of  ovaries. 

Since  menstruation  continues  with  diseased  ovaries,  even  with 
absent  ovaries,  with  diseased  uterus,  while,  on  the  other  hand, 
it  ceases  when,  all  these  organs  being  apparently  perfectly 
healthy,  a  nerve  or  plexus  of  nerves  is  injured,  directly  or  in- 
directly, by  mechanical  or  surgical  force,  or  indirectly  by  psy- 
chical force,  it  seems  justifiable  to  consider  menstruation,  di- 
rectly and  indirectly,  largely  dependent  on  some  special  local 
nerve  force^*  intimately  connected  with  the  general  nervous  sys- 
tem. Corroborative  of  the  latter  part  of  this  assertion  are  the 
nervous  phenomena  which  usher  in,  often  attend,  menstruation 
and  the  menopause— phenomena  which  are  by  no  means  patho- 
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logical,  as  supposed  by  some,^'  as  similar  ones  appear  in  the 
lower  animals  during  rut,  a  normal  process.  Then,  in  the  more 
hardy  races,  among  savages,  tillers  of  the  soil,  outdoor 
workers,  countrywomen,  all  whose  mode  of  living  tends  to 
strengthen  the  nervous  system,  these  two  epochs  of  life  are 
passed  with  little  if  any  nervous  disturbance,  while  the  contrary 
is  seen  in  the  city-bred,  the  luxurious,  the  more  highly  civilized, 
whose  mode  of  living  is  more  enervating,- more  depressing,  often 
a  prolonged  nerve  strain.  Then,  again,  all  students  of  psychi- 
atry attest  to  the  intimate  relation  between  neurotic  diseases  and 
early  menopause.  "Diabetes  causes  premature  arrest  of  the 
menses"  (Strojnowski^").  "Diabetes  seems  to  have  a  special 
predilection  for  the  sexual  apparatus  in  females  as  well  as 
males"  (Currier^^).  The  writer  had  under  observation  a  pa- 
tient of  35  years,  a  diabetic,  who  had  not  menstruated  in  five 
years.  Examination  showed  the  tubes  and  ovaries  normal,  the 
uterus  just  large  enough  to  suggest  an  early  pregnancy,  which 
proved  later  not  to  be  present.  "Menses  often  cease  with 
attacks  of  insanity,  and  reappear  with  improvement  of  patient" 
(Boismont^^).  "I  have  seen  insanity  exist  during  the  whole 
of  the  menstrual  life  and  disappear  spontaneously  with  complete 
cessation  of  menses"  (EsquiroP^).  "In  an  observation  of  100 
eases  of  chronic  insanity,  menopause  occurred  earlier  than  in. 
normal  cases"  (Naecki***).  While  many  alienists  (B.  Lewis," 
Merson*-)  dwell  on  the  relation  of  menopause  to  insanity,  as 
cause  and  effect,  there  are  very  few  facts  in  regard  to  the  effect 
of  insanity  on  the  menopause.  "Basedow's  disease  and  early 
menopause  are  very  intimate;  both  diseases  have,  in  some  cases, 
the  same  cause— fright,  intense  emotion,  prolonged  worry" 
(Touin^^).  In  support  of  the  first  part  of  the  assertion,  "men- 
struation is  due  largely  to  a  special  local  nerve  control,"  is  the 
fact  that  throughout  the  human  body  are  plexuse :  of  nerves, 
ganglia— "little  brains"— which  control  the  functiotis  of  differ- 
ent organs.  So  here  in  the  pelvic  region  it  is  conceivable,  al- 
though denied  by  some,  that  there  are  local  ganglia— "little 
brains"— influencing  menstruation;  and  according  as  these  lo- 
cal nerve  centres  are  intact,  irritated,  inhibited,  cut  oft'  physio- 
logically, pathologically,  or  surgically,  directly  (locally)  or  in- 
directly (from  a  distance,  reflexly"!,  so  will  the  function  of  men- 
struation be  normal,  abnormal,  or  entirely  absent.  Thus  may 
be  explained  the  assertion  of  T;iit^'  that  when,  in  his  operations. 
14 
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he  succeeds  in  cutting  off  Johnstone's  nerve,  menstruation  does 
not  reappear.  Whether  Johnstone's  nerve  is  a  special  nerve- 
doubted  by  some— or  part  of  a  nerve  plexus,  is  not  of  paramount 
importance;  but  from  the  fact  that  both  Johnstone  and  Tait*'^ 
admit  that  in  order  to  arrest  menstruation  this  nerve  must  be 
cut  close  to,  and  not  at  a  distance  from,  the  uterus,  it  seems  evi- 
dent that  it  is  a  part  of  a  plexus,  part  of  the  local  menstrual 
ganglionic  centre,  and  not  the  special  menstrual  nerve.  Also 
the  fact  that  periodic  flows  so  often  appear  after  double  ovari- 
otomy performed  bj^  different  operators  may  be  perhaps  better 
explained  by  this  menstrual  plexus— menstrual  centre— being  left 
partly  or  wholly  intact,  than  by  the  "presence  of  a  third  ovary" 
or  by  "some  ovarian  tissue  unremoved."  In  the  case  of  Da- 
vis,^" mentioned  above,  the  return  of  the  menstrual  flow  after 
removal  of  an  ovarian  cystic  tumor  might  fully  be  explained  by 
pressure  on  this  centre  being  removed  with  extirpation  of  the 
tumor.  These  points  are  mentioned,  not  as  confirmative,  but  as 
strongly  suggestive,  of  the  assertion  made  in  reference  to  the 
nerve  centre  of  menstruation.  "It  will  ever  be  incomprehensible 
how  so  much  vital  force,  for  good  or  for  bad,  should  be  central- 
ized in  little,  irregular  knots  of  nervous  matter,  bound  together 
by  tangled  skeins  of  nerves,  as  the  ganglionic  system.  But  it  is 
no  less  certain  that  these  knots  of  nervous  matter  and  these  tan- 
gled skeins  innervate  the  viscera,  control  the  blood  vessels,  are 
the  seat  of  the  power  which  guides  the  process  of  nutrition, 
healthy  or  diseased"  (Tilt"). 

While  advocating  the  great  influence  of  this  local  nerve  con- 
trol of  menstruation ;  while  belie\ing  that  on  its  presence  or  ab- 
sence, its  healthy  or  diseased  condition,  depends  normal,  abnor- 
mal, or  absent  menstruation,  the  writer  recognizes  the  fact  that  in 
order  to  explain  a  case  of  sudden,  permanent  cessation  of  menses, 
such  as  is  made  the  subject  of  this  paper,  there  must  be  a  higher,  a 
more  organized  nerve  centre  inhibiting,  in  such  cases,  all  local 
nerve  control.  That  the  brain,  the  spinal  cord,  probably  both  to- 
gether, contain  these  higher  centres  there  is  no  doubt.  The 
brain,  like  the  central  station  of  a  telegraph  system,  receives  the 
message  of  shock,  takes  cognizance  of  it,  and  sends  out  directly, 
but  more  probably  through  an  intervening  station — the  spinal 
cord — its  answering  message  of  inhibition  to  the  local  menstrual 
ganglion  through  a  plexus  of  mixed  cerebro-spinal  and  sympa- 
thetic nerves. 

This  paper  would  be  incomplete  if  it  did  not  touch  on  the 
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question,  "What  tissue  is  the  true  menstrual  tissue?"  although 
it  is  not  the  object  of  it  to  discuss  this  question.  The  theories 
advanced  in  reference  to  it  are  most  ably  presented  by  Napier*^ 
in  bis  "Menopause  and  Its  Disorders,"  and  the  writer  allows 
herself  to  select  from  all  these  theories,  as  the  most  reasonable, 
the  most  physiological,  that  of  Johnstone,  namely,  the  menstrual 
flow  is  the  secretion  of  the  adenoid  tissue  lining  the  body  of  the 
uterus  and  under  control  of  the  menstrual  plexus.  Johnstone 
says^*:  "The  endometrium  above  the  internal  os  is  not  a  mu- 
cous membrane,  but  belongs  to  the  so-called  adenoid  tissues,  and 
menstruation  is  to  it,  /or  it,  of  it  [the  uterus]  "  (italics  are  the 
writer's)  "exactly  what  the  lymph  stream  is  to  the  lymph  glands, 
the  blood  current  to  the  spleen."  He  claims  the  first  mark  of 
menstruation  ceasing  is  the  wearing  out  of  the  endometrium. 
He  does  not  speak  of  the  utricular  glands  plajdng  any  role,  but  it 
is  possible  that  further  study  will  prove  that  the}^  like  other 
glands  in  different  parts  of  the  body,  have  a  special  share  in  this 
secretion. 

In  presenting  this  paper  the  writer's  aim  has  been  to  point 
out  that: 

1.  Premature  menopause  can  occur  without  any  previous  or 
subsequent  disease. 

2.  Premature  menopause  is  not  necessarily  preceded  by  any 
change  in  generative  organs. 

3.  Any  changes  found  in  these  organs  are  probably  post- 
menopastic,  or  due  to  disease,  not  all  related  to  the  menopause. 

4.  Premature  as  well  as  normal  menopause  is  due  chiefly  to 
atrophy,  inhibition,  or  disease  of  a  local  menstrual  ganglion  and 
nerve  plexus,  rather  than  disease  or  atrophy  of  generative  organs. 
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Note. — Since  writing  above,  through  the  kindness  of  Dr.  Helen 
Baldwin,  I  have  seen  the  following  case:  Mrs.  C,  aged  60,  came  into 
hospital  complaining  of  gastric  troubles  of  quite  severe  nature.  She 
menstruated  at  the  age  of  15,  regular  and  no  pain.  She  married  at  the 
age  of  25;  had  five  children.  When  she  was  30  years  of  age  her  hus- 
band was  killed  in  an  accident.  Since  then  she  has  not  menstruated. 
but  has  been  well  up  to  four  weeks  ago. 
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ON  THE  ETIOLOGY,  HISTOLOGY,  AND  USUAL  COURSE  OF 
ECTOPIC  GESTATION. 


SAMUEL   WYLLIS   BANDLER,    M.D., 
Adjunct  Gynecologist  to  the  Beth  Israel  Hospital,  New  York. 


Etiology.  — In  former  years  our  views  concerning  the  origin 
of  ectopic  gestation  depended  mainly  on  the  discovery  of  patho- 
logical conditions  macroscopically  evident.  Cases  were  report- 
ed with  fibroma  of  the  isthmus  tubse  or  with  polyps  at  the  uterine 
end  of  the  tube.  The  growth  of  the  ovum  in  a  tubal  diverticu- 
lum or  in  an  accessory  tube  was  considered  to  furnish  a  satis- 
factory etiology.  In  some  cases  the  pressure  of  ovarian  or 
abdominal  tumors  was  supposed  to  obstruct  the  onward  move- 
ment of  the  ovum.  Abel  and  Freund  found  in  a  twisting  of 
the  tube  and  in  a  failure  of  development  a  satisfactory  theory 
for  the  frequent  occurrence  of  ectopic  gestation.  Since,  in  a 
majority  of  such  cases,  peritoneal  adhesions  are  present,  these 
were,  and  even  yet  are,  considered  to  so  alter  the  course  of  the 
tube's  lumen  as  to  prevent  the  entrance  of  the  ovimi  into  the 
uterus.  Therefore  visible  inflammations  were  considered  to  be 
the  important  etiological  element. 

During  the  summer  Dr.  A.  Brothers  gave  me  a  specimen  of 
extrauterine  gestation  combined  with  a  multilocular  serous  ova- 
rian cyst,  with  the  request  that  I  should  find,  if  possible,  a  Graaf- 
ian follicle  in  the  ovary,  though  he  believed  none  to  be  pres- 
ent. He  considered  that  this  specimen  would  furu'sh  a  proof 
of  external  migration  of  the  ovum,  and  that  this  migration  might 
stand  in  an  etiological  relation  to  the  ectopic  gestar^on.  Ex- 
amination of  the  ovarian  cyst  showed  no  Graafian  follicle. 
Therefore  the  ovum  had  come  by  external  migration  I'rom  the 
other  ovary.  In  Case  3  the  same  absence  of  a  Graafian  follicle 
was  noted. 

The  experiments  of  Leopold  have  shown  that  the  ovum  given 
off  by  one  ovary  may  enter  the  tube  of  the  other  side.  The  cases 
are  not  so  rare  in  which  the  tube  of  one  side  was  closed  or  ab- 
sent, and  although  the  corpus  luteum  vorum  was  found  in  the 
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ovary  of  the  same  side,  yet  the  ovum  was  found  in  the  uterus. 
Schroder,  Koblanck,  and  others  have  found  a  pregnancy  in  a 
rudimentary  horn  between  which  and  the  uterus  no  epithelial 
connection  existed.  Manierre  has  collected  39  cases  of  preg- 
nancy in  rudimentary  horns.  The  same  is  true  of  those  cases 
in  which  the  corpus  luteum  verum  is  on  one  side  and  the  ovum 
has  developed  in  the  horn  of  a  uterus  unicornis  of  the  opposite 
side.  Kiistner  removed  a  right-sided  extrauterine  gestation  sac 
and  a  left-sided  ovarian  cyst.  Shortly  after  a  uterine  pregnancy 
took  place. 

External  migration  occurs  frequently  in  tubal  gestation. 
Although  Kiistner  took  note  of  the  frequency  of  this  event  in 
only  the  last  25  of  a  series  of  100  cases,  he  found  it  to  have  taken 
place  in  seven.  Prochownik  found  that  external  migration  had 
taken  place  in  one  case  of  eight  which  he  had  examined  closely. 
Martin  found  the  corpus  luteum  on  the  same  side  as  the  tubal 
gestation  in  thirty-seven  cases,  on  the  opposite  side  in  four,  and 
uncertain  in  thirty-six. 

External  migration  of  the  ovum  has  been  viewed  by  Sippel 
and  others  as  the  etiological  factor.  They  believe  that  the  ovum 
in  its  migration  becomes  too  large  to  permit  of  its  passage 
through  the  tube  lumen.  The  examinations  of  Peters,  however, 
show  conclusively  that  no  chorionic  villi  are  present  until  the 
ovum  has  been  nourished  for  a  considerable  time  by  the  decidua 
in  which  it  is  embedded.  In  addition  the  Graafian  follicle  is 
in  the  majority  of  instances  found  in  the  ovary  of  the  affected 
side,  so  that  such  an  etiology  would  explain  only  the  smaller 
number  of  cases. 

This  migration,  however,  calls  our  attention  to  the  presence 
of  a  pathological  condition  in  the  mucous  mem1)rane  of  the 
opposite  tube.  While  it  calls  our  attention  to  the  fact  that  the 
other  tube  is  affected,  it  only  proves  that  it  is  more  affected  than 
the  tube  in  which  the  ovum  is  finally  embedded,  for  some  cilia 
must  be  present  in  the  latter  to  influence  the  external  migration 
of  the  ovum.  Various  experiments  make  it  seem  probable  that  in 
the  perfectly  normal  tube  no  ovum  can  develop. 

Kiistner,  in  his  experiments  on  rabbits,  extirpated  one  ovary 
and  extirpated  or  tied  off  the  uterine  horn  of  the  other  side.  In 
these  attempts  no  extrauterine  gestation  resulted.  However, 
since  such  a  pathological  point  of  development  of  the  ovum  does 
occur  in  animals,  a  satisfactory  explanation  of  the  failure  of 
these   attempts  could  not  be   found  until  the   experiments  of 
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Mandl  and  Schmit  were  published.  In  their  work  upon  animals 
they  found  the  following  to  be  the  case :  After  coitus,  and  after 
the  lapse  of  time  sufficient  to  permit  union  between  the  ovum 
and  the  spermatozoa  at  the  abdominal  end  of  the  tube,  they  tied 
off  the  tube  at  the  uterine  end.  Their  results  were  negative.  No 
tubal  gestation  resulted.  When,  however,  the  uterine  horn  was 
tied  off  a  pregnancy  in  this  horn  resulted,  showing  that  the  liga- 
tion was  not  the  disturbing  factor  and  that  in  all  probability 
ova  do  not  develop  on  a  normal  tubal  mucosa. 

In  considering  the  history  of  those  cases  which  have  been 
closely  noted,  it  is  found  that  ectopic  gestation  occurs  most  fre- 
quently in  multipara  and  that  a  sterile  period  of  varying  length 
precedes  this  pathological  development.  IMartin  found  that  65 
multiparaB  were  affected  as  compared  with  20  nulliparse.  In  a 
series  of  100  cases  of  Kiistner's,  only  10  ectopic  gestations  oc- 
curred in  nulliparae.  The  other  87  had  borne  children  and  3 
had  aborted.  In  24  cases  it  occurred  five  or  more  years  after 
the  last  labor ;  in  55  cases,  from  one  to  five  years  after ;  and  in 
8,  in  less  than  twelve  months.  Veit  found  that  in  52  cases  of 
repeated  ectopic  gestation  a  sterile  period  of  two  to  eleven  years 
preceded  the  occurrence  of  this  process.  Between  the  two  events 
was  a  period  of  six  weeks  to  six  years.  This  sterile  period  repre- 
sents the  time  in  which  inflammatory  changes  in  the  mucosa  may 
occur,  either  gonorrheal,  puerperal,  or  tubercular.  These 
changes  naturally  involve  the  uterine  end  of  the  tube  more  than 
the  abdominal,  and  in  the  subsequent  course  of  events,  when 
healing  does  result,  the  uterine  end  improves  slowly.  What 
are,  then,  the  pathological  changes  in  the  tubal  mucosa  which 
stand  in  an  etiological  relation  to  ectopic  gestation? 

In  a  series  of  8  closely  examined  cases  Prochownik  found  a 
gonorrheal  history  three  times ;  in  one  of  these  cases  there,  was 
an  acute  gonorrheal  affection  of  the  pregnant  tube.  Moskowicz 
found  that  of  two  cases  tuberculosis  was  the  etiologii  .al  factor  in 
one,  and  that  in  the  other  gonococci  and  staphylo^'occi  were 
present  in  the  pyosalpinx  of  the  non-pregnant  tube.  Median  to 
the  ovum  Veit  found  microscopical  changes  which  represent  the 
results  of  pus  inflammation.  In  two  cases  Diihrssen  found  cilia 
abdominal  to  the  ovum,  but  none  toward  the  uterine  end.  Kiist- 
ner  observed  very  frequently  a  hemorrhagic  tendency  of  the 
non-affected  tube,  showing  that  tube  at  least  to  have  been  ab- 
normal. I  found  in  three  cases  distinct  changes  in  the  mucosa 
median  to  the  ovum. 
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Franz  makes  inflammatory  changes  in  the  tubes  responsible  for 
the  occurrence  of  ectopic  gestation.  This  is  the  more  probable 
since  inflammatory  processes  are  so  frequently  found  in  the 
other  tube.  Franz  found  such  changes  in  eighty  per  cent  of  these 
cases  in  which  a  sterile  period  of  two  to  seventeen  years  was 
noted.  In  cases  where  a  sterile  period  of  less  than  two  years  was 
observed  tubal  changes  of  the  other  side  were  present  in  only 
53  per  cent.  He  comes  to  the  conclusion  that  we  must  seek  the 
etiology  in  those  affections  of  the  tubes  which  have  run  their 
course,  and  which,  having  for  a  long  time  prevented  the  moving 
of  the  ovum,  have  permitted  a  gradual  and  partial  restoration  to 
normal  conditions. 

While  in  a  certain  number  of  cases  no  pathological  microscopic 
changes  are  found  in  the  tubal  mucosa,  it  may  be  explained  by 
the  fact  that  so-called  catarrhal  conditions  frequently  show  little 
microscopical  change.  Even  during  or  after  gonorrhea  the  tube 
may  seem  microscopically  perfectly  normal.  Ahlfeld,  in  an  ex- 
perience of  many  years  at  the  University  of  ]\Iarburg,  met  with 
so  few  cases  of  tubal  gestation  that  he  considers  the  relative  free- 
dom of  his  patients  from  gonorrhea,  as  compared  with  those  in 
the  larger  cities,  to  be  the  only  explanation. 

Various  inflammatory  influences  are  etiological  factors  in  that 
th^y  destroy  the  cilia  in  whole  or  in  part  or  diminish  their  func- 
tional activity.  Besides,  from  the  experiments  made  on  ani- 
mals we  know  that  absence  or  early  atrophy  of  the  ovaries  in- 
fluences the  muscular  development  and  the  functional  activity 
of  the  uterine  wall  and  the  structure  of  the  mucous  membrane 
and  the  cilia.  In  cases  of  functional  interference  with  the  se- 
cretion of  the  ovary,  or  in  the  atrophy  subsequent  to  labor  or 
as  the  result  of  lactation  or  of  constitutional  disturbances  or  of 
failures  of  development,  the  activity  of  the  cilia  is  diminished. 

Naturally  there  must  be  activity  to  a  certain  extent  on  the  part 
of  the  cilia,  especially  at  the  abdominal  end  of  the  tube,  for 
extrauterine  gestation  occui^s  most  frequently  iii  the  isthmus 
tubae.  Prochownik  found  an  ampullar  location  in  only  3  cases 
out  of  45.  Mandl  and  Schmit  found  in  69  cases  an  ampullar 
situation  in  only  15.  Diihrssen  found  an  isthmic  location  in 
all  of  his  29  patients.  In  the  5  cases  which  I  have  examined 
closely  the  same  is  true.  Although  ]Meroier  has  collected  30 
cases  of  interstitial  gestation  (with  rupture),  Leopold  10  cases  of 
ovarian  gestation  (?),  and  although  the  growth  of  an  ovum  on 
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the  fimbria,  as  well  as  tubo-ovarian  presrnancies,  occurs,  yet  the 
vast  majority  are  found  near  the  uterine  end  of  the  tube. 

A  further  proof  may  be  found  in  the  fact  that  recurrences 
of  tut)al  gestation  take  place  but  rarely  in  the  same  tube. 
Patellani,  in  a  tabulation  of  36  cases,  found  that  first  one  tube 
and  then  the  other  was  the  seat  of  development.  Veit  in  52 
cases  found  that  it  recurred  only  three  times  in  the  same  side. 
An  additional  point  of  importance  is  the  occurrence  of  tubal 
gestation  in  either  tube  at  the  same  time,  of  which  Gebhardt 
mentions  9  cases.  Further,  Patellani  has  collected  37  instances 
of  combined  uterine  and  extrauterine  gestation— a  practical 
proof  of  an  affection  of  one  tube,  and  certainly  excluding  ex- 
ternal migration. 

I  believe  that  in  the  so-called  sterile  period  gonorrheal, 
puerperal,  tubercular,  and  atrophic  processes  take  place.  The 
interval  of  years  between  the  last  labor  and  the  ectopic  ges- 
tation, the  fact  that  the  location  is  generally  in  the  middle  area 
of  the  tube,  the  fact  that  repeated  gestations  are  observed  and 
rarely  in  the  same  tube,  the  occurrence  of  an  ectopic  gestation  on 
both  sides  at  the  same  time,  and  the  frequency  of  external  migra- 
tion together  with  a  combination  of  extra-  and  intrauterine  ges- 
tation, point  certainly  to  an  affection  of  one  tube  and  probably, 
but  to  a  lesser  degree,  of  the  other  tube.  The  frequency  with 
which,  according  to  Kiistner,  a  hemorrhagic  tendency  of  the  non- 
affected  side  occurs,  as  well  as  the  microscopic  discovery  of  catar- 
rhal conditions,  together  with  the  history  and  the  microscopical 
evidence  of  the  presence  of  gonococci,  point  distinctly  to  a  tubal 
affection.  The  observation  of  Diihrssen,  who  found  cilia  ab- 
dominal to  the  placental  site  and  none  median  to  it,  and  Veit's 
observation  of  the  presence  of  inflammation  median  to  the  ovum, 
as  well  as  the  theory  of  congenital  and  acquired  atrop^iy  of  tlie 
tube,  especially  subsequent  to  labor,  lead  us  at  the  present  day 
to  seek  in  the  microscopical  changes  of  the  tubal  mucosa  the  in- 
jury to  the  villi,  the  etiological  factor  in  tubal  gestation. 

(To  be  continued.) 
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A    CASE    OF    MYOSARCOMA    OF    THE    UTERUS.^ 


MARY  PUTNAM  JACOBI,  M.D., 

AND 

MARTHA  WOLLSTEIN,   M.D., 

Pathologist  to  the  Babies'  Hospital,  and  to  the  Infants'  Hospital, 
Randall's  Island. 


Miss  A.  W.,  aged  40,  had  always  been  in  good  health  until  about  a 
year  before  she  consulted  me  (M.  P.  J.),  when  she  began  to  suf- 
fer from  menorrhagia.  In  the  last  month  this  had  been  par- 
ticularly severe.  On  examining  her  the  uterus  was  found  enlarged 
to  a  depth  of  three  inches,  not  painful  to  palpation,  and  with  a 
healthy  cervix.  As  the  flowing  was  considerable  and  had  been 
prolonged,  it  was  decided  to  arrest  it  with  a  tampon;  this 
succeeded.  A  difl:'use  fibroma  was  inferred,  for  the  outline  of 
the  uterus  remained  smooth  and  symmetrical.  The  patient  re- 
mained well  until  the  next  monthly  period,  when  the  flow  was 
again  so  profuse  and  prolonged  as  to  require  a  second  tam- 
ponade. After  this  period  was  over  galvano-electric  treatment 
was  proposed  and  two  applications  of  galvanism  made  to  the 
fundus.  All  antiseptic  precautions  were  used;  but  after  each 
treatment  the  patient  suffered  a  great  deal  of  pain,  so  that  the 
electricity  was  abandoned.  At  this  time  a  low  degree  of  fever 
set  in  and  persisted  with  a  septic  curve.  Consultation  was  held 
with  Dr.  Polk,  with  a  view^  to  a  radical  operation.  Dr.  Polk 
agreed  to  the  diagnosis  of  a  uterine  fibroid,  but  also  recognized 
a  septic  fever,  which  he  attributed  to  the  electrical  applications. 
The  patient  was  removed  to  Dr.  Polk's  private  hospital,  where  a 
hysterectomy  Avas  skilfully  performed.  During  the  operation  the 
patient  seemed  threatened  with  collapse,  and  a  saline  injection  was 
made  into  each  thigh.  After  the  operation  the  site  of  these  in- 
jections became  inflamed  and  a  phlebitis  and  extensive  edema  de- 
veloped in  each  leg.  The  condition  of  the  patient  was  most 
critical  for  many  days,  but  she  finally "  rallied  sufficiently  to  be 
removed  to  Long  Island.     At  the  moment,  however,  that  conva- 

^  Read  before  the  Women's  Medical  Association  of  New  York  City, 
November  20,  1901. 
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lescence  seemed  to  be  fairly  established,  the  unfortunate  patient 
was  seized  with  severe  pains  in  the  pelvis  and  abdomen,  and  a 
tumor  began  to  develop  in  the  hypogastrium.  After  this  she 
rapidly  failed,  and  died  about  two  months  from  the  date  of  the 
operation.     No  autopsy  was  obtained. 

Pathological  Report.  — The  uterus  was  sent  for  examination 
after  it  had  been  in  alcohol  for  some  time,  so  that  the  description 
of  its  gross  appearance  is  that  of  the  hardened,  and  not  of  the 
fresh,  specimen.  The  mass  was  almost  globular,  measuring  30 
and  32  centimetres  in  circumference,  and  weighing  395 
grammes.  It  consisted  of  the  enlarged  uterus  with  a  hard,  ir- 
regularly oval  tumor  in  its  posterior  wall.  This  tumor  extended 
from  the  fundus  to  the  cervix,  a  distance  of  12  centimetres,  and 
encroached  upon  the  uterine  cavity,  which  had,  in  consequence, 
become  tortuous  and  very  nearly  occluded.  The  cervix  was 
quite  free  and  unchanged.  Surrounding  the  growth  was  a  thin 
capsule,  and  outside  this  a  layer  of  uterine  muscle  varying  from 
0.5  to  1.5  centimetre  in  thickness.  On  section  the  centre  of 
the  most  dependent  portion  of  the  tumor  was  soft,  granular,  and 
necrotic ;  the  periphery  was  firm,  and  for  the  most  part  concen- 
trically lamellated  like  a  leiomyoma.  In  the  anterior  uterine 
wall  were  two  firm  nodules,  the  smaller  2  centimetres  and  the 
larger  3  centimetres  in  diameter. 

On  microscopical  examination  the  softened  area  proved  to  be 
a  finely  granular  mass  in  which  a  number  of  nuclear  fragments 
were  scattered,  the  whole  being  partly  separated  from  its  sur- 
roundings. Beyond  this  small  round  cells  -svith  fragmenting  nu- 
clei were  present  in  such  numbers  as  to  obscure  the  elements  of 
the  infiltrated  tissue  and  convert  this  portion  of  the  growth  into 
a  suppurating  mass.  The  purulent  infiltration  ceased  grad- 
ually, and  the  appearance  Avas  found  to  be  that  of  a  lar,o:e  .-^pindle- 
cell  sarcoma,  with  a  very  delicate  stroma,  easily  dernonstrable 
only  in  such  places  in  which  edema  was  marked.  The  blood  ves- 
sels were  small,  thin-walled,  and  numerous.  The  cells  were 
large  spindles,  whose  nuclei  were  round,  deeply  staining,  large 
in  proportion  to  the  size  of  the  cell  body,  and  in  many 
cases  showing  karyokinetic  figures.  Smaller  spindle  and  round 
ceUs  were  found  in  small  numbers,  and  also  a  few  multinu- 
cleated cells.  Unstriped  muscle  fibres  were  few  in  this  part  of 
the  tumor,  but  became  more  numerous  toward  the  capsule,  where 
they  exceeded  the  sarcoma  cells  in  number.  The  bundles  of 
muscle   fibres   were   there   arranged   as   in   a   myoma,    and    the 
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large  spindle  sarcoma  cells  were  more  numerous  at  the  per- 
iphery of  the  bundles  (where  the  connective  tissue  exists  nor- 
mally), although  they  were  found  between  the  individual  muscle 
fibres  within  the  bundle  as  well.  The  contrast  between  the 
muscle  and  sarcoma  cells  was  marked,  both  as  regards  body 
and  nucleus;  and  in  no  instance  could  transition  forms  be  made 
out.  The  connective  tissue  between  the  muscle  bundles  showed 
active  division  of  its  cells.  Evidences  of  karyokinesis  in  the 
muscle  cells  were  few.  The  impression  obtained  from  the  sec- 
tions was  that  the  sarcoma  cells  were  largely  replacing  the  con- 
nective-tissue elements  originalh"  present. 

The  capsule  was  not  continuous  over  the  entire  tumor.  Over 
the  lowest  portion,  the  centre  of  which  had  suppurated,  there  was 
no  sharp  line  of  demarcation  between  tumor  and  uterine  muscle, 
and  the  latter  had  become  infiltrated  with  pus  cells  in  moderate 
numbers.  In  all  other  parts  the  uterine  muscle  was  quite  normal 
and  the  peritoneum  as  well.  The  endometrium  showed  an  ati'O- 
phic  condition  of  its  glands,  but  no  sign  of  sarcoma. 

While  it  was  not  possible  to  demonstrate  all  the  stages  of  the 
transition  from  connective  tissue  to  sarcoma  cell  in  any  .section, 
the  mode  of  distribution  of  the  sarcoma  elements  and  the  activity 
of  the  connective  tissue  point  to  its  active  participation  in  the 
histogenesis  of  the  sarcoma.  The  tumor  was,  then,  a  large 
spindle-cell  sarcoma  originating  from  the  connective-tissue  ele- 
ments of  a  myoma. 

Noble/  in  a  series  of  218  cases  operated  upon  for  fibromyoma 
of  the  uterus,  found  sarcoma  complicating  in  only  2,  or  0.9  per 
cent;  ]\rartin-  found  it  in  6  of  205  cases,  or  2.9  per  cent ;  Fehling^ 
saw  8  cases  of  sarcomatous  degeneration  among  409  cases  of  my- 
oma, or  1.9  per  cent:  and  Von  Franque,*  in  his  material  at  the 
Wiirzburg  clinic,  found  sarcoma  complicating  3.1  per  cent  of  the 
myoma  cases.  The  condition  occurs  with  sufficient  frequency, 
therefore,  to  make  it  a  factor  which  must  be  considered  in  the 
treatment  and  prognosis  of  every  case  of  uterine  myoma. 

Histogenesis  is  the  most  interesting  point  in  the  consideration 
of  the  uterine  sarcomata  not  originating  in  the  endometrium. 
The  majority  of  such  cases  are  secondary  to  a  myoma ;  but  prim- 
ary cases  do  occur,  and  have  been  described  as  originating  from 
the  interstitial  connective  tissue  of  the  uterine  wall  by  Eppin- 
ger,^  from  the  adventitia  of  the  blood  vessels  by  Moraller,"  and 
from  the  muscle  cells  as  well  as  the  connective  tissue  of  the  wall 
by  Weir.^  The  first  one  to  assert  that  he  had  traced  the  trans- 
formation of  muscle  fibre  to  spindle-shaped  sarcoma  cell  was 
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Von  Kahlden,®  although  the  possibility  that  the  muscle  cells  were 
concerned  was  suggested  some  years  earlier  and  by  several  writ- 
ers. J.  Whitridge  Williams"  found  Von  Kahlden's  evidence  un- 
con^ncing,  and  believes  that  it  shows  only  the  connective-tissue 
origin  of  the  sarcoma.  In  one  of  his  own  cases  Williams  details 
the  transition  of  muscle  to  sarcoma  cell,  and  thus  makes  his  the 
first  such  demonstration  on  record.  Pick^°  confirms  the  observa- 
tions of  Williams  in  two  cases  reported  by  him,  in  one  of  which 
he  traces  not  only  the  spindle  and  giant  cells  of  the  sarcoma,  but 
myxomatous  tissue,  from  the  muscle  fibres  of  the  myoma.  Such 
a  view  is  opposed  to  the  law  of  modern  embryology,  "that  dif- 
ferentiation in  any  direction  terminates  the  possibility  of  dif- 
ferentiation in  any  other  direction. "^^  And  "in  accordance  with 
this  law  we  encounter  no  instances,  either  in  normal  or  in  path- 
ological development,  of  the  transformation  of  a  cell  of  one 
kind  of  tissue  into  a  cell  of  another  kind  of  tissue,  and,  further, 
we  encounter  no  instance  of  a  differentiated  cell  being  trans- 
formed back  into  an  undifferentiated  cell  of  the  embryonic  type 
with  varied  potentialities."^^  The  connective-tissue  cell  and  the 
unstriped  muscle  fibre  both  originate  from  the  mesenchyma,  but 
the  latter  attains  a  higher  state  of  differentiation  than  does  the 
former,  and  when  it  multiplies  it  produces  cells  of  its  own  kind 
only.  Williams  practically  admits  a  weak  point  in  the  demon- 
stration of  the  transformation  of  muscle  to  sarcoma  cells  when 
he  questions  the  propriety  of  classifying  the  growths  in  which 
such  change  takes  place  with  the  true  sarcomata,  suggesting  the 
name  "myoma  sarcomatodes."  Neither  Pick  nor  Hansemann^- 
shares  Williams'  doubts  on  this  point.  The  name  "muscle-cell 
sarcoma"  must,  histogenetically  speaking,  seem  a  contradiction 
in  terms. 

The  observations  of  Pick  and  Williams  have  been  roth  con- 
firmed and  denied  by  various  writers,  some  of  whom  accept  the 
case  of  Von  Kahlden  as  proved  as  readily  as  they  i' )  that  of 
Williams.  Even  Birch-Hirschfeld,^^  who  at  fii*st  held  snictly  to 
the  connective-tissue  origin  of  the  uterine  sarcomata,  in  the 
later  edition  of  his  book  (1895)  quotes  the  opinions  of  Von 
Kahlden  and  AVilliams.  Paltauf,"  making  the  microscopical 
examination  of  Ullnmn's  case,  found  cells  which  "perhaps" 
showed  the  transition.  AA^alther^^  saw  areas  resembling  Wil- 
liams' pictures,  but  was  unable  to  prove  whether  the  connective 
tissue  or  the  muscle  gave  rise  to  the  sarcoma  elements.  Lau- 
rent^^  left  the  matter  quite  unsettled.  Chrobak^^  was  able  to 
trace  the  origin  of  the  sarcoma  cells  from  the  muscle  "as  de- 
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picted  by  Pick  and  Von  Kahlden."  Vogler^^  attributes  the 
sarcoma  cells  in  his  case  partly  to  metaplasia  of  the  muscle  fibres 
of  the  myoma,  and  partly  to  the  proliferation  of  the  connective- 
tissue  elements.  IMarpurgo's^^  case  is  peculiar,  in  that  he  names 
the  uterine  growth  a  myoma  sarcomatodes,  and  the  nodules  in 
the  intestinal  wall  (evidently  not  metastases,  since  they  were 
formed  from  the  muscle  coat  of  the  intestines)  leiomyoma  ma- 
lignum.  Weir's'  three  cases  originated  respectively  from  the 
muscle  and  connective-tissue  elements  of  a  myoma ;  from  the 
connective  tissue  of  a  myoma ;  and  from  the  muscle  and  connec- 
tive tissue  of  the  uterine  wall  without  the  presence  of  a  myoma. 
In  reporting  a  case  of  myoma  with  a  spindle-cell  sarcoma  formed 
from  the  interstitial  connective-tissue  elements,  Ricker"''  points 
to  the  fact  that  all  attempts  to  explain  the  origin  of  a  sarco- 
myoma  through  metaplasia  are  wrecked  by  the  variety  of  the 
arrangement  and  distribution  of  the  connective  tissue  in  the 
fibromyomata,  so  that  "the  previous  existence  of  connective 
tissue  as  the  sits  of  a  sarcomatous  area  can  never  be  excluded. ' ' 
He  believes  that  all  the  pictures  of  Pick  and  Williams  can  be  ex- 
plained by  the  growing-in  of  the  sarcoma  tissue  between  the 
muscle  bundles. 

It  must  be  admitted  tnat,  until  the  participation  of  the  connec- 
tive tissue  in  the  histogenesis  of  a  given  case  of  myosarcoma  can 
be  absolutely  and  positively  excluded,  the  evidence  hitherto  sub- 
mitted as  showing  the  transformation  of  muscle  to  sarcoma  cell 
is  not  convincing,  especially  as  no  similar  change  from  unstriped 
muscle  fibre  to  connective-tissue  cell  is  known  to  occur  in  any 
part  of  the  body,  "either  in  normal  or  in  pathological  develop- 
ment. ' ' 

2070  Fifth  avence. 
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USB  OF  ADHESIVE  STRAPS  FOR  THE  PREVENTION  OF 
LACERATION  OF  THE  PERINEUM  IN  FORCEPS  DELIVERY.' 


GEORGE  H.  NOBLE,   M.D., 
Atlanta,  Ga. 


(With  six   illustrations.) 

The  frequency  of  laceration  of  the  female  perineum  is  an  evi- 
dence that  the  methods  now  employed  are  insufficient.  It  oc- 
curred to  me  that  mechanical  appliances  designed  to  take  the 
strain  off  of  the  floor  of  the  pelvis  and  direct  the  shortest  diameter 
of  the  presenting  part  in  the  true  axis  of  the  outlet  might  lessen 
its  occurrence,  especially  in  forceps  delivery.  To  accomplish  this 
I  made  use  of  adhesive  straps.  They  should  be  applied  after  the 
occiput  has  passed  under  the  pubic  arch  and  before  the  period  of 
crowning  is  reached,  that  is,  before  the  pelvic  floor  is  very  much 
distended. 

After  thoroughly  cleansing  the  parts  with  soap  and  water  and 
such  antiseptic  solutions  as  may  be  desirable,  the  perineum  and 
buttocks  should  be  sponged  with  alcohol  to  remove  the  moisture. 
The  application  should  begin  with  straps  (see  Fig.  1^  one  and 
a  half  inches  wide  and  eighteen  to  twenty-four  inches  iOng,  at- 
taching one  extremity  well  upon  the  side  of  the  labium  and 
deep  into  the  sulcus  between  it  and  the  thigh,  then  passing  fiown- 
ward  and  across  the  median  line  just  behind  the  posterior  com- 
missure; it  is  continued  on  the  opposite  side  around  behind 
the  buttock,  and  attached  to  the  hip  at  or  about  the  sacro-iliac 
synchondrosis.  The  second  strap  is  passed  in  similar  manner 
on  the  other  side,  each  one  to  be  applied  with  as  much  tension  as 
possible,  drawing  the  labium  well  downward  and  the  buttock 
upward.     The  third  strap  passes  horizontally  across  the  peri- 

'  Read  before  the  Southern  Surgical  and  Gynecological  Association. 
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neuin  at  a  level  with  the  posterior  eonimissure,  and  is  fastened 
on  either  side  to  the  flexed  thighs  and  hips.  As  the  delivery 
proceeds  the  perineum  will  extend  by  stretching  the  skin  beyond 
the  edge  of  the  straps,  but  chiefly  by  rolling  the  posterior  vaginal 
wall  out  in  advance  of  the  head.  When  it  has  extended  as  much 
as  one-half  or  three-fourths  of  an  inch  beyond  the  straps,  or  ap- 
pears to  be  drawn  tightly  across  the  presenting  parts,  another 
horizontal  strip  of  adhesive  plaster  is  applied,  which,  as  a  rule, 
will  be  sufficient  to  complete  the  labor. 

The  straps  take  the  strain  off  the  perineum  and  change  the 
direction  of  the  presenting  parts  more  or  less  forward  to  the 
normal  or  axis  of  the  outlet  by  forcing  it  firmly  against  the 


Fig.  1. — Method  of  applying  straps. 


lower  anterior  surface  of  the  pubic  bone,  permitting  delivery 
through  a  smaller  oiifice  than  can  be  effected  when  the  head  is 
delivered  in  the  abnormal  or  axis  of  the  bony  outlet. 

In  illustrating  let  the  lines  III,  II,  and  IV,  II  (Fig.  2)  repre- 
sent the  diameter  of  the  presenting  parts;  they  are,  therefore, 
equal.  Then,  as  the  line  II,  I  is  common,  the  lines  III,  II,  I 
and  IV,  II,  I  are  equal.  Now,  as  the  lines  IV,  II,  I  represent 
two  sides  of  the  triangle  I,  II,  IV,  they  are  longer  than  the  third 
side  IV,  I.  Then,  as  the  line  TV,  I  is  shorter  than  IV,  II,  I,  and 
rV,  II,  I  is  equal  to  III,  II,  I.  the  line  IV,  I  is  less  than  the  line 
III,  I.  Therefore,  when  the  presenting  parts  reach  the  position 
of  IV,  I.  less  dilatation  of  the  vulvar  outlet  will  be  required  than 
when  they  are  at  III.  II,  I,  or  at  intermediate  points  between  III 
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and  IV,  or  Avhere  laceration  usually  occurs.  This  could  be  bet- 
ter illustrated  if  it  were  possible  to  produce  an  exaggerated  ex- 
tension of  the  perineum  in  the  direction  of  Fig.  V.  In  that 
case^  the  diameter  of  the  presenting  parts  would  be  V,  I.  or  the 
measurement  from  the  anterior  to  the  posterior  commissure, 
which  would  be  a  gain  of  two-thirds  of  line  II,  I,  or  two-thirds  of 
the  depth  of  the  symphysis  pubis.  In  such  circumstances  that 
part  of  the  vulva  which  is  attached  to  the  anterior  surface  of 
the  pubic  bone  would  take  part  in  forming  the  circumference  of 
the  outlet  or  crowning. 


Pig.  2. 


As  this  exaggerated  extension  of  the  perineum  is  noi  possible, 
the  entire  vulvar  outlet  cannot  be  engaged,  but  in  pro'ortion  to 
its  extension  beyond  the  point  III  in  the  direction  of  IV  there 
wiU  be  a  gain  toward  engaging  the  entire  vulvar  outlet.  Upon 
the  other  hand,  if  the  crowning  occurs  on  the  line  III,  I,  an  ex- 
cessive or  unnecessary  distension  of  the  vulvar  outlet  will  be 
required ;  for  that  reason  it  is  important  to  force  the  occiput  or 
present  part  firmly  against  the  anterior  portion  of  the  pubic 
bone  as  soon  as  it  has  passed  under  the  arch.  This  is  accom- 
plished in  a  large  measure  by  the  adhesive  straps  when  applied 
in  the  manner  here  described.  It  is  true,  they  lessen  the 
15 
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elasticity  of  the  parts  or  produce  a  slight  sense  of  rigidity,  but 
when  the  forceps  are  used  in  the  axis  of  the  outlet,  and  especially 
with  the  axis-traction  rod,  it  does  not  interfere  with  delivery. 
These  straps  are  recommended  for  the  protection  of  the  peri- 
neum and  not  for  the  prevention  of  tears  in  the  vagina  above 
the  perineum,  such  as  are  produced  by  disproportion  and  ill- 
constructed  forceps  or  unskilled  management  of  the  latter. 

Up  to  the  present  I  have  applied  these  straps  in  six  forceps 
deliveries  with  perfect  satisfaction,  using  them  in  cases  in  which 
the  perineum  appeared  to  be  in  imminent  danger. 


PUNCTURE  SCISSORS  AND  COUNTER-PRESSURE  INSTRUMENTS. 

These  instruments  were  designed  for  the  purpose  of  facili- 
tating vaginal  puncture  whenever  it  is  necessary  to  drain 
through  Douglas'  pouch  into  the  vagina  after  doing  an  abdom- 
inal section,  and  to  facilitate  incision  of  the  vagina  in  panhys- 
terectomy, and  not  for  puncturing  abscesses  from  below.  In 
puncturing  from  the  abdominal  side  a  pair  of  forceps  or  other 
instrument  is  necessary  to  make  counter-pressure  in  the  vagina, 
other\\dse  considerable  time  may  be  lost  in  penetrating  it.  For 
this  purpose  I  have  constructed  an  instrument  shaped  like  a 
large  dull  curette  or  spoon  (Fig.  3).  It  should  be  passed  by  an 
assistant  up  behind  the  cervix  uteri  with  firm  pressure,  in  order 


Fig.  3. — Counter-piessure  instrument. 


to  stretch  the  fornix  of  the  vagina  tightly  over  the  concavity  of 
the  spoon.  The  floor  of  Douglas'  pouch,  being  made  tense  and 
pressed  firmly  upward,  is  much  more  accessible  and  easily  punc- 
tured. The  point  of  the  scissors  penetrates  the  thin,  tight  sep- 
tum without  much  resistance,  and  is  prevented  from  injuring  the 
posterior  vaginal  wall  and  rectum  by  the  counter-pressure  spoon 
in  the  vagina.  After  the  opening  is  sufficiently  dilated  the  counter- 
pressure  instrument  will  facilitate  the  introduction  of  the  drain- 
age gauze  from  above  by  holding  the  parts  steady  and  stretching 
open  the  upper  extremity  of  the  vagina.  The  puncture  scissors 
are  passed  down  through  the  abdominal  cavity  behind  the  uterus 
in  the  usual  way,  finding  ample  space  on  the  tightly  drawn  floor 
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of  Douglas"  pouch  to  enable  quick  and  easy  puncture.  The  scis- 
sors (Fig.  4)  are  the  long,  sharp-pointed  instrument  coimnonly 
employed  for  this  purpose,  except  on  the  outer  edge  or  back  of 


Fig.  4. — Puncture  scissors. 


each  blade,  about  an  inch  from  the  point,  is  a  shoulder  or  guard 
that  projects  outward  at  an  angle  of  forty-five  degrees.  They 
are  rounded,  blunt,  three-eighths  of  an  inch  in  length,  and  serve 
the  purpose  of  catching  the  tissues  on  the  instrument  and  pre- 
venting them  from  slipping  back  in  the  direction  of  the  lock, 
as  so  often  happens  when  separating  the  blades  of  the  scissors 
when  dilating  the  opening.  The  cutting  surface  is  limited  to 
one  inch  to  prevent  accident  of  cutting  any  viscera  that  might 
accidentally  slip  in  between  the  blades  Avhile  spreading  them 
apart. 

They  are  not  essential  to  the  performance  of  liysterectomy 
and  vaginal  drainage,  but  add  convenience  in  a  small  way, 
and  will  be  found  to  accelerate  parts  of  the  work  mentioned. 


REMOVAL  OF  FIBROID  TUMORS  THROUGH  THE  VAGINA 
BY   CONTINUED   SPIRAL   INCISION. 

It  occurred  to  me  that  the  removal  through  the  vagina  of 
large  fibroid  tumors  in  the  lower  portion  of  the  utenis  might  be 
facilitated  by  a  slight  modification  of  the  incision  ol  the  tumor, 
instead  of  losing  time  in  catching  and  recatching  pa"'s  as  they 
are  cut  away  in  the  process  of  morcellation.  I  eudeaAcn-ed  to 
devise  a  plan  by  which,  once  fastening  a  hook  in  the  tumor,  it 
might  serve  the  purpose  of  traction  for  the  entire  o])eration 
without  removal  during  its  progress.  The  hook,  there  Tore,  is 
inserted  into  the  lower  portion  of  the  tumor  after  splitting  and 
separating  the  capsule,  and  the  incision  made  in  the  spiral  direc- 
tion, cutting  from  right  to  left  like  a  right-hand  screw,  thus 
making  a  thick  rope  of  fibrous  tissue  two  inches  in  diameter 
which  when  removed  has  a  characteristic  corkscrew  appearance. 

Fig.  5  shows  the  mass  or  tumor  in  this  shape  as  drawn  out  of 
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the  vagina.  Fig.  6  represents  the  mass  or  tumor  twisted  into 
its  original  shape,  but  showing  the  spiral  line  of  incision.  The 
tumor  was  five  inches  in  diameter  at  its  greatest  width  and  six 
inches  in  length,  completely  filling  the  bony  pelvis.     A  portion 


Fig.    5. — Characteristic    corkscrew    appearance    of    tumor. 

of  it  extended  into  the  vagina  and  caused  superficial  pressure 
necrosis  of  the  vaginal  mucosa. 

The  operation  was  done  under  nitrous  oxide  and  oxygen  gas 
and  the  tumor  removed  in  six  minutes,  after  which  two  large 


Fig.  6. — Tumor  twisted  into  its  original  stiape,  showing  spiral  incision. 

vessels  were  ligated  and  the  capsule  sutured;  then  a  perineor- 
rhaphy was  done  with  buried  sutures,  all  within  twenty  minutes 
of  anesthesia,  showing  a  great  saving  of  time  in  the  operation 
and  facilitating  the  execution  of  same. 
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It  is  important  not  to  cut  small  strips  or  make  the  turns  in  the 
spiral  line  too  close  together,  as  there  must  be  body  enough  in 
the  parts  removed  to  prevent  breaking  or  tearing  away.  A  rope 
of  tissue  two  inches  in  diameter  will  be  strong  enough  to  stand 
considerable  strain  in  solid  or  single-lobed  tumors.  The  traction 
forceps  should  be  held  by  an  assistant.  The  index  finger  of  the 
left  hand  is  used  to  guide  the  point  of  the  scissors,  and  to  sepa- 
rate the  capsule  from  the  tumor  as  the  cutting  proceeds,  using 
hawkbill  scissors,  as  those  with  ordinary  straight  edges  will  re- 
tard the  progress  of  the  operation. 

This  method  is  suited  only  for  large  growths,  as  small  ones 
can  be  turned  out  en  masse,  and  is  not  recommended  to  take  the 
place  of  all  cases  of  morcellation,  but  will  be  found  useful  in 
isolated  instances. 


A  FEW  UNUSUAL  CONDITIONS  IN  GYNECOLOGICAL  PRACTICE.^ 


BY 

J.    M.    BALDY,    M.D., 
Philadelphia. 


(With  illustration.) 


ECTOPIC  GESTATION  OR  PUS  TUBES? 

The  occasional  difficulty  of  diagnosis  between  ectopic  gesta- 
tion and  pelvic  inflammation  is  well  known  to  all  gynecologists ; 
and  could  one  always  with  certainty  make  this  distinction  the 
following  life  would  have  no  doubt  been  saved.  As  it  was,  I 
lost  her  from  my  inability  to  arrive  at  the  correct  coDf>lusion,  and 
acted  on  the  impulse  of  giving  her  the  benefit  of  the  ioubt  and 
saving  her  from  what  looked  to  me  like  a  fairly  sure  death. 

I  saw  the  patient  at  her  home  in  the  country  and  found  her  as 
blanched  as  a  woman  could  well  become.  Her  mucous  mem- 
branes were  absolutely  bloodless,  she  had  all  the  appearance  of  a 
woman  who  had  lost  a  great  amount  of  blood,  and  was  corre- 
spondingly weak.  She  gave  the  following  history:  Up  to  ten 
days  or  a  week  before  she  had  been  a  perfectly  well  woman, 

'Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  November  21,  1901. 
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strong,  neither  an  ache  nor  a  pain,  able  to  attend  to  her  hou>se- 
work,  all  of  which  she  did  herself.  She  had  a  good  healthy  appe- 
tite. Her  menstrual  periods  had  been  regular  until  the  last 
one,  which  was  a  bit  scanty;  she  had  no  vaginal  discharge,  nor 
had  she  had  one  in  the  past  as  far  as  she  could  recollect.  She 
wa.s  taken  suddenly  with  a  bad  "bellyache"  low  down  in  the 
abdomen  and  had  what  she  and  her  doctor  called  a  bad 
sinking  spell,  since  which  time  she  had  been  confined,  off  and 
on,  to,  bed.  She  was  having  a  continual  vaginal  discharge  of 
blood.  Her  pulse  was  weak  and  rapid,  probably  110  beats  to 
the  minute.  A  pelvic  examination  revealed,  high  up,  a  mass  on 
the  one  side  and  an  indefinite  feeling  of  fulness  on  the  opposite 
side ;  the  fundus  uteri  was  fixed  and  lost  in  the  mass.  It  looked 
like  a  certain  case  of  extrauterine  pregnancy  and  I  did  not 
hesitate  to  so  pronounce  it,  at  the  same  time  pointing  out  to  her 
doctor  that  there  was  ordinarily  a  bulging  of  the  cul-de-sac  and 
more  of  a  tumor  low  down,  and  that  the  pain  from  which  she 
suffered  at  the  time  of  the  collapse  was  not  as  severe  nor  as 
characteristic  as  was  generally  observed.  Still,  in  spite  of  these 
points,  everything  else  seemed  to  cry  ectopic  gestation  so  loudly 
that  I  gave  it  as  a  firm  opinion  that  the  balance  was  so  decidedly 
against  pus  that  we  could  only  act  on  the  hypothesis  of  ectopic 
and  operate  at  once.  Looking  back  over  the  case  now,  I  cannot 
see  how  I  could  possibly  have  done  differently.  She  was  re- 
moved to  the  Gynecean  Hospital  and  I  operated  by  the  ab- 
dominal route  the  next  morning.  I  found  not  one  particle  of 
blood  in  the  abdominal  cavity,  but  a  pair  of  as  beautiful  pus 
tubes  as  I  have  seen  for  many  a  day.  An  amputation  hysterec- 
tomy was  done  as  quickly  as  circumstances  would  allow  and  the 
patient  put  to  bed.  Her  pulse  was  130  beats  to  the  minute  and 
she  never  rallied  from  the  effects  of  the  shock,  dying  inside  of  ten 
hours. 

I  have  thought  this  case  over  carefully  and  am  afraid  if  I  had 
to  do  it  over  again  I  would  do  the  same  as  I  did.  I  say  afraid, 
because  if  I  had  known  the  true  situation  the  patient  could  have 
been  treated  in  bed  for  a  week  or  two  until  she  had  recovered 
from  the  enormous  loss  of  blood,  and  could  then  have  had  her 
operation  with  comparative  safety. 

Her  doctor  and  I  must  have  been  greatly  deceived  as  to  the 
quantity  of  blood  the  patient  had  lost  per  vaginam ;  and  I  am  the 
more  convinced  that  this  was  very  great  in  quantity  for  the 
reas.on  that  my  nurses  at  the  hospital  told  me  afterward  that  in 
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cleansing  the  vagina  they  had  removed  large  quantities  of  huge 
clots  and  that  she  had  bled  freely  the  night  she  passed  in  the 
hospital.  I  am  completely  unable  to  account  for  the  sudden 
hemorrhagic  condition  of  the  endometrium.  I  had  never  seen 
such  a  condition  before  and  was  unprepared  to  recognize  its  sig- 
nificance. The  past  perfect  condition  of  health  of  the  patient  is 
a  mystery,  because,  although  her  doctor  tells  me  he  has  reason  to 
suspect  her  husband  is  "a  bit  gay,"  the  pelvic  inflammation  was 
evidently  an  old  one  and  in  no  sense  an  acute  condition.  Every- 
thing about  it  contradicted  such  a  supposition.  A  curettage  of 
the  uterus,  packing  the  cavity  with  sterile  gauze,  ergot  and 
similar  drugs,  rest  in  bed,  proper  blood-making  diet  and  tonic 
drugs  for  a  week  or  two,  would  have  saved  her  life,  I  am  confi- 
dent ;  and  yet.  in  face  of  the  clinical  condition,  who  could  hav3 
so  decided? 

APPENDICITIS   IN    PROCESS   OF   NATURAL    CURE. 

Mrs.  B.  was  operated  upon  by  me  for  a  beginning  prolapsus 
uteri  last  spring.  At  that  time  she  was  in  good  health,  neurotic, 
but  not  otherwise  affected  apparently — at  least  as  far  as  she  or 
her  husband,  who  is  a  physician,  told  me.  During  her  conval- 
escence, while  in  bed  after  the  end  of  the  second  week,  she  had  a 
sharp  attack  of  pain  in  her  abdomen,  which  she  located  on  the 
right  side,  and  which  soon  made  her  whole  lower  abdomen  tender. 
Her  tongue  was  coated  and  her  digestion  bad,  and  I  assumed  it 
to  be  an  attack  of  indigestion  with  flatulent  colic,  exaggerated 
by  her  general  neurosis.  The  attack  cleared  up  in  three  or  four 
■days  and  I  thought  no  more  of  it.  She  returned  to  her  home  up 
the  State  at  the  end  of  four  weeks.  The  next  time  I  heard  from 
her,  a  few  months  later,  she  had  had  a  couple  more  attacks  similar 
to  the  one  she  had  in  the  Gynecean  Hospital.  I  sa^v  her  again 
about  this  time.  All  her  old  symptoms  of  prolapse  vere  gone, 
her  general  condition  was  much  better,  but  she  had  u.  sore  side 
with  tendency  to  return  of  sharp  attacks  of  pain.  1  •■Kamined 
the  pelvis  and  found  it  healthy;  the  region  of  the  appendix 
vermiformis  was  quite  tender  and  the  whole  lower  abdomen  was 
sore.  I  suggested  appendicitis,  but,  being  within  easy  reach  of 
her  for  the  summer,  encouraged  her  to  wait  awhile  and  see  if  it 
would  not  clear  up.  The  woman  was  veiy  neurotic,  and  I 
thought  possibly,  as  there  was  no  previous  history,  I  might  be 
mistaken  and  it  was  all  neurosis.     A  few  weeks  later  I  saw  her 
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again  and  at  that  time  gave  a  positive  opinion  of  chronic  ap- 
pendicitis, but  left  it  for  her  husband  to  suggest  operation — 
which  he  did  not  do.  By  carefully  questioning  the  patient  I  at 
this  time  discovered  that  she  had  had  occasional  pains  and  discom- 
forts in  the  region  of  the  appendix  for  a  year  or  more— only 
slight,  but  still  she  distinctly  recalled  them.  A  month  after  re- 
turning to  town  from  my  vacation  she  and  her  husband  came  to 
see  me  again.  The  attacks  had  continued,  the  soreness  was  con- 
stant, and  I  must  say  about  as  severe  on  pressure  over  the  left 
side  of  the  spinal  column  as  over  tlie  appendix.  I  now  advised 
operation,  and,  seeing  that  both  husband  and  wife  were  disin- 
clined to  have  it,  I  told  him  to  take  his  wife  to  Dr.  Deaver  and 
get  his  opinion  without  telling  that  I  had  given  one.  They 
came  back  with  the  diagnosis  of  chronic  appendicitis  and  oper- 
ation advised.  Even  now  they  would  not  have  it,  but  returned 
home,  and  a  few  weeks  later  I  received  a  letter  that  things  were 


getting  worse  and  that  they  would  come  down  and  have  an 
operation.  I  opened  the  abdomen  over  the  appendix  and  found 
what  appeared  to  be  to  the  eye  a  perfectly  healthy  appendix. 
Everything  else  in  the  abdomen  and  pelvis  was  healthy.  I  re- 
moved the  appendix  and  now  show  you  a  photograph  of  it  after 
it  was  cut  open. 

It  -v^^ll  be  observed  that  almost  one-half  of  it  is  obliterated, 
beginning  from  the  tip;  the  balance  shows  a  swollen,  hyper- 
trophied  lining  membrane.  The  appendix  is  seven  millimetres 
long;  three  millimetres  are  obliterated.  In  other  words.  Nature 
had  started  in  to  cure  the  disease,  and  I  believe,  had  it  been  let 
alone,  would  in  time  have  obliterated  every  trace  of  mucous 
membrane  throughout  its  whole  length.  At  no  point  did  the  ap- 
pendix show  sign  of  ulceration  or  gangrene,  and  there  is  no 
reason  why  the  cure  should  not  have  continued  safely  to  the  end. 
However,  we  cut  the  process  short  with  the  knife  and  the  patient 
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is  saved  the  dangers  and  discomforts  of  a  prolonged  chronic  peri- 
tonitis. 

I  present  this  case  simply  to  call  attention  to  one  method 
adopted  by  Nature  to  cure  cases  of  appendicitis,  and  not  as  an 
argument  against  proper  surgical  treatment  of  this  class  of 
disease. 

SUBURETHRAL   ABSCESS. 

Mrs.  B.  was  brought  to  me  with  the  following  history :  Five 
years  ago  she  had  an  operation  performed  upon  her  for  double 
ovariotomy,  both  Fallopian  tubes  and  ovaries  being  at  that  time 
removed  for  what  she  was  told  were  abscesses.  The  symptoms 
from  which  she  had  suffered  being  pain  and  a  purulent  vaginal 
discharge,  neither  the  pain  nor  the  discharge  was  relieved  by  the 
operation,  and  at  the  end  of  five  weeks  the  womb  was  curetted. 
Ten  weeks  later,  no  relief  having  been  experienced,  a  second 
curettage  was  made  with  a  negative  result.  After  an  interval 
of  a  year  partial  relief  came  gradually  from  both  symptoms, 
only  to  finally  depart  and  leave  her  as  she  had  been.  Last 
January  a  third  curettage  was  performed  with  no  result.  She 
was  brought  to  me  in  October  of  this  year. 

An  examination  revealed  thickened,  indurated,  and  fluctuating 
broad  ligaments,  a  fixed  uterus.  There  was  in  addition  a  bulging, 
fluctuating  tumor  projecting  into  the  vagina  from  the  bladder, 
extending  from  the  urethra  back  to  the  cervix,  and  apparently 
continuous  with  the  induration  in  the  broad  ligaments. 

The  patient  was  suffering  from  bearing-down  pains,  muco- 
purulent discharge,  and  pain  on  sitting  down.  The  abdomen 
was  opened  with  the  idea  of  an  exploration  of  the  pelvis  and  its 
contents  and  with  a  probable  view  to  a  complete  hysterectomy 
and  vaginal  drainage  of  the  whole  affected  area,  if  found 
feasible.  It  was  presumed  that  during  one  of  the  cur  ;ttements 
the  curette  had  been  plunged  through  the  uterine  wail  (one  or 
both)  into  the  broad  ligament,  and  that  thus  an  infection  had 
been  located  in  the  connective  tissues  about  the  uterus,  all  of 
which  probably  communicated  and  had  a  common  openine  into 
the  wound  which  was  not  sufficient  for  proper  drainage.  When 
the  pelvis  was  opened  it  was  found  that  the  induration  was  con- 
fined to  the  bases  of  the  broad  ligaments  and  that  above  the 
peritoneal  attachment  there  was  no  opening  into  the  uterus. 
It  was  seen  that  perfect  drainage  could  be  gotten  from  below, 
and,  as  it  was  not  desirable   (the  fundus  of  the  uterus  being 
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healthy)  to  open  up  any  pus  cavity  into  the  general  abdominal 
cavity  unless  necessary,  the  abdomen  was  closed.  The  patient 
being  placed  in  the  ordinary  lithotomy  position,  the  cervix  was 
freed  from  its  vaginal  attachments  anterior  and  the  bladder 
dissected  free  with  the  finger  up  to  the  peritoneal  attachment, 
care  being  taken  not  to  open  the  peritoneum  at  any  point  either 
anterior  or  posterior.  The  finger  was  worked  into  all  the  in- 
duration, and,  the  cervix  being  split,  the  anterior  lip  amputated 
as  high  as  the  peritoneal  reflexion.  This  was  done  with  the 
object  of  making  the  best  possible  drainage.  Pus  was  found 
in  variable  quantities  and  continued  to  flow  with  more  or  less 
freedom  for  a  week  without  any  appreciable  effect  on  the  sub- 
urethral tumor  and  without  much  diminution  of  symptoms. 
Afthe  end  of  this  time  the  bladder  was  explored  with  a  sound. 
This  was  followed  by  quite  free  bleeding,  and  the  suspicion 
was  entertained  tliat  possibly  we  had  an  intravesical  tumor  to 
deal  with.  No  blood  had  been  previously  passed  with  the  urine, 
nor  had  there  been  any  active  bladder  irritation  of  any  kind. 
The  cystoscope  was  brought  into  play ;  no  tumor  was  to  be  seen, 
only  a  general  bulging  into  the  floor  of  the  bladder  and  a  patch 
of  hemorrhagic  mucous  membrane  over  the  bulging  point.  It 
was  determined  to  open  directly  into  the  tumor  from  the  vaginal 
side  and  prevent  what  was  apparently  imminent,  a  rupture 
into  the  bladder.  This  was  done  without  delay  and  an  abscess 
containing  two  or  three  ounces  of  pus  emptied  out.  The  finger 
in  the  cavity  showed  that  there  was  no  opening  into  the  broad 
ligaments  and  that  the  cavity  was  self-limited,  lined  with  a  smooth 
membrane.  The  cavity  was  washed  out  and  packed,  and  at  thd 
time  the  patient  returned  home  was  almost  obliterated.  Her 
symptoms  of  pain  and  bearing  down  were  relieved  entirely  and 
the  bladder  mucous  membrane  had  regained  its  normal  appear- 
ance. There  was  still  some  discharge  from  the  wound,  but  it 
was  gradually  and  surely  lessening. 

The  origin  of  this  abscess  is  obscure,  and  I  am  at  a  loss  to  say 
just  what  the  cause  was,  when  it  began,  and  where  it  was  located. 
It  could  hardly  have  existed  at  the  time  of  the  original  ab- 
dominal section  and  first  two  curettages,  as  they  were  all  per- 
formed by  a  skilled  gynecologist,  and  it  is  not  conceivable  that 
he  could  have  overlooked  the  vaginal  bulging,  at  least.  At  the 
curettage  of  last  January,  which  was  done  by  her  family  doctor 
at  her  home,  this  tumor  was  first  discovered,  and  it  took  him  all 
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that  time  to  persuade  her  to  come  again  to  Philadelphia  for  an- 
other operation.     Her  sufferings  finally  drove  her  to  it. 

The  abscess  appeared  to  the  investigating  finger  to  be  con- 
fined to  a  distinct  sac,  and  not  to  be  such  as  one  would  find  in 
connective  tissue;  in  addition  the  opening  seemed  to  be  into  a 
cyst  with  a  distinct  wall  more  than  into  an  ordinary  cellular 
abscess.  It  no  doubt  was  an  abscess  of  one  of  tte  vaginal 
glandular  elements,  or,  what  is  more  probable,  an  abscess  of  one 
of  the  fetal  ducts  running  along  the  vaginal  vault.  In  this 
connection  it  is  of  interest  to  note  that  the  abscess  was  situated 
most  distinctly  to  the  right  side  of  the  median  line.  How  the 
infection  took  place  is  a  greater  matter  of  doubt.  Of  course 
we  have  the  infection  and  induration  of  the  bases  of  the  broad 
ligaments  and  the  successive  curettements,  but,  after  all,  these 
are  probable  causes  and  may  be  a  mere  coincidence,  as  such  ab- 
scesses have  occasionally  been  noted  without  any  of  these  ele- 
ments of  causation. 


CRIMINAL  ABORTION.' 


EDWARD   A.    BALLOCH,    M.D.. 
Washington,  D.  C. 


There  are  certain  subjects  in  medicine  upon  which  it  might 
seem  at  first  sight  that  the  last  word  had  long  ago  been  said  and 
that  further  discussion  would  be  both  unnecessary  and  without 
profit.  While  this  may  be  true,  does  not  the  fact  that  tbcy  are 
well  worn  show  that  these  subjects  are  of  perennial  iiitejcst  and 
that  no  satisfactory  solution  of  their  problems  has  as  yet  been 
reached?  In  gynecologj^  we  may  place  in  this  categov,  gonor- 
rhea in  women,  puerperal  sepsis,  and  criminal  abortion.  To  a 
few  remarks  concerning  the  last  of  these  I  desire  to  ask  the  at- 
tention of  the  Society  this  evening,  in  the  hope  that  som^  sug- 
gestions may  be  made  whereby  the  prevalence  of  this  practice 
may  at  least  be  diminished.  It  is  surely  unnecessary,  before  an 
audience  of  medical  men,  to  elaborate  upon  the  extent  to  which 
criminal  abortion  prevails,  nor  do  I  propose  to  dwell  upon  tlie 
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evil  results  which  follow  in  its  train.  We  are,  alas,  too  well 
aware  of  the  many  eases  of  ruined  health  and  chronic  invalidism 
which  date  from  abortions  to  need  any  refreshing  of  our  mem- 
ories on  that  point.  I  dare  say,  too,  that  each  of  us  could  cite 
more  than  one  instance  where  death  was  the  direct  and  imme- 
diate result  of  this  crime.  My  effort  to-night  shall  be  rather  in 
the  direction  of  endeavoring  to  ascertain,  if  possible,  the  causes 
underlying  the  crime  and  to  offer  a  few  tentative  suggestions 
as  to  the  means  of  lessening  it.  I  fear  that  it  would  be  Utopian 
to  hope  to  be  able  to  check  it  altogether. 

In  the  first  place,  it  may  be  said  that  this  is  a  vice  of  civiliza- 
tion. Perhaps  it  would  be  better  to  call  it  an  outgrowth  of  arti- 
ficial modes  of  living  and  the  struggle  for  existence  due  thereto. 
In  a  new  country,  where  the  conditions  of  life  are  comparatively 
easy  and  there  is  at  least  a  living  for  all,  children  are  born  with 
the  frequency  and  regularity  which  should  be  the  character- 
istic of  the  human  animal.  Large  families  are  the  rule  rather 
than  the  exception  and  cliildren  are  a  help  rather  than  a  hin- 
drance. As  the  population  grows  denser  and  the  struggle  for 
existence  keener  and  more  intense,  each  new-comer  means  a  new 
mouth  to  feed  and  is  therefore  regarded  as  an  unwelcome  in- 
truder. By  an  easy  transition  comes  the  desire  to  be  rid  of  the 
burden  and  an  intolerable  dread  of  bearing  another  child.  In 
many  cases  this  dread  is  not  unnatural.  To  the  woman  un- 
happily yoked  to  a  vicious,  drunken,  or  improvident  husband 
there  must  come  with  each  succeeding  pregnancy  an  ever-increas- 
ing sense  of  the  injustice  of  things  as  they  are  and  a  reluctance 
to  add  to  her  already  too  numerous  burdens  the  care  of  another 
infant.  The  crime  here  seems  rather  in  allowing  such  marriages 
to  take  place ;  but  society  is  not  as  yet  organized  upon  a  scientific 
basis,  so  they  must  be  reckoned  with.  From  a  purely  utilitarian 
standpoint  abortion  in  these  cases  is  not  an  unmixed  evil,  as  the 
state  is  perhaps  thereby  saved  the  care  of  another  incapable. 

In  the  second  place,  it  may  fairly  be  said  that  a  relaxed  moral 
tone  has  much  to  do  with  the  prevalence  of  abortion.  Religion 
no  longer  has  the  authority  which  it  once  possessed  nor  its  pre- 
cepts their  former  force.  This  is  equally  true  of  other  times 
than  our  own.  It  is  well  known  that  after  the  Restoration  in 
England  there  was  a  reaction  from  the  gloomy  asceticism  of  the 
Commonwealth,  and  morality  was,  to  put  it  mildly,  not  the  dis- 
tinguishing characteristic  of  the  court  of  Charles  II.  The 
gossipy  Pepys,  in  his  immortal  diary,  lets  a  little  light  upon  the 
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state  of  affairs  at  court  in  the  following  passage  :  ' '  Dr.  Pierce 
tells  me,  when  I  was  wondering  that  Frazer  should  order  things 
with  the  prince  in  that  confident  manner,  that  Frazer  is  so  great 
with  my  Lady  Castlemaine  and  Stewart  and  all  the  ladies  of  the 
court  in  helping  them  to  slip  their  calves  when  there  is  occasion, 
and  Avith  the  great  men  in  curing  them,  that  he  can  do  what  he 
please  with  the  king,  in  spite  of  any  man,  and,  upon  the  same 
score,  with  the  prince;  they  all  having  more  or  less  occasion  to 
make  use  of  him. ' ' 

Doubtless  each  of  us  can  call  to  mind  many  women  who  would 
think  themselves  insulted  were  their  religiousness  or  morality  to 
be  called  in  question,  who  yet  use  every  means  in  their  power  not 
only  to  prevent  conception,  but  also  to  terminate  a  pregnancy 
once  begun.  They  seem  to  find  some  way  to  square  their  con- 
sciences, as  I  am  not  able  to  recall  one  who  was  ever  particularly 
distressed  over  such  an  act,  especially  if  it  happened  in  the 
early  months  of  pregnancy.  This  callousness  and  indifference 
springs,  I  believe,  from  the  error,  which  seems  ingrained,  of  be- 
lieving that  the  fetus  is  not  alive  until  quickening  is  felt. 

"WTiile  we.  as  biologists,  know  that  the  ovum  is  alive  from  the 
instant  of  impregnation,  we  seemingly  cannot  impress  this  fact 
upon  others.  As  an  instance  of  this  the  eminent  Gennan  nat- 
uralist Ernst  Haeckel  relates  how  he  asserted  this,  to  him,  self- 
evident  proposition  to  an  eminent  jurist,  only  to  have  it  laughed 
at.  From  this  and  similar  instances  it  would  seem  that  a  course 
in  biology  would  not  be  amiss  as  part  of  a  legal  training.  The 
practical  fact  for  us  to  face  is  the  undeniable  truth  that  an  in- 
duced abortion  in  the  early  months  of  pregnancy  is  regarded  by 
most  women  as  a  venial  sin.  It  is  plainly  our  duty  to  combat 
this  error  in  every  way  possible.  After  quickening  occurs  the 
mother  seems  to  accept  the  inevitable  and  to  be  reconcii':'d  to  her 
fate. 

Another  class  comprises  those  young  girls  Avho,  in  i  moment 
of  temptation,  have  realized  that  the  sexual  instinet;  is  the 
strongest  force  in  nature  and  of  whom  Nature  has  exacted  her 
due.  To  such  young  girls  any  act  is  justifiable  which  \vill 
enable  them  to  conceal  their  shame.  These  are  the  cases  which 
harrow  our  feelings  and  make  us  wish  that  there  were  some  way 
to  help  them  consonant  with  our  sense  of  honor.  To  such  un- 
fortunates we  must  all  extend  our  pity  and  sympathy  while 
unable  to  relieve  them  in  the  way  they  desire. 

In  estimating  the  causes  of  the  prevalence  of  this  crime  the 
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emancipation  of  the  modem  woman  must  be  taken  into  account. 
When  a  woman,  and  especially  an  unmarried  woman,  is  a  wage- 
earner,  there  is  a  disinclination  to  have  her  wage-earning  capa- 
city interfered  with  by  marriage  and  possible  pregnancy.  A» 
one  of  this  sort  pithily  put  it,  she  was  not  going  to  give  up  a 
hundred-dollar  place  for  a  fifty-dollar  man.  However  much 
we  may  sympathize  with  woman  in  her  efforts  to  be  self-sustain- 
ing and  independent,  nevertheless  we  must  admit  the  fact  that 
such  a  state  of  things  does,  in  a  measure,  tend  to  the  setting-up- 
of  illicit  relations  and  incidentally  to  abortion.  The  sexual 
instinct  will  not  be  denied,  and  as  long  as  there  are  men  and 
women,  so  long  will  there  be  affinity  between  them.  Where  mar- 
riage would  interfere  with  material  interests  there  is  danger 
that  its  forms  will  be  disregarded  and  unions  formed  without 
its  sanctions.  AYhen  pregnane}''  takes  place  imder  these  circum- 
stances criminal  abortion  is  the  natural  result. 

The  last  class  demanding  notice  comprises  whatever  is  vicious 
and  rotten  in  modern  life.  This  is  not  of  necessity  limited  to  the 
lower  strata  of  society.  The  prostitute  in  liigh  life  is  almost  as 
frequent  as  her  purely  professional  sister  and  has  not  the  latter 's 
excuse  for  her  traffic,  while  she  practises  all  her  arts.  It  is 
among  this  class  that  criminal  abortion  seems  a  matter  of  utter 
indifference.  The  resort  to  the  abortionist  is  no  more  a  matter 
of  concern  than  a  visit  to  the  dentist.     It  is  all  in  the  day's  work. 

From  what  has  been  said  it  might  be  inferred  that  when  one 
has  considered  as  factors  in  the  prevalence  of  abortion  the  wife 
and  mother,  the  misguided  young  girl,  the  business  woman  and 
the  vicious  one,  he  has  included  practically  all  classes  of  women 
except  those  past  the  menopause.  Such  an  inference  would  be 
almost  legitimate,  for  the  fact  is  that  all  classes  of  women  within 
the  childbearing  limits  furnish  their  quota  to  the  abortionist. 
This  being  the  case,  it  may  seem  like  tilting  against  a  windmill 
to  attempt  to  staj'  this  crime.  The  outlook  is  in  truth  discourag- 
ing, yet  it  is  possible  that  something  may  be  done.  At  all  events, 
we  physicians  should  be  shirking  our  plain  dut}^  did  not  we  at  all 
times  raise  our  voices  in  protest.  Mere  protest,  however,  mth- 
out  some  suggestions  of  a  practical  nature,  would  be,  I  fear,  as 
unavailing  as  the  lamentations  of  Jeremiah. 

In  endeavoring  to  satisfy  this  demand  it  has  occuiTed  to  me  to 
ask  the  question :  What  classes  of  persons  in  the  community  are 
interested   in   the  suppression   of   this   crime?     And    I   would 
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answer  by  naming  four,  viz. :  physicians,  lawyers,  ministers  of 
religion,  and  statesmen. 

Physicians  are  interested  in  two  directions.  In  a  broad  sense 
we,  as  biologists,  are  convinced  that  the  end  and  aim  of  the 
hitman  animal  is  the  reproduction  of  its  species.  Whatever  in- 
terferes with  such  reproduction  is  a  biologic  crime.  In  a  nar- 
rower sense,  as  practising  physicians,  we  are  almost  daily  wit- 
nesses to  the  always  damaging  and  frequently  dangerous  effects 
of  this  crime,  and  few  of  us,  I  fancy,  would  be  sorry  were  we 
never  again  to  encounter  cases  of  this  character. 

Lawyers  are  interested  because  of  the  frequent  violations  of 
the  law  and  the  apparent  helplessness  of  its  officers  in  bringing 
the  criminals  to  justice.  If  one  law  can  be  persistently  disre- 
garded with  impunity  it  tends  to  a  disrespect  for  all  fonns  of 
law.  It  should  be  well  understood  that  the  ovum  has  life  from 
the  moment  of  impregnation  and  that  to  destroy  that  life  with- 
out warrant  is  murder  from  a  legal  standpoint. 

^Ministers  of  religion  are  interested  from  the  fact  that  to  them 
the  wanton  destruction  of  a  human  soul  is  a  heinous  crime  against 
God  and  man  and  utterly  destructive  of  good  morals. 

Lastly,  it  should  be  the  policy  of  every  state  to  show  a  gain  in 
the  birth  rate  over  the  death  rate  within  its  borders.  Such  a 
gain  means  growth,  while  a  loss  means  the  gradual  decay  of  the 
state  in  power  and  influence.  Mliatever  tends  to  reduce  the 
birth  rate  of  a  country  is  consequently  a  political  crime.  Lest 
this  should  seem  an  unwarranted  statement,  permit  me  to  cite  the 
alarm  and  agitation  in  France  over  this  very  question  which  is 
now  engaging  the  attention  of  her  most  advanced  thinkers.  Eng- 
land, too,  will  have  to  face  the  same  problem,  as  is  shown  by  the 
following  figures,  based  on  her  last  census :  There  are  now  500 
fewer  births  daily  in  the  United  Kingdom  than  there  were  twenty 
years  ago.  During  the  five  years  from  1894  to  189^  there  were 
5,750.000  births  in  the  United  Kingdom,  whereas  huJ  the  birth 
rate  been  the  same  as  in  the  five  years  from  1874  to  1878  the 
number  of  births  would  have  been  over  a  million  more,  viz., 
6,780,000.  Since  1874-1878  the  decline  in  the  English  birth  rate 
has  been  greater  than  that  of  France.  Taking  England  and 
Wales,  the  loss  since  1874-1878  has  been  17  per  cent,  while  in 
France  it  has  been  only  10  per  cent.  While  criminal  abortion 
may  not  play  a  large  part  in  this  decline,  it  is,  at  lea.st.  an  ap- 
preciable one. 
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Having  indicated  the  classes  most  interested  in  the  suppression 
of  this  crime,  it  is  in  order  to  indicate  the  proper  sphere  of  each 
in  dealing  -with  it.  First,  what  is  our  own  particular  duty  ?  As 
physicians  we  are  more  intimately  conversant  with  this  crime 
and  its  effects  than  any  one  else,  and  it  should  be  our  duty  to 
insist  at  all  times  and  seasons  upon  the  actual  physical  harm 
which  may  and  does  result  from  its  practice.  Women  should  be 
made  to  understand  that  it  is  vastly  more  harmful  and  dangerous 
to  have  an  abortion  than  to  bear  a  child,  and  that  where  the 
mortality  from  the  one  is  practically  nil  the  other  causes  many 
deaths  and  untold  misery  every  year.  It  should  also  be  im- 
pressed upon  them  that  such  an  act  is  murder,  pure  and  simple. 
I  have  long  thought  that  if  a  short  pamphlet,  dealing  with  this 
subject  purely  from  a  medical  standpoint,  could  be  prepared  for 
distribution,  much  good  might  be  accomplished.  Such  a  pam- 
phlet should  be  prepared  by  men  of  unquestioned  authority  and 
should  be  free  from  any  possible  taint  of  self-interest.  It  would 
seem  an  eminently  proper  work  for  the  American  Gynecological 
Society'  or  some  similar  body.  If  we  could  have  something  of 
this  kind  to  put  into  the  hands  of  every  woman  who  is  dallying 
with  the  temptation  to  this  crime,  it  might  do  good  in  many  ways. 
As  we  have  a  more  intimate  knowledge  of  this  matter  than  any 
one  else,  all  others  interested  must  rely  upon  the  medical  pro- 
fession for  data  to  aid  them  in  their  proper  lines  of  work,  and 
such  a  pamphlet  would  give  them  a  basis  for  action.  The  lawyer 
can  do  much  to  help  in  the  warfare  against  this  crime.  By 
judicious  laws  it  should  be  made  impossible  for  the  abortionist 
to  tender  his  services  and  the  nostrum  venders  to  advertise  their 
wares  so  openly  and  boldly  as  they  do  now.  One  can  scarcely 
take  up  a  daily  paper  without  having  his  sense  of  decency  of- 
fended by  numerous  advertisements  of  "female  regulative  pills" 
and  such  like  concoctions,  and  the  abortionist  thrusts  himself 
upon  our  notice  in  words  which  deceive  nobody.  While  we  may 
truthfully  say  that  the  majority  of  the  drugs  advertised  are  in- 
effective, it  cannot  be  said  that  they  are  harmless,  and  the  intent 
of  the  abortionist  is  plain  and  unmistakable.  Again,  is  it  neces- 
sary or  wise  to  thus  suggest  to  the  pregnant  woman  that  she  may 
rid  herself  of  her  burden?  It  would  seem  to  be  contrary  to 
public  morals,  to  say  nothing  of  law,  for  such  advertisements  to 
appear.  Our  lawmakers  should  be  aroused  to  a  sense  of  their  re- 
sponsibility in  this  matter.  To  the  credit  of  a  large  and  in- 
fluential section  of  the  press  it  should  be  said  that  many  news- 
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papers  now  refuse  to  insert  advertisements  of  this  character 
and  that  the  number  of  such  journals  is  constantly  increasing. 
This  is  a  hopeful  sign.  We  need  laws  which  will  reach  and 
punish  the  abortionist.  At  present  it  seems  impossible  to  con- 
vict these  criminals. 

Ministers  of  religion,  of  whatever  creed  or  sect,  should  give 
this  matter  their  attention.  Such  a  pamphlet  as  I  have  alluded 
to  would  give  them  plenty  of  facts  and  it  would  rest  with  them 
to  deal  -^dth  the  evil  from  the  standpoint  of  religion.  It  is  no 
answer  to  this  to  say  that  church  members  are  not  guilty  of  this 
practice.  AVe  know  better ;  and  if  preachers,  instead  of  Keeping 
their  heads  in  the  clouds,  would  bring  them  down  to  earth,  it 
would  not  take  them  long  to  find  out  the  truth  of  the  assertion 
that  the  crime  is  almost  as  prevalent  within  the  churches  as  with- 
out them.  An  exception  must  here  be  noted  in  favor  of  the 
Catholic  Church.  To  the  everlasting  credit  of  her  theologians 
and  working  pi"iests,  they  have  constantly  and  consistently  taken 
a  resolute  stand  against  induced  abortion  and  deserve  all  honor 
for  it.  I  believe  that  much  of  the  laxity  of  the  clergy  in  dealing 
with  this  matter  results  from  ignorance,  and  that  to  secure  their 
active  co-operation  it  would  only  be  necessary  to  demonstrate  to 
them  the  facts  as  we  know  them.  At  all  events,  a  little  plain- 
speaking  would  do  no  harm. 

The  true  statesman  has  at  heart  the  growth  of  his  country  in 
power  and  wealth  and  should  view  with  concern  any  limitation 
of  its  population.  Of  course  criminal  abortion  is  only  one  factor 
in  a  lessened  birth  rate,  but  it  is  a  demonstrable  one.  It  is  the 
statesman's  duty  to  see  that  the  conditions  of  life  in  the  state  are 
as  little  burdensome  as  possible,  and  that  the  temptation  to  limit- 
ation of  offspring  on  account  of  over-population  and  the  diffi- 
culty of  finding  bread  for  so  many  mouths  should  be  lessened 
so  far  as  may  be  practicable.  This  would  perhaps  involve  a 
transfer  of  population  from  crowded  centres  to  less  populous 
parts  of  the  country.  This  economic  side  of  the  question  is  too 
large,  however,  for  a  paper  like  this,  and  deserves  treatment  by 
the  political  economist  rather  than  the  physician. 

There  remains,  in  closing,  the  consideration  of  the  class  com- 
prising those  young  girls  who  have  yielded  in  a  moment  of 
temptation  and  find  themselves  pregnant  as  a  consequence.  To 
many  of  these  is  offered  the  choice  of  an  abortion  or  a  life  of 
shame.  Need  w^e  wonder  that  they  choose  the  former?  Is  there 
no  third  choice?  To  the  liberal-minded  it  seems  that  there 
16 


242  NOBLE:    THE    HALF-HITCH    SUTURE. 

should  be  some  way  for  these  unfortunates  to  restore  themselves 
to  a  respectable  position  in  society.  As  it  is,  such  chances  are 
few.  Would  it  be  impracticable  for  refuges  to  be  established, 
under  auspices  which  would  commend  themselves  to  the  pro- 
fession, where  these  cases  could  be  taken  care  of  during  preg- 
nancy and  be  afterward  restored  to  their  places  in  the  com- 
munity ?  This  may  look  like  condoning  vice  or  putting  a  pre- 
mium on  crime,  but  is  it  not  preferable  to  driving  the  victim  into 
the  hands  of  the  abortionist  or  into  a  life  of  shame?  We  laiow 
that  so  long  as  human  nature  is  as  it  is  these  cases  will  occur. 
Wliy  not,  then,  recognize  the  fact  and  make  provision  for  them? 
They  are  not  all  vicious  by  any  means,  and  if  they  could  be  re- 
stored to  their  places  in  society  with  their  reputations  un- 
tarnished they  would  once  more,  in  many  instances,  be  re- 
spectable members  of  the  community.  To  my  thinking  they  are 
much  less  culpable  than  the  respectable  (?)  wife  and  mother 
who  rids  herself  of  number  four  or  five  simply  on  account  of  the 
inconvenience  of  bearing  another  child. 

I  feel  like  offering  an  apology  for  the  fragmentary  and  incom- 
plete nature  of  these  observations,  but  I  recognize  the  fact  that  it 
is  a  subject  in  which  we  are  all  interested.  I  therefore  present 
it  in  the  hope  that  those  who  are  wiser  and  better  qualified  than 
I  to  discuss  it  may  add  to  the  suggestions  already  made.  We 
should  all  work  together  to  limit  this  crime,  which  is  undoubtedly 
increasing,  and  which  has  results  more  far-reaching  than  might 
at  first  sight  appear. 

1013  Fifteenth  street,  N.  W. 


THE     HALF-HITCH     SUTURE: 

A   NEW    SUTURE   FOR   USE   IN   ANTERIOR   COLPOEBHAPHY.^ 


CHARLES   p.    NOBLE,    M.D., 
Surgeon-in-Chief,    Kensington    Hospital    for    Women,    Philadelphia. 


(With  two  illnstrations.) 


The  method  of  suturing  which  I  bring  to  your  attention  1 
have  used  since  1894  in  anterior  colporrhaphy  and  resection  of 

^Read   before  the   Section  on   Gynecology,   College   of  Physicians   of 
Philadelphia,  November  21,  1901. 
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the  anterior  vaginal  wall.  Prior  to  that  time  the  Stoltz  oper- 
ation had  been  employed  as  one  of  the  steps  in  the  operative 
treatment  of  procidentia  uteri.  Realizing  that  the  principle  of 
the  Stoltz  operation  is  wrong  for  cases  of  procidentia,  because  it 
draws  the  cervix  uteri  toward  the  pubic  arch,  this  operation  was 
abandoned,  and  first  anterior  colporrhaphy  and  later  resection 


Pig.  1. — The  half-hitch  suture  closing  the  deeper  layers  of  th-  wound. 


of  the  entire  thickness  of  the  anterior  vaginal  wall  was  adopted. 
The  form  of  denudation  in  the  one  case,  or  of  the  portion  of  the 
vaginal  wall  to  be  removed  in  the  other  case,  depends  upon  the 
degree  of  cystocele  or  relaxation  of  the  anterior  vaginal  wall  in 
the  particular  patient.  Its  dimensions,  however,  are  always 
much  greater  from  before  backward  than  from  side  to  side.     In 
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closing  the  wound  it  is  essential  that  the  lateral  margins  be  ap- 
proximated in  such  a  way  that  the  wound  will  not  be  fore- 
shortened—that is,  that  the  cervix  shall  not  be  dragged  forward. 
There  can  be  no  doubt  that  the  interrupted  suture  fully  meets 
the  requirements  of  the  situation.  The  disadvantage  of  the  in- 
terrupted suture  is  the  length  of  time  required  to  place  the  neces- 
sary number  of  sutures.     The  continuous  suture  can  be  placed 


Fig.  2. — Closing  the  vaginal  wound  with  a  continuous  suture    and  with  mat- 
tress sutures. 

very  much  more  rapidly,  but  has  the  disadvantage  of  foreshorten- 
ing the  wound. 

To  meet  the  requirements  of  the  situation  I  devised  what  I  call 
the  "half-hitch  suture. ' '  This  is  introduced  in  the  same  manner 
as  the  continuous  suture,  except  that  the  needle  and  free  end  of 
the  suture  is  drawn  under  the  last  preceding  loop  each  time  after 
passing  through  the  tissues.  AVhen  the  suture  is  drawn  taut 
the  result  is  that  the  lateral  borders  of  the  wound  are  approxi- 
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mated  without  foreshortening.  This  method  of  suturing  is  em- 
ployed particularly  for  the  approximation  of  the  deeper  layers 
of  the  wound,  the  needle  catching  up  the  under  surface  of  the 
cut  vaginal  wall  and  any  loose  tissue  in  contact  with  the  wall  of 
the  bladder.  By  this  means  the  depths  of  the  wound  are  closed 
and  a  dead  space  is  prevented.  The  superficial  row  by  means  of 
which  the  vaginal  walls  themselves  are  approximated  is  intro- 
duced after  the  usual  manner  of  placing  the  continuous  suture. 
Cumol  catgut  is  the  material  employed.  In  addition  to  this 
double  row  of  catgut  sutures,  usually  two  mattress  sutures  of 
silkworm  gut  are  placed  to  take  tension  off  of  the  line  of  union. 
This  is  important  because  of  the  strain  which  might  come  upon 
the  line  of  union  from  efforts  at  vomiting  or  in  defecation  some 
days  after  the  operation,  when  the  catgut  has  become  softened. 

Resection  of  the  vaginal  wall  is  one  of  the  important  steps  in 
the  operative  treatment  of  procidentia  uteri  and  serves  to  remove 
the  excess  of  the  overstretched  tissues  of  the  pubic  segment  of 
the  pelvic  floor.  When  resection  of  the  entire  vaginal  wall  is 
practised  the  scar  is  much  more  firm  than  that  obtained  when 
merely  a  thin  strip  of  the  mucous  membrane  is  removed  and  the 
vaginal  wall  is  folded  upon  itself,  as  was  done  in  the  various 
older  methods  of  performing  anterior  colporrhaphy. 

I  think  it  important  to  call  attention  to  the  fact  that  the  de- 
nudation should  not  be  too  broad.  If  too  much  tissue  is  re- 
moved laterally,  it  has  two  bad  consequences :  the  resulting 
anterior  vaginal  wall  will  be  lowered  perhaps  a  half-inch  below 
its  proper  plane,  and  the  lateral  vaginal  walls  Avill  be  dragged 
so  far  forward  and  so  put  upon  the  stretch  that  it  will  interfere 
with  the  perineal  repair  so  important  in  procidentia  cases. 


A  NEW  METHOD  OP  TAMPONING  THE  UTERUS  PO.^T  PARTUM.^ 


BY 

RUDOLPH   WIESER   HOLMES,    M.D., 
Chicago,  111. 


(With  illustration.) 


At  the  present  time  practically  all  authorities  are  agreed  that 
the  intrauterine  tampon  post  partum  is  a  useful  method  of  treat- 

^Presented  at  the  meeting  of  the  Chicago  Gynecological  Society,  No- 
vember 15,  1901. 
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ing  postpartuni  hemorrhage,  and  in  severe  eases  almost  an  ab- 
solutely indispensable  measure  for  controlling  the  bleeding. 
Practically  we  have  only  one  procedure  for  introducing  the 
gauze— the  method  of  Diihrssen,  who  was  the  one  to  popularize 
this  treatment  for  pos,tpartum  hemorrhage.  Diihrssen 's  method 
is  carried  out  as  follows :  The  anterior  and  posterior  lips  of  the 
cervix  are  drawn  down  to  the  vulva  by  means  of  volselloe ;  the 
left  hand  is  passed  into  the  lower  uterine  segment,  and,  mth 
this  hand  as  a  guide,  the  right  hand,  armed  with  a  strong  dressing 
forceps,  pushes  the  gauze  into  place.  Broadly,  there  are  two 
minor  modifications  of  this  method :  one,  to  replace  the  left 
hand  by  specula  in  the  vaginal  fornices,  the  lips  pulled  down  by 
volsella\  and  the  gauze  pushed  home  as  above;  Schauta  dispenses 
with  the  volsellae  and  specula  ordinarily— otherwise  the  method 
is  that  of  Diihrssen.  One  of  these  three  plans  probably  always 
will  be  in  vogue  in  severe  hemorrhages  where  time  is  the  primal 
object.  In  an  almost  incredibly  short  time  the  uterus  may  be 
tightly  tamponed  by  the  method  of  Schauta,  which  requires  the 
least  preparation  of  the  three  methods.  The  great  disadvan- 
tages of  these  procedures  are  that  the  gauze  rubs  more  or  less 
against  the  vulva  and  vagina  and  carries  some  bacteria  into  the 
uterine  cavity,  and  the  friction  of  the  gauze  and  repeated  intro- 
duction of  the  forceps  may  increase  the  abrasions  normally 
present  in  the  parturient  canal  post  partum,  or  even  perforate 
the  uterus.  The  danger  of  the  introduction  of  the  germs  into 
the  uterus  undoubtedly  is  least  when  volselljE  and  specula  are 
used.  AVith  an  atonic  uterus,  or  a  widely  dilated  os  artS  re- 
traction ring,  the  danger  of  injury  is  reduced  to  a  minimum  by 
these  methods.  But  when  the  orifices  of  the  cervix  or  retraction 
ring  are  constricted,  and  possibly  the  cervix  has  not  been  effaced, 
as  is  seen  in  cases  of  rigid  os  (particularly  of  premature  labors), 
the  dangers  and  difficulties  of  tamponade  are  present.  For  these 
cases  especially  a  substitute  for  Diihrssen 's  method  is  to  be  de- 
sired. Recently  the  writer  had  a  case  w^here  it  was  expedient  tc 
tampon  the  uterus  for  constant  oozing  of  blood  from  the  uterus 
and  cervix;  the  firmly  constricted  retraction  ring  offered  some 
considerable  obstacle  to  a  proper  tamponade  of  the  utero-vaginal 
tract.  The  principle  of  Wood's  packer  suggested  itself  as  a 
means  to  be  utilized  in  similar  cases.  The  instrument  which  I 
present  is  Wood's  packer  modified  to  suit  the  needs  of  post- 
partum work. 

The  Instrument  comes  in  three  parts— the  tube,  the  obturator, 


I 


HOLMES :    TAMPONING   THE    UTERUS   POST   PARTUM. 


247 


and  the  introducer.  The  tube  has  a  length  of  twenty-eight 
centimetres  and  a  calibre  of  eighteen  millimetres.  On  the 
proximal  end  is  a  handle  similar  to  that  on  Kelly's  graduated 
urethral  speculum.  There  is  a  pelvic  curve  of  five  centimetres; 
this  curve  is  in  the  distal  half  of  the  tube,  and  its  measure  is 
taken  from  the  centre  of  the  lumen  at  the  distal  end  to  the  pro- 
longation of  the  line  coincident  to  the  external  lower  surface  of 
the  straight  portion  of  the  tube ;  a  greater  curve  than  this  pre- 
vents a  proper  working  of  the  introducer.  The  obturator  has  a 
conical  shape  and  accurately  fits  the  distal  opening;  its  use  is 
merely  to  facilitate  the  introduction  of  the  tube.  The  intro- 
ducer is  a  strong,  highly  tempered  steel  rod  with  three  sharp 


prongs  on  its  distal  end  (the  clefts,  between  the  prongs  must  be 
so  rounded  that  by  no  chance  may  the  gauze  be  caught "i  ;  near 
the  proximal  end  is  a  small  cross-bar  at  such  a  distance  from  the 
prongs  as  to  prevent  their  appearance  beyond  the  distal  end  of 
the  tube;  some  six  centimetres  further  is  the  handle;  the  rod 
should  be  at  least  No.  12  French  scale. 

Methods  of  Use.  — The  tube,  with  obturator  in  place,  is  pushed 
up  to  the  fundus  uteri,  guided  by  the  left  hand  introduced  into 
the  lower  uterine  segment.  The  obturator  is  removed  without 
withdrawing  the  hand  from  the  vagina.  An  assistant  brings 
the  jar  of  properly  prepared  gauze  within  an  inch  or  two  of  the 
proximal  end  of  the  tube ;  the  end  of  the  gauze  is  picked  up  with 
a  forceps  and  pushed  into  the  tube  a  short  distance— i.e..  two 
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inches;  then  the  introducer  is  pushed  home,  carrying  the  gauze 
with  it ;  rapidly  mthdrawing  the  introducer  an  inch,  or  at  most 
two  inches,  again  it  is  pushed  home,  repeating  the  maneuvre  until 
the  uterus  and  vagina  are  full.  It  is  a  useful  expedient  while 
packing  to  gently  oscillate  the  distal  end  of  the  tube  from  side 
to  side  to  throw  the  gauze  in  folds  across  the  cavity:  Tv/o  facts 
must  be  kept  in  mind :  one,  that  if  the  introducer  is  withdrawn 
too  much  the  gauze  will  be  packed  into  the  tube,  thus  preventing 
further  working  of  the  instrument,  or  at  least  hindering  the 
progress  of  the  gauze ;  second,  the  gauze  must  be  of  proper  size, 
and  so  "felted"  in  the  container  that  it  feeds  out  easily— under 
no  circumstances  must  the  gauze  be  rolled  in  the  jar.  The 
method  of  using  the  instrument  may  be  modified  by  holding  the 
handle  in  the  left  hand  and  proceeding  as  before ;  however,  my 
experience  has  taught  me  it  is  not  so  efficient  as  described  above. 

Its  Advantages  and  Disadvantages.— By  this  method  of  pack- 
ing it  is  unnecessary  for  the  sterile  gauze  to  touch  living  tissue 
from  the  time  it  leaves  the  container  until  it  is  in  situ,  therefore 
it  is  an  absolutely  sterile  method.  The  soft  parts  receive  a  mini- 
mum amount  of  injury.  The  only  assistance  necessary  is  for 
some  one  to  hold  the  jar  of  gauze  near  the  tube.  To  tampon  with 
the  volsellge  and  specula  requires  at  least  two  assistants,  one  of 
whom  must  be  skilled ;  Schauta 's  method  compares  with  mine  in 
that  no  trained  assistants  are  needed,  desirable  though  it  may  be 
to  have  such  assistants.  The  disadvantages  are  two :  that  it  re- 
quires more  time  to  tampon— twice- or  thrice  the  time  is  needed 
over  Diihrssen's  method— and  the  uterus  cannot  be  so  tightly 
packed.  For  these  reasons  it  is  entirely  inappropriate  for  severe 
hemorrhages,  but  could  be  used  where  insufficient  assistants 
were  at  hand.  It  is  particularly  efficacious  in  rigid  os  at  term,  or 
more  especially  in  premature  labors  from  the  third  to  seventh 
months;  in  cases  where  the  retraction  ring  is  constricted;  in 
lacerations  of  the  vagina  or  cervix  where  it  is  inexpedient  to  re- 
pair the  tears ;  in  cases  of  rupture  of  the  uterus  where  we  wish  to 
make  as  few  intrauterine  manipulations  as  possible ;  where,  after 
prolonged  intrauterine  manipulations,  as  version,  placental  re- 
moval, etc.,  it  is  desired  to  tampon  as  a  prophylaxis  against 
secondary  hemorrhage  or  infection. 

Since  the  instrument  was  made  I  have  had  four  opportunities 
to  tes,t  its  virtues  between  October  5  and  November  12. 

The  first  case  was  a  deep  tear  of  the  cervix  extending  into  the 
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broad  ligament,  where  the  uterus  was  firmly  contracted.  The 
second  was  a  woman  five  months  pregnant;  the  woman  had 
bled  for  a  month.  A  continuance  of  vaginal  tampons  for  forty- 
eight  hours  made  no  impression  on  the  rigid  os.  After  dilating 
with  Hegar's  sounds  to  admit  two  fingers,  further  dilatation 
could  not  be  secured  by  Barnes'  bags;  evisceration  and  craniot- 
omy were  performed  and  the  fetus  delivered  through  the  rigid 
cervix.  After  the  third  stage  the  packer  was  introduced  and  the 
tampon  applied.  In  this  case  the  tube  was  held  quite  firmly  by 
the  cervix.  The  third  case  had  many  conditions  in  common  with 
the  second.  The  fourth  case  was  that  of  a  placenta  previa 
lateralis;  the  lower  border  of  the  placenta  just  touched  the  re- 
traction ring.  When  the  hand  was  introduced  to  perform  ver- 
sion after  the  expulsion  of  Braun's  colpeurynter,  the  placenta 
was  found  almost  entirely  separated,  prolapsed  in  front  of  the 
head,  and  hanging  by  the  upper  rim  of  placenta  near  the  fundus, 
requiring  subsequent  manual  removal.  As  a  douche  did  not  stop 
the  flow  of  blood  and  the  uterus  tended  to  relax,  I  tamponed  -with 
my  instrument.  At  the  moment  of  packing  the  retraction  ring 
admitted  two  fingers. 

The  Gauze.— At  the  present  time  there  is  no  gauze  on  the 
market  suitable  for  tamponing  the  uterus  post  partum  either  by 
the  method  of  Diihrssen  or  by  my  method.  Gauze  in  yard 
widths  is  too  bulky  for  efficient  tamponade  and  offers  difficulties 
in  its  subsequent  removal.  The  most  convenient  gauze  for  tam- 
poning by  the  introducer,  or  Diihrssen 's  method,  is  a  strip  one- 
half  yard  wide  and  nearly  twelve  yards  long ;  this  gauze  is  folded 
into  a  strip  about  two  inches  wide.  In  cases  of  extreme  atony 
full  twelve  yards  may  be  introduced  into  the  utero- vaginal  tract; 
in  other  cases  the  amount  will  depend  on  the  laxity  of  the  uterus 
and  roominess  of  the  vagina.  A  pint  jar  will  hold  nearly  eleven 
yards  of  this  gauze,  if  very  tightly  packed.  To  cover  the  needs 
of  aU  cases  the  firm  of  J.  Elwood  Lee  &  Co.,  of  Conshohocken, 
Pa.,  have  arranged  to  place  on  the  market  a  gauze  'if  these  di- 
mensions, packed  in  an  entirely  glass  jar,  suitable  for  all  tam- 
ponades of  the  uterus  post  partum,  whether  the  method  as  above 
described  is  used  or  the  method  of  Diihrssen.  The  gauze  will  be 
impregnated  with  chinosol,  six  per  cent;  chinosol  is  practically 
inodorous,  is  non-toxic,  and  has  an  extremely  strong  bactericidal 
power.  The  company  will  be  i-eady  to  meet  the  demand  for  such 
gauze  charged  \Adth  other  standard  antiseptics;  the  writer  can- 
not, however,  too  strongly  enter  his  remonstrance  against  the  use 
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of  bichloride  of  mercury  or  iodoform  gauzes  for  intrauterine  tam- 
ponade—both  are  so  toxic  that  the  danger  from  their  use  in 
such  a  large  absorbing  caAity  as  the  uterus  is  always  present. 

I  have  to  thank  Messrs.  Sharp  &  Smith,  of  Chicago,  for  maldng 
the  instrument  for  me. 

387  North  State  street. 
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Meeting  of  November  21,  1901. 
John  C.  Da  Costa,  jM.D.,  in  the  Chair. 
Dr.  Charles  P.  Noble  read  a  paper  on 

THE  half-hitch  SUTURE— A  NEW  SUTURE  FOR  USE  IN 

anterior  colporrhaphy.^ 

Dr.  J.  M.  Baldy'. — The  points  made  by  Dr.  Noble  are  of  course 
of  importance  in  plastic  surgery.  I  do  not,  however,  think  that 
the  continuous  suture,  used  in  the  proper  way,  will  foreshorten 
the  vagina,  except  to  an  inappreciable  extent.  I  can  see  how 
the  half-hitch  suture  which  Dr.  Noble  uses  would  do  very  much 
the  same  thing  if  pulled  tight.  The  amount  in  either  case  would 
be  so  inappreciable  that  there  would  be  no  effect  on  the  result. 
I  see  that  Dr.  Noble  uses  only  in  the  depth  of  the  wound  the  half- 
hitch  suture,  and  the  continuous  suture  on  the  mucous  membrane 
edges.  If  the  one  would  foreshorten,  the  other  would  do  the 
same  thing.  I  would  hesitate  to  do  half  of  the  operation  with 
one  stitch  and  the  other  half  with  another,  if  I  believed  either 
foreshortened  to  any  material  extent.  If  the  foreshortening  oc- 
curred in  the  mucous  membrane  rather  than  in  the  depths  of  the 
wound,  much  more  tension  on  the  uterus  would  be  the  result. 

It  does  not  seem  to  me  that  there  is  danger  of  over-denudation. 
There  are  certain  landmarks  to  prevent  this  accident.  If  the 
labia  are  separated  and  the  anterior  wall  of  the  vagina  draA\Ti 
doAvn,  the  portion  exposed  will  be  the  extent  to  denude.  The  re- 
sult of  suturing  after  a  too  wide  denudation  would  be  the  tearing 
out  of  the  sutures  and  that  would  be  the  test  of  whether  one  was 
in  the  habit  of  denuding  too  widely  or  not.  I  cannot  recall  more 
than  one  or  two  cases  in  all  my  experience  in  which  the  line  of 
incision  has  separated,  and  I  always  use  catgut  in  the  whole  ex- 
tent of  the  wound.  If  the  suture  is  long  enough  after  closing  the 
'See   original   article,   p.    242. 
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depths  of  the  wound  I  often  continue  the  stitching  back  again 
with  the  same  suture  on  the  mucous  membrane  edges. 

Dr.  R.  C.  Norris. — There  may  be  an  advantage  such  as  Dr. 
Noble  claims  in  the  suture  mentioned.  It  seems  to  me,  however, 
that  a  continuous  catgut  suture  in  two  or  three  superimposed 
layers  should  not  foreshorten  the  oval  denudation  made  on  the 
anterior  vaginal  wall — the  method  I-  have  employed  -^vith  satis- 
faction. If  it  should,  the  shortening  would  be  so  trifling  as  not 
to  interfere  "vnth  the  result  of  the  operation. 

One  criticism  which  occurs  to  me  is  that,  in  making  this  half- 
hitch  suture,  tension  at  an  angle  is  made  at  the  points  where  the 
hitch  is  made  and  the  suture  thus  might  cut  through  at  such 
points.  One  would  have  to  use  heavier  catgut  than  is  used  in  the 
simple  continuous  suture. 

Men  who  have  had  experience  avoid  too  extensive  lateral  de- 
nudation and  see  that  there  is  not  too  great  tension.  The  ad- 
vantage, to  my  mind,  of  the  continuous  suture  in  layers,  running 
from  the  meatus  to  the  cervix  and  back  again,  is  that  a  dense 
cicatrix  results  which  supports  the  bladder  and  does  not  drag 
the  cervix  forward.  A  uterus  A\dll  not  prolapse  so  long  as  the 
cervix  is  pointing  toward  the  sacrum. 

The  advantages  of  Dr.  Noble's  suture  seem  to  me  more  theo- 
retical than  practical. 

Dr.  George  E.  Shoemaker.— Sometimes  when  there  is  bulging 
of  the  anterior  vaginal  wall  there  is  an  elongation  and  it  is  de- 
sirable by  some  method  of  suturing  to  shorten  antero-posteriorly. 
My  own  method  is,  after  incising  the  vaginal  wall,  to  sew  it  up 
with  layers  of  cumol  gut,  in  order  to  be  sure  that  the  wound  holds 
in  firm  union.  I  do  not  trust  catgut  on  mucous  membrane,  ex- 
cept the  chromicized  catgut.  The  silk  should  not  be  removed 
until  the  end  of  convalescence,  so  it  can  be  done  without  the  parts 
being  stretched. 

Dr.  John  C.  Da  Costa. — I  have  not  tried  Dr.  Noble's  half- 
hitch  stitch  on  the  mucous  membrane  of  the  vagina.  I  have, 
however,  in  other  parts  of  the  body,  and  it  does  not  seem  to  give 
me  the  same  satisfaction— does  not  hold  the  parts  as  well  as 
either  the  interrupted  suture  or  running  stitch,  I  used  the 
method  more  than  two  years  ago  at  the  suggestion  of  Dr.  Rhoads, 
formerly  a  resident  at  the  Jeflferson  Hospital.  I  found  there 
w^as  a  tendency,  unless  there  was  very  careful  appi  oximation, 
for  the  stitches  to  hold  on  one  side  closer  than  the  cither  and 
produce  a  little  of  that  foreshortening  that  Dr.  Noble  is  trying  to 
prevent. 

In  anterior  colporrhaphy  my  method  differs  from  that  of  the 
gentlemen  who  have  spoken.  I  have  not  found  as  good  results 
in  the  buried  sutures  as  in  a  single  row.  I  place  the  sutures  one- 
quarter  inch  from  the  edge  of  the  mucous  membrane,  pick  up  the 
raw  surfaces  across  the  whole  extent  of  the  wound,  and  bring  the 
suture  out  about  a  quarter  of  an  inch  from  the  edge  of  the  other 
side.     That  brings  the  whole  mass  together  in  the  centre  line 
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and  holds  firmly.  By  doing  tliis  either  wth  the  running  stitch, 
which  is  quicker,  or  by  the  interrupted,  I  think  the  results  will 
always  be  satisfactory. 

Dr.  C.  p.  Noble  (closing). — It  is  evident  that  all  of  us  recog- 
nize the  principle  in  procidentia  proper  that  the  anterior  vaginal 
wall  should  not  be  foreshortened.  I  recognize  that  there  are 
cases  of  large  cystocele  with  little  procidentia.  These  take  place 
so  commonly  in  old  women  that  they  are  referred  to  as  "old 
women's  cystoceles. "  There,  undoubtedly,  the  indication  is  to 
foreshorten  the  anterior  vaginal  wall,  because  the  cervix  remains 
in  much  its  normal  position  and  the  anterior  vaginal  wall  is  per- 
haps a  third  longer  than  it  should  be.  I  am,  however,  glad  to 
see  that  in  the  class  of  cases  mentioned,  procidentia,  we  are  all 
agreed  that  this  foreshortening  should  not  be  permitted.  I  have 
used  this  method  of  suturing  since  1894  and  in  that  time  have 
done  more  than  one  hundred  procidentia  operations,  and  from 
my  experience  I  am  satisfied  that  there  is  less  tendency  to  fore- 
shortening than  with  the  running  stitch.  The  reason  is  that  in 
the  deeper  layers  the  sutures  are  in  very  movable  tissue.  In  the 
procidentia  cases  the  cervix  is  already  down  and  there  is  no 
resistance  from  behind,  or  very  little,  because  of  the  procidentia. 
In  other  words,  there  is  nothing  to  prevent  the  cervix  from  being 
drawn  forward  by  the  suture.  If  there  is  nothing  to  break  the 
tension,  while  the  greater  tendency  is  to  approximate  the  wound 
laterally,  there  is  also  a  tendency  to  approximate  it  from  end  to 
end.  I  agree  that  with  a  good  operator  the  vaginal  wall  will  be 
sufficiently  long  to  give  a  good  result,  but  I  am  equally  certain 
it  Avill  be  rather  longer  if  he  uses  the  half -hitch  rather  than  the 
running  stitch.  The  tissues  in  the  deeper  layers  are  very  mov- 
able. The  vaginal  wall  is  not  so  movable  and  the  tendency  to 
foreshorten  is  there  much  less  than  in  the  deeper  layers.  In  this 
layer,  as  the  drawing  shows,  I  always  use  in  extensive  cases  two 
mattress  sutures  of  silkworm  gut,  which  also  tends  to  prevent 
foreshortening.  These  have  about  the  same  action  as  the  half- 
hitch  sutures.     In  the  superficial  line  I  use  the  running  suture. 

I  would  like  to  emphasize  what  I  said  about  the  effect  of  ex- 
tensive denudation.  There  is  great  danger  in  the  perineal  oper- 
ation of  having  too  little  vaginal  Avail  and  having  it  on  the 
stretch.  This.  I  think,  is  an  important  point  in  doing  the  oper- 
ation. 

Dr.  J.  M.  Baldy  presented 

A  CASE  op  suburethral  ABSCESS.^ 

Dr.  C.  p.  Noble.— I  have  in  the  hospital  a  case,  so  far  as  the 
suburethral  abscess  is  concerned,  similar  to  that  reported  by  Dr. 
Baldy.  My  case  has  not  the  broad-ligament  complications.  The 
patient  has  had,  a  number  of  times,  discharge  of  pus  from  the 
vagina  preceded  by  severe  pain,  and  she  came  into  the  hospital 

^See  original  article,  p.  2.33. 
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at  the  conclusion  of  one  of  these  attacks.  On  examination  an 
infiltrated  area  could  be  felt  under  the  urethra,  and  the  resident, 
Dr.  Tracy,  operated  and  exposed  a  cystic  cavity.  No  doubt  the 
cavity  had  contained  pus  which  was  recently  discharged.  At 
my  suggestion  Dr.  Tracy  dissected  out  the  remainder  of  the  sac 
and  sewed  it  up.  Had  there  been  free  pus  this  would  not  have 
been  feasible.  In  that  case  we  would  have  curetted  the  base  of 
the  sac  and  applied  carbolic  acid  and  packed.  The  patient  has 
made  a  good  recovery.  I  have  seen  one  other  case  similar  in 
character,  possibly  two.  These  cases,  I  think,  are  rare,  and  the 
etiology  obscure.  I  remember  one  case  which  had  discharged 
through  the  urethra  and  in  which,  presumably,  the  trouble  had 
come  from  an  infected  Skene's  duct. 

Dr.  George  E.  Shoemaker.— I  have  now  in  the  ward  of  the 
Presbyterian  Hospital  a  patient  with  a  cyst  of  the  anterior  wall 
of  the  vagina  which  was  dissected  out  in  the  median  line.  The 
wound  was  closed  with  running  sutures  and  the  patient  got  en- 
tirely well.  This  was  not  a  case  of  abscess,  but  of  a  cyst  in  the 
median  line  which  had  become  infected.  The  patient  had  been 
delivered  of  twins  about  four  weeks  before  and  there  was  sepsis 
afterward.  On  pressure  in  the  vagina  this  prominent  tumor, 
which  stood  out  between  the  labia,  exuded  pus. 

The  case  which  Dr.  Baldy  narrates  might  have  been  originally 
one  of  those  cysts  which  occur  in  the  upper  vagina  on  one  side. 
That  with  suppuration  would  dissect  down  to  the  vagina.  These 
cysts  in  the  upper  vagina  at  the  side  of  the  cervix  are  perhaps 
more  common  than  the  distinct  suburethral  cysts.  I  recall  re- 
moving one  in  a  patient  of  Dr.  Lyman  in  West  Philadelphia 
about  four  years  ago.  I  have  seen  two  other  cases  of  sup- 
puration between  the  urethra  and  vagina,  both  of  which  drained 
into  the  urethra. 

Dr.  R.  C.  Norris.— The  subject  of  suburethral  abscess  is  an 
interesting  one,  and  those  of  us  who  have  seen  such  cases  ought 
to  attempt  to  throw  some  light  upon  the  etiology  by  reciting  the 
etiological  factors  in  one's  own  cases.  My  first  case  was  one  fol- 
lowing an  operation  for  extrauterine  pregnancy.  The  operation 
was  an  emergency  abdominal  operation  done  some  weeks  after 
rupture  and  after  suppuration  had  occurred.  Some  four  or  five 
weeks  after  convalescence  of  the  patient,  seeing  he:-  again  with 
her  doctor,  my  attention  was  called  to  the  condition  in  the 
neighborhood  of  the  urethra,  which  proved  to  be  a  suburethral 
abscess  distending  a  localized  area  of  the  anterior  vatrinal  wall 
and  communicating  with  the  urethra.  From  a  close  study 
of  the  case,  there  seemed  to  have  been  a  burrowing  of  pus 
from  the  base  of  the  broad  ligament  around  the  cervix,  be- 
neath the  bladder,  and  under  the  urethra,  finally  rupturing 
into  the  urethra.  Drainage  through  an  incision  in  the  an- 
terior vaginal  wall  was  followed  by  a  cure.  A  second  case  was 
of  analogous  origin.  It  followed  an  operation  for  pus  tubes,  at 
a  time  when  we  all  used  silk  ligatures,  some  of  which  necessarily 
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became  infected.  In  this  case  burrowing  of  pus  had  occurred 
through  small  channels  leading  from  the  silk  ligature,  down 
through  the  base  of  the  broad  ligament,  under  the  bladder  and 
urethra  where  there  was  a  large  collection  of  pus.  The  case 
seemed  not  unlike  the  one  Dr.  Baldy  spoke  of  occurring  before 
the  operation  for  inflammatory  disease  of  the  appendages  '\\dth 
pus.  A  third  case  was  one  sent  by  Dr.  Callen  to  the  Methodist 
Hospital.  She  had  a  history  of  puerperal  infection.  The  ab- 
domen was  opened  and  a  dense,  hard  infiltrate  found  between  the 
layers  of  the  broad  ligament  on  the  left  side.  She  had  had  a 
history  of  fever  and  infection  following  the  birth  of  a  child. 
An  extraperitoneal  broad-ligament  abscess  doubtless  had  formed, 
and,  after  partial  resolution  or  absorption,  a  caseous  mass  had 
been  left,  which  had  burrowed  out  between  the  cervix  and 
bladder  and  finally  between  the  vagina  and  urethra.  The  ab- 
domen was  closed  and  the  pus  cavity  drained  through  an  incision 
into  the  anterior  vaginal  wall. 

The  three  cases  I  have  had  have  all  had  a  similar  etiology,  the 
focus  of  infection  arising  between  the  layers  of  the  broad  liga- 
ment and  finally  leading  to  suburethral  abscess.  With  the 
formation  of  cysts  in  this  region  I  have  had  no  experience. 

The  following  papers  were  presented : 

SIX  CESAREAN  SECTIONS/ 

by  Dr.  Edward  P.  DA\as. 

THREE    CASES   OF    CESAREAN    SECTION. " 

by  Dr.  Stricker  Coles. 

A    CASE   OF    CESAREAN    SECTION,® 

by  Dr.  R.  C.  Norris. 

Dr.  C.  p.  Noble.  —  I  would  like  to  ask  Dr.  Norris  on  what  sta- 
tistics the  preference  for  the  Porro  operation  is  based.  It  is  my 
opinion  that  those  who  operate  most  prefer  hysterectomy  to  the 
Porro  operation. 

Dr.  R.  C.  Norris.  — I  hold  in  my  hand  a  reprint  of  an  article  by 
Zinke,  of  Cincinnati,  on  Cesarean  section  in  placenta  previa,  in 
which  is  given  the  mortality  of  modern  Cesarean  section,  quoting 
different  authors.  His  tables  do  not  state  the  respective  mortal- 
ities of  the  two  operations,  and  I  know  of  no  large  number  of 
recent  Porro  cases  collected  from  many  operators.  The  Sanger 
method  has  been  more  generally  employed,  and  his  table  doubtless 
comprises  both  operations.  The  mortality  varies  up  to  16  per 
cent,  and  the  mortality  of  108  Porros  collected  by  Lusk  (1892)  is 
15  per  cent.  More  recent  statistics  of  a  few  selected  operators 
make  a  better  sho^^nng.  At  the  Congress  held  in  Amsterdam  in 
1899   Pinard   gave   a    resume   of   Leopold's.    Olshausen's,    and 

^See  original  article,  p.  169.  -See  original  article,  p.   179. 

*See  original  article,  p.   184. 
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Zweifel's  statistics  as  follows:  the  couservative  operation,  5.8 
per  cent  mortality;  the  Porro  operation,  3.7  per  cent  mortality. 

Dr.  George  M.  Boyd.  — The  papers  to  which  we  have  listened 
bring  before  the  Section  broadly  the  discussion  of  the  field  of 
Cesarean  section,  its  indication,  and  the  choice  of  operation.  AVe 
haVe  ten  Cesarean  sections  with  one  death,  if  I  am  right  in  what 
I  have  heard:  Dr.  Davis  reports  six  cases  with  one  death,  Dr. 
Coles  three  cases  with  recovery,  and  Dr.  Norris  one  case  with  re- 
covery. I  am  glad  to  have  had  the  opportunity  of  hearing  these 
reports  and  to  know  that  the  field  of  usefulness  for  the  Cesarean 
operation  is  increasing.  It  seems  to  me  that  it  will  increase  and 
can  only  increase  by  selection  of  operation.  Celiotomy  and  hys- 
terectomy narrow  the  field  of  usefulness  for  the  Cesarean  section. 

Tn  regard  to  the  indication  for  Cesarean  section,  I  feel  that  we 
have  about  reached  the  time  when  the  child's  life,  under  certain 
conditions,  alone  will  justify  the  operation. 

Regarding  the  Cesarean  section  for  eclampsia,  the  number  of 
operations  yet  performed  is  limited  and  I  feel  that  its  usefulness 
has  not  been  tested.  I  would  favor  its  use  in  certain  cases.  We 
cannot  yet  form  any  positive  opinion  as  to  its  usefulness  in  cer- 
tain cases  of  placenta  previa.  It  is  my  belief  that,  in  a  few 
cases  of  central  implantation  in  which  the  hemorrhage  has  been 
slight  and  the  patient  is  in  good  condition.  Cesarean  section 
would  give  us  the  best  results.  I  feel  that  only  in  a  very  few 
eases  of  placenta  previa  should  we  resort  to  this  operation.  I 
cannot  agree  with  some  that  the  maternal  mortality  in  placenta 
previa  is  a  very  low  one.  We  all  admit  that  the  fetal  mortality 
is  high,  and  in  cases  of  central  implantation  of  the  placenta 
we  may  not  see  the  cases  early.  I  believe  obstetric  cases  are 
studied  more  closely  to-day  than  they  have  been  in  the  past,  and 
that  we  will  see  cases  of  eclampsia  and  placenta  previa  earlier 
than  heretofore,  and  that  the  patient  will  be  in  condition  warrant- 
ing the  section. 

I  believe  the  choice  of  operation  depends  upon  the  case.  Celio- 
hysterectomy  and  celiohysterotomy  have  each  a  field  of  useful- 
ness. One  is  more  mutilating  than  the  other  and  may  not  always 
be  justifiable  to  produce  sterility.  I  have  had  one  celiohys- 
terectomy  for  fibroid  tumor  obstructing  the  pelvis,  seven  celio- 
hysterotomies.  The  majority  of  the  cases  have  b'^cn  in  good 
condition  and  it  was  possible  to  make  the  choice  ot  operation. 
The  celiohysterotomies  have  done  as  well  as  the  celiohysterec- 
tomies.  I  believe,  also,  that  it  is  a  simpler  operation.  Dr.  Davis 
reported  one  case  in  which  the  breech  presented  and  in  which 
there  were  other  conditions  demanding  Cesarean  section.  Here 
was  a  case  which  clearly  indicated  celiohysterotomy.  The  same 
patient  may  become  pregnant  again  and  be  easily  delivered,  pos- 
sibly without  forceps. 

Dr.  C.  p.  Noble. — My  experience  with  this  operation  is  not  as 
large  as  that  of  some  of  the  other  speakers,  yet  I  cannot  help  but 
have  some  positive  views  upon  the  matter.     I  feel  that  the  present 
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tendency  to  increase  the  indication  for  Cesarean  section  has  a 
good  basis.  A  good  many  women  and  babies  are  both  injured 
and  lost  when  both  could  be  saved  by  Cesarean  section.  In  a 
general  way  I  am  in  sympathy  with  the  present  tendency  to 
broaden  the  operation— not  only  on  account  of  the  mother,  but 
of  the  child.  The  life  of  the  child  is  a  matter  for  serious  con- 
sideration, and  I  am  not  in  sympathy  with  the  old  view  that  the 
child  should  be  sacrificed  without  question,  merely  for  very 
slight  improvement  in  the  chances  of  the  mother. 

With  reference  to  the  Cesarean  section  in  placenta  previa,  we 
discussed  that  question  at  the  County  ]\Iedical  Society  recently 
and  I  cannot  say  that  my  views  have  been  changed  by  what  I 
have  seen  or  read  since.  My  personal  experience  with  placenta 
previa  has  been  very  satisfactory  with  the  older  methods  of  treat- 
ment. I  have  had  one  fatal  case  only;  and  Mobile  I  don't  re- 
member the  exact  number  of  cases  of  placenta  previa  I  have  seen, 
it  must  be  at  least  a  dozen  and  probably  is  larger.  In  the  one 
fatal  case  the  patient  was  exsanguinated  when  first  seen  and  died 
some  time  after  delivery,  not  having  lost  an  appreciable  amount 
of  blood  during  the  delivery.  Death  occurred  because  she  was 
not  delivered  sufficiently  early.  I  believe  the  majority  of  cases 
can  be  successfully  treated  by  version  with  low  mortality  for  the 
mother  and  relatively  high  for  the  child.  If  the  Cesarean  section 
finds  a  broader  field  in  placenta  previa  it  is  my  opinion  that  the 
indication  will  be  on  the  side  of  the  child  rather  than  on  the  side 
of  the  mother.  If  I  were  called  in  a  case  of  placenta  previa  in  an 
old  primipara  with  firm  tissues,  or  if  I  had  reason  to  believe. that 
there  was  a  big  baby  or  that  the  mother's  pelvis  was  relatively 
small,  these  conditions  would  influence  me  in  favor  of  Cesarean 
section.  AVith  a  roomy  pelvis  and  a  not  unusually  large  child  I 
would  deliver  by  the  feet. 

AVith  reference  to  the  general  question  as  to  whether  we 
should  select  celiohysterotomy  or  celiohysterectomy,  I  have 
never  been  in  favor  of  hysterectomy,  unless  there  is  some  special 
reason  in  an  individual  case.  Unless  my  reading  is  seriously  at 
fault,  I  think  that  in  most  of  the  larger  maternities  hysterotomy 
is  the  preferred  operation.  I  think  the  burden  of  proof  rests 
on  those  who  wish  to  take  out  the  uterus  to  justify  their  position. 
The  point  made  by  Dr.  Norris,  that  a  woman  is  very  apt  to  take 
the  advice  of  her  doctor,  is  a  good  one ;  so  that  any  one  who  wishes 
to  do  a  hysterectomy  can  easily  have  the  opinion  of  the  patient 
that  she  does  not  want  to  have  any  more  children.  When  a 
woman  is  pregnant  and  suffering  the  pangs  of  labor  her  judg- 
ment is  not  good. 

Dr.  W.  Eeynolds  Wilson.  — It  seems  to  me  that  in  the  list  of 
cases  reported  the  reduction  in  the  conjugate  diameter  to  eight 
centimetres  is  a  rather  indefinite  indication  for  Cesarean  section, 
except  where  a  general  contraction  of  the  pelvis  may  have  been 
noted.  A  conjugate  diameter  of  eight  centimetres  is  scarcely 
sufficient  to  warrant  an  elective  operation.     The  head  diameters 
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described  in  Dr.  Coles '  paper  were  measured  after  the  extraction 
of  the  child  through  the  uterine  incision ;  the  engaging  diameters 
were  of  course  very  much  in  excess  of  what  they  would  have  been 
if  there  had  been  a  possibility  of  moulding.  The  head  measure- 
ments are,  therefore,  only  of  relative  value  in  determining  the 
necessity  for  Cesarean  section. 

I  think  that  cases  selected  for  Cesarean  section  without  due 
consideration  of  the  possibility  of  moulding  of  the  head  are 
faulty  cases ;  in  my  own  experience  T  have  found  that  the  attempt 
to  apply  the  forceps,  properly  carried  out,  had  not  interfered 
with  the  Cesarean  section  which  sometimes  had  been  needed  to 
complete  delivery.  I  therefore  think  that  a  little  longer  ob- 
servation of  labor  in  individual  cases  with  attempted  extraction 
bj^  means  of  forceps,  together  with  the  careful  estimation  of  the 
size  of  the  child  and  a  study  of  the  history  of  the  case,  will,  in  the 
majority  of  cases,  call  for  the  performance  of  Cesarean  section, 
not  as  an  elective  operation,  but  rather  as  a  means  of  completing 
labor. 

Dr.  J.  M.  Baldy.— The  only  trouble  with  Dr.  Wilson's  advice 
of  the  prior  use  of  the  forceps,  etc.,  would  be  to  prevent  about 
three-quarters  of  the  Cesarean  sections.  There  is  a  growing  con- 
viction outside  of  obstetric  circles  that  there  are  too  many 
Cesarean  sections  done.  The  cases  reported  to-night  are  fair 
examples  of  this,  almost  all  having  a  diameter  of  about  eight 
centimetres. 

The  whole  question  of  Cesarean  section  in  regard  to  eclampsia 
is  far  from  being  settled  in  the  affirmative,  and  the  day  will  come 
shortly  when  it  will  not  be  done  at  all.  There  is  great  question 
whether  it  is  advisable  to  empty  the  uterus  at  once  in  a  large 
number  of  cases ;  convulsions  go  on.  and  in  a  few  cases  originate 
even  after  the  uterus  is  emptied.  I  cannot  see  how  in  that  par- 
ticular class  of  eclampsia  cases  Cesarean  section  can  do  good ;  in 
fact,  it  does  distinct  harm  in  delaying  other  proper  treatment — 
eliminating  treatment. 

As  far  as  hysterectomy  and  hysterotomy  are  concerned,  I  am 
not  in  accord  with  the  opinion  of  the  majority  of  men.  I  be- 
lieve that  any  man  who  puts  a  woman  in  the  position  of  having 
a  second  Cesarean  section  is  far  from  doing  his  duty.  It  is  not 
right  to  use  his  judgment,  or  her  so-called  judgment,  or  any  other 
judgment  in  regard  to  the  matter.  If  a  woman  is  once  put  to 
the  test  of  Cesarean  section  in  giving  birth  to  a  child,  the  cause 
being  an  incurable  one  and  the  indications  for  the  operation  ab- 
solute, a  physician  is  not  in  any  sense  of  the  word  justified  in 
putting  her  to  a  second  test.  The  woman  ought  to  be  saved  the 
possibility  of  a  second  pi-egnancy.  She  has  done  her  duty  fully 
to  her  family  and  mankind  in  childbearing  when  she  has  gone 
through  the  first  one.  I  would  choose  myself,  in  sterilizing  a 
woman,  to  do  hysterectomy.  I  believe  that  in  every  case  where 
the  woman  has  had  Cesarean  section,  and  in  a  second  pregnancy 
another  Cesarean  section  would  be  necessitated,  the  second  preg- 
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nancy  ought  to  be  made  impossible,  in  spite  of  what  all  the  Ger- 
mans ever  born  saj^  to  the  contrary.  In  cases  of  placenta  previa 
we  will  soon  hear  the  last  of  Cesarean  section.  The  eases  which 
are  too  bad  to  be  treated  successfully  by  the  ordinary  methods 
will  usually  be  killed  by  the  operation. 

Dr.  Edward  P.  Davis  (closing).  — Cesarean  section  in  the  treat- 
ment of  eclampsia  has  not  been  practised  sufficiently  long  to 
enable  us  to  arrive  at  a  positive  opinion  regarding  its  merits.  As 
I  stated  in  the  paper,  I  do  not  believe  pregnancy  should  be  inter- 
rupted in  most  cases  of  toxemia  and  eclampsia.  If  the  uteius 
shows  a  disposition  to  empty  itself  it  should  be  aided  to  do  so,  but 
otherwise  our  treatment  should  be  prophylactic  and  medicinal. 

The  Porro  operation  performed  in  this  case  Avas  done  upon  the 
following  grounds :  The  eranioclast  and  cephalotribe  had  failed 
to  deliver  a  dead  child  in  an  infected  uterus.  To  have  performed 
version  would  have  exposed  the  mother  to  injury  of  the  uterus 
from  the  perforated  cranium  and  also  to  the  danger  of  uterine 
rupture.  The  choice  lay  between  the  Porro  operation  and  the 
removal  of  the  entire  uterus  unopened.  The  formei-  was  chosen 
and  proved  successful. 

In  the  four  remaining  eases  Cesarean  section  was  chosen  be- 
cause we  believe  that  the  operation  gives,  in  such  cases,  the  best 
results  for  mother  and  child.  In  the  case  of  the  primipara  whose 
child  was  in  breech  presentation,  an  unusual  combination  of  cir- 
cumstances threatened  the  lives  of  mother  and  child  :  the  de- 
velopment of  the  fetus,  its  position  and  presentation,  the  as:e  of 
the  mother,  the  rigidity  of  the  birth  canal,  the  mental  and  nervous 
state  present,  and  the  very  strong  desire  on  the  part  of  the 
parents  to  save  the  child,  required  a  method  of  deliveiy  which 
gave  at  least  an  equal  chance  to  mother  and  child.  Regarding 
the  choice  of  operation,  there  was  no  dissent  in  consultation. 

The  remaining  three  operations  were  performed  for  pelvic 
contraction.  In  this  class  of  cases  Ave  believe  that  the  indications 
for  the  elective  Cesarean  section  are  different  to-day  from  those 
which  governed  us  ten  years  ago.  If  Ave  refer  to  the  recent  litera- 
ture of  Cesarean  section  aa^c  find  this  belief  indicated  by  Braun- 
FeruAvald,^  Pinard,-  Leopold,^  Kronig,*  Reynolds,^  and  Jewett.* 
The  latest  comprehensive  discussion  of  the  subject  occurred  at 
the  last  meeting  of  the  American  Gynecological  Society,  held 
May  30  to  June  1.  1901.  Under  the  title  of  "Indications  for 
Cesarean  Section  as  Furnished  by  Pehne  Contractions."  "Wil- 
liams presented  a  paper  giA'ing  the  results  of  his  observations  in 
2.128  cases  in  the  Obstetrical  Department  of  the  Johns  Hopkins 
Hospital.     He   concludes,    from   his   OAAm   observations   and   the 

^Archiv  fiir  Gynakologie,  Band  lix.,  Heft  2,  1899. 
^Annales  de  Gynecologie.  August  and  September,  1899. 
^Miinchener  medicinische  Wochenschrift,  No.  34,  1899. 
^Centralblatt  fiir  Gynakologie,  No.  24,  1901. 
''Obstetrics,  January,  1900. 
'Brooklyn  Medical  Journal,  October.  1900. 
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recent  literature  of  the  subject,  that  in  uninfected  cases  the 
relative  indication  for  Cesarean  section  should  be  advanced  to 
eight  and  a  half  centimetres  for  tlat  and  nine  centimetres  for 
generally  contracted  pelves.  When  the  relative  indication  is 
present  the  woman  should  be  allowed  to  go  into  the  second  stage 
of  Ihbor  and  have  bearing-down  pains  for  one  hour,  when,  if  the 
head  does  not  show  signs  of  moulding  or  descending.  Cesarean 
section  should  be  performed  instead  of  forceps  upon  the  movable 
head  or  version.  As  illustrating  the  results  obtained  by  such 
treatment,  he  collected  162  operations  with  5  deaths,  a  mortality 
of  3  per  cent.  The  writer's  personal  experience  in  Cesarean 
section  numbers  14  uninfected  before  delivery,  with  no  mortality 
for  mothers  and  children. 

In  women  infected  and  exhausted  in  prolonged  labor  before  the 
operation  is  done,  the  results  are  far  less  satisfactory.  The  mor- 
tality of  labor  rises  with  each  ineffectual  attempt  to  deliver. 
In  view  of  this  it  is  especially  important  that  after  the  patient 
has  been  sutficiently  long  in  labor  to  develop  strong  pains,  unless 
engagement  of  the  head  and  moulding  follow,  forceps  and  version 
should  not  be  tried. 

The  mortality  of  forceps  and  version  under  the  conditions  of 
modern  practice  is  given  by  Dobbin,  based  upon  the  study  of  the 
first  1,000  patients  delivered  in  the  Obstetrical  Department  of  the 
Johns  Hopkins  Hospital.^  In  cases  in  which  the  diagonal  conju- 
gate measures  10  centimetres  the  patient  is  prepared  for  Cesarean 
section.  She  is  anesthetized,  placed  upon  the  operating  table, 
and  axis-traction  forceps  carefully  applied  over  the  sides  of  the 
head.  But  few  well-applied  tractions  in  the  axis  of  the  pelvis  are 
made,  and,  should  these  fail,  immediately  Cesarean  section  should 
be  performed.  The  fetal  mortality  in  his  cases  delivered  by 
forceps  in  deformed  pelves  was  9.52  per  cent.  The  fetal  mor- 
tality after  version  Avas  26.66  per  cent.  He  had  no  maternal 
mortality  in  uninfected  cases  from  either  forceps  or  version.  In 
our  cases  the  degree  of  pelvic  narrowing  was  considerably  greater 
than  that  given  by  Dobbin,  in  which  he  felt  justified  in  prepar- 
ing his  patient  for  section  and  in  making  tentative  use  only  of 
the  forceps. 

The  results  of  version  in  contracted  pelves  are  given  ]>>•  AVolft".- 
His  collective  mortality  in  aseptic  cases  for  the  mothe^-  was  0.5  of 
1  per  cent,  while  among  the  children  24.5  per  cent  perished  as  the 
result  of  delivery.  Ilis  cases  were  carefully  selected,  and  only 
in  the  lesser  grades  of  pelvic  deformity  was  version  permitted. 

In  comparison  Avith  symphyseotomy  Cesarean  section  shows  to 
good  advantage.  Here  again  the  difference  betAveen  cases  in 
which  attempts  have  prcA'iously  been  made  to  deliwr  and  those 
in  Avhich  the  operation  selected  AA'as  the  only  one  performed  is 
•most  significant.  Possibly  the  largest  statistics  available  in  later 
times  are  those  of  Pinard.-''     In  100  cases  of  symphyseotomy  12 

'Obstetrics,  vol.  i.,  No.  7,  1899. 

-Archiv  fiir  Gynakologie,  Band  Ixii.,  Heft  3,  1901. 

^Annates  de  Gynecologie,  August  and  September,  1899. 
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Avonien  died  and  13  children.  If  the  maternal  mortality  were  cut 
down  to  the  lowest  possible  point  by  the  selection  of  cases,  the 
fetal  mortality  would  still  be  in  excess  of  that  of  Cesarean  section. 
Induced  labor  has  too  high  a  fetal  mortality  to  be  compared  with 
Cesarean  section  performed  under  favorable  conditions. 

In  our  3  cases  just  reported,  done  for  pelvic  deformity,  the  de- 
gree of  pelvic  contraction  was  sufficient  to  oblige  us  to  consider 
seriously  Cesarean  section.  One  of  these  patients  had  lost  a  child 
by  forceps  delivery,  and  two  had  had  labors  long  and  difficult, 
and  in  the  third  a  high  degree  of  general  deformity  of  the  body 
was  present.  In  each  patient  the  test  of  labor  decided  the  choice 
of  operation.  In  no  case  was  it  definitely  decided  to  operate  at 
a  given  time,  for  such  decision  we  believe  to  be  irrational  and 
shown  by  experience  to  be  most  unsatisfactory.  When  the  head 
failed  to  engage  after  strong  pains,  section  was  performed.  The 
question  of  the  prevention  of  further  impregnation  was  decided 
in  accordance  with  the  expressed  wish  of  the  patient.  In  one 
case  the  husband  fully  consented,  in  another  the  husband  had 
abandoned  his  wife,  while  the  third  patient  had  no  husband. 

Space  does  not  permit  us  to  discuss  the  use  of  Walcher's  posi- 
tion and  other  methods  for  securing  moulding  and  engagement  of 
the  head.  It  is  agreed  by  all  that  such  methods  should  be  faith- 
fully employed  before  resorting  to  any  radical  method  of  de- 
livery. "When,  however,  a  reasonable  time  has  elapsed  with  good 
uterine  contractions  and  such  methods  fail  to  secure  engagement 
and  moulding,  we  do  not  believe  that  the  use  of  forceps  or  version 
can  at  present  be  considered  justifiable  in  comparison  with 
Cesarean  section  in  aseptic  cases.  We  regard  cases  which  have 
been  subjected  to  manipulation  by  persons  whose  methods  are 
unknown  to  us  as  practically  septic,  and  we  should  not  consider 
such  a  patient  a  fair  case  for  Cesarean  section.  Such  cases  and 
those  in  which  the  child  is  dead  demand  either  embryotomy  or  the 
removal  of  the  entire  uterus. 

Dr.  Stricker  Coles  (closing).— I  do  not  think  I  have  ever  seen 
but  one  case  in  which  I  could  say  absolutely  that  the  child  could 
not  be  delivered  through  the  pelvis.  That  was  a  case  operated 
upon  by  Dr.  Davis.  I  think  the  internal  measurements  were 
scarcely  two  inches.  I  think  I  could  say  without  doubt  that  any 
living  child's  head  could  not  be  born  through  that  pelvis.  In  my 
eases  each  one  had  been  in  labor  for  some  time.  The  pelves  were 
contracted.  I  do  not  put  any  very  great  reliance  on  flat  or  large 
pelves.  When  a  woman  comes  into  labor  I  depend  chiefly  upon 
the  way  the  head  engages.  "V\Tien  the  head  does  not  come  down 
and  I  know  it  is  in  good  position,  and  I  can  feel  the  head  resting 
on  the  side  of  the  promontory  and  symphysis,  I  do  not  think  it  is 
justifiable  to  attempt  to  deliver  the  patient  through  the  pelvis. 
In  flat  pelves  the  child's  head  comes  down  and  is  delivered  spon-- 
taneously.  I  had  three  such  deliveries  last  week.  The  pelves 
were  small  and  flat.  In  one  of  the  cases  which  I  reported  the  ex- 
ternal measurements  were  a  little  less  than  18  centimetres.  De- 
liver}" was  accomplished  without  help. 
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The  indications  for  Cesarean  section  are  best  decided  when 
the  head  fails  to  enter  the  pelvis  when  the  uterus  is  dilated. 
I  think  the  indication  there  is  where  the  head  will  not  engage 
and  you  can  feel  a  disproportion  and  know  that  it  is  better  to 
deliver  by  Cesarean  section  than  to  try  to  engage  the  head 
through  the  pelvis.  That  was  the  condition  of  the  case  I  men- 
tioned in  my  paper.  The  head  would  not  come  down,  but  I  did 
not  think  the  disproportion  was  so  great.  The  forceps  was  ap- 
plied under  tremendous  force,  with  the  result  that  the  anterior 
vaginal  wall  was  torn  up  to  the  symphysis,  the  posterior  torn 
back  into  the  cervix,  and  three  fingers  could  be  passed  into  the 
peritoneal  cavity.  The  woman  died  on  the  third  day  with 
peritonitis.  The  woman  could  have  been  easily  delivered,  but 
the  result  here  was  simply  frightful.  There  may  not  be  such 
a  great  difference,  but  when  there  is  a  disproportion  between  the 
head  and  the  size  of  the  pelvis  I  believe  the  operation  should  be 
Cesarean  in  preference  to  forceps  delivery. 

I  have  only  one  thing  to  mention  in  eclampsia.  In  the  case 
operated  on  by  Dr.  Davis,  when  the  woman  came  into  the  Ma- 
ternity she  was  thought  to  be  dying.  She  was  in  deep  coma  and 
had  had  a  great  many  convulsions  outside  and  had  a  highly  con- 
tracted pelvis.  I  was  almost  prepared  for  a  postmortem  section 
to  deliver  the  child,  if  possible,  alive,  but  the  woman  did  breathe. 
She  was  stimulated,  but  did  not  improve  much.  As  soon  as  the 
child  was  removed  from  the  abdomen  the  woman  began  to  im- 
prove. The  operation  was  done  without  ether  or  other  anes- 
thetic. The  woman  only  moved  an  arm  as  the  last  stitch  was 
being  put  into  the  abdominal  wall.  From  that  time  on  respi- 
ration and  pulse  began  to  improve  and  the  next  morning  they 
were  about  normal.  She  died,  however,  five  days  after  the  ope- 
ration, with  advanced  kidney  disease  and  other  complications. 
The  point  is,  of  course,  that  removal  of  the  child  from  the  abdo- 
men was  the  beginning  of  improvement.  The  woman  was  in  the 
Maternity  for  at  least  two  hours  before.  This  case  would  seem 
to  indicate  that  the  removal  of  the  child  was  the  entire  factor 
in  improvement.  The  other  case  was  moribund  when  Dr.  Davis 
operated. 

Dr.  R.  C.  Norris  (closing^).— It  seems  to  me  that  I  am  standing 
almost  alone  among  those  present  in  the  position  I  'lave  aUvays 
taken  in  this  matter.  The  selection  of  operation  is  a  matter  of 
individual  judgment,  and  our  judgment  is  based  upon  our  read- 
ing and  upon  our  experience;  and,  while  I  cannot  agree  with 
the  modern  trend  of  operating  obstetric  surgeons  which  indulges 
so  frequently  in  Cesarean  section,.  I  further  believe  that  the 
policy  of  teaching  a  widening  usefulness  of  this  operation  will  be 
conducive  to  great  harm  at  the  hands  of  the  men  who  practise 
obstetrics  throughout  the  country.  Symphyseotomy,  axis-trac- 
tion forceps,  with  the  Walcher  posture  and  version,  continue  to 
have  some  usefulness  in  minor  degrees  of  pelvic  contraction, 
and  the  two  last,  in  the  hands  of  the  rank  and  file  of  the  pro- 
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fession,  will  show  better  results  than  Cesarean  section  perfonned 
by  the  same  men. 

To  discuss  the  question  from  the  standpoint  of  pelvic  eon- 
traction,  it  is  not  alone,  as  Dr.  Coles  has  said,  a  question  of  pel- 
vic diameter,  but  the  relative  size  of  head  to  pelvis  and  what  the 
individual  woman  is  able  to  accomplish.  We  must,  however, 
have  some  measurements  which  serve  to  guide  us  in  selecting 
operative  treatment  in  any  individual  ease.  At  the  Preston 
Retreat  I  never  think  of  a  Cesarean  section  in  the  case  of  a  con- 
jugate of  eight  or  more  centimetres  and  the  head  judged  to  lie  of 
average  size,  and  I  think  I  am  not  more  skilful  with  version  or 
forceps  than  the  gentlemen  who  rei')orted  these  cases,  which 
means  that  if  they  had  resorted  to  the  one  or  the  other  of  these 
methods  in  most  of  the  cases  the  results  for  the  mothers  and 
babies  would  have  been  equally  good  and  the  possibility  of  addi- 
tional offspring  would  have  been  preserved  for  the  mothers 
whose  uteri  were  sacrificed. 

Those  gentlemen  Avho  employ  Cesarean  section  for  what  I 
shall  call  debatable  indications  should,  I  think,  do  hysterotomy^ 
and  not  hysterectomy.  They  have  no  right  to  deprive  the  wo- 
man of  future  pregnancies  that  in  most  of  the  cases  would  ter- 
minate successfully  either  spontaneously  or  certainly  by  resort- 
ing to  the  induction  of  labor  at  tJie  proper  time. 

It  is  my  conviction  that  Cesarean  section  should  never  be  done 
unless  the  indication  is  absolute.  I  have  never  done  one  when 
the  conjugate  diameter  measured  above  eight  centimetres,  be- 
cause I  believe,  when  forceps  or  version  cannot  be  used,  sym- 
physeotomy is  to  be  preferred  for  these  lesser  grades  of  pelvic 
deformity.  It  is  a  question  of  individual  experience,  and  I  can 
offer  you  records  of  many  cases  with  a  conjugate  diameter  of 
eight  centimetres  followed  by  spontaneous  labor  Avhen  the  babies 
have  been  small.  In  others  when  they  have  been  large  labor 
was  successfully  induced  or  forceps^  version,  or  symphyseotomy 
has  been  successful.  With  this  record  of  cases  at  hand  I  am 
convinced  that,  with  a  conjugate  of  eight  centimetres  and  a 
head  recognized  not  to  be  abnormally  large  by  examination 
under  ether,  we  are  on  the  safe  side  in  the  exclusion  of  Cesarean 
section.  Dr.  Davis'  first  case  gives  a  baby  weighing  six  pounds 
nine  ounces.  In  the  second  case  craniotomy  was  done  and 
(Jesarean  section  for  a  baby  already  destroyed.  I  have  been 
called  in  such  cases  and  have  delivered  them  by  version.  If 
a  crushed  head  cannot  be  delivered  head  first,  it  surely  should 
be  possible  to  deliver  after  version.  AYe  are  here  for  scientific 
discussion  and  there  is,  of  course,  nothing  personal  in  our  criti- 
cism. In  the  sixth  case,  a  breech  labor,  tissues  unrelased,  and 
lack  of  effort  on  the  part  of  the  woman  are  given  as  the  indi- 
cations for  Cesarean  section.  Breech  labor  is  often  difficult, 
sloAv,  and  tedious,  but  if  allowed  to  take  its  course,  or  after  ex- 
tracting a  foot  to  hasten  delivery,  there  is  no  need  of  dragging 
the  head  violently  through  the  vagina  and  vulvar  outlet.     If  the 
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child's  mouth  is  brought  to  the  orifice  of  the  vagina,  plenty  of 
time  can  be  taken  for  a  gradual  dilatation  and  the  baby  will  not 
suffer  from  asphyxia. 

In  one  of  Dr.  Coles'  cases,  with  a  conjugate  of  eight  centi- 
metres, the  baby  weighed  six  pounds  eight  ounces.  I  have  only 
to  hay  that  I  have  repeatedly  delivered  such  cases  by  version  and 
would  not  think  of  doing  a  Cesarean  section  under  such  cir- 
cumstances. I  am  sure  that  in  a  similar  case  I  could  satisfy  my- 
self, after  an  examination  under  ether,  that  the  baby's  head 
was  not  abnormally  large.  A  study  of  the  distance  between  the 
sagittal  suture  and  the  sacral  promontory  or  the  pubic  symphy- 
sis hy  careful  manual  palpation  will  determine,  in  most  cases, 
whether  the  baby's  head  will  pass  through  safely.  Suppose  a 
primigravida  is  extensively  lacerated  following  a  version  or 
forceps.  If  I  were  a  woman  I  would  much  prefer  having  my 
vagina  torn  than  my  uterus  taken  out. 

The  reports  to-night  would  indicate  that  we  shall  exclude 
symphyseotomy  as  a  possible  operation  for  this  grade  of  pelvic 
contraction.  I  think  not.  I  will  not  attempt  to  discuss  at 
length  the  value  of  symphyseotomy  in  this  class  of  cases,  but 
wish  to  state  my  conviction  that  it  is  an  operation  of  choice  in 
some  cases,  and,  for  some  of  the  cases  reported  to-night,  more 
justifiable  than  Cesarean  section.  The  management  of  these  cases 
is,  after  all.  a  matter  of  individual  judgment.  You  cannot  make 
a  man  think  differently  from  the  teaching  of  his  o^\ti  experience. 

As  to  the  choice  of  operation— whether  the  Sanger  or  Porro — 
I  have  said  to  those  gentlemen  who  would  extend  the  indications 
for  Cesarean  section  that  I  think  it  is  their  duty  not  to  remove 
the  woman's  uterus,  and  when  the  contraction  is  not  below  eight 
centimetres  they  should  not  sterilize  the  woman  by  resecting  the 
tubes.  She  may  in  a  second  pregnancy  have  her  child  spon- 
taneously or  after  a  simple  obstetric  operation.  Given,  however, 
a  contraction  that  is  absolute,  the  woman  is  better  off  without 
the  possibility  of  bearing  children.  When  the  Cesarean  oper- 
ation is  necessary  she  is  better  off  with  the  uterus  out,  in  order 
to  avoid  all  puerperal  complications  and  the  unfortunate  sequela? 
of  some  hysterotomies.  Hemorrhage,  infection,  parietal  adhe- 
sions, fistulae,  or  other  complications  are  avoided.  Statistics 
cannot  decide  the  relative  dangers  of  these  two  opei'ations.  The 
modern  Porro  in  the  hands  of  selected  operators  slu  ws  a  lower 
mortality — 3.7  per  cent,  Porro;  5.8  per  cent,  Sanger.  If  one 
chooses  the  Sanger  a  portion  of  the  tubes  should  always  be  ex- 
cised to  sterilize  the  patient.  When  Cesarean  section  is  per- 
formed for  delayed  labor  due  to  moderate  pelvic  contraction, 
to  breech  presentation,  or  to  avoid  vaginal  laceration,  then  I 
believe  the  risk  of  some  of  the  complications  of  hysterotomy 
should  be  taken  and  the  woman  should  not  be  rendered  sterile. 

As  to  the  treatment  of  placenta  previa  by  Cesarean  section, 
the  mortality  of  central  implantation  of  the  placenta,  since  the 
introduction  of  asepsis,  is  not  greater  than  25  per  cent.     The  in- 
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fant  mortality  is  65  per  cent.  Hysterectomy  for  central  pla- 
centa previa  has  been  done  eight  times,  and  the  mortality  of 
these  cases  collected  by  Zinke  was  37.5  per  cent  for  the  mother 
and  25  per  cent  for  the  infant.  He  would  exclude  two  of  the 
fatal  cases  because  they  were  exsanguined  through  severe  hemor- 
rhage before  operation.  Unfortunately  just  such  conditions 
are  usually  encountered  in  central  placenta  pre\aa.  Profuse, 
unexpected  hemorrhage  is  the  rule,  and  when  the  patient  is 
first  seen  she  is  an  unfavorable  case  for  a  grave  operation,  and 
her  severe  loss  of  blood  has  endangered  her  child  with  apnea, 
which  Cesarean  section  cannot  always  hope  to  remove.  The 
value  of  section  for  these  cases  has  not  been  demonstrated,  and 
the  condition  of  both  mother  and  child  at  the  time  of  operation 
must  be  an  important  factor  in  the  results.  Before  alarming 
hemorrhage  section,  of  course,  would  not  be  indicated,  even 
should  the  diagnosis,  by  a  happy  chance,  have  been  made. 
After  such  a  hemorrhage  I  should  prefer  rapid  delivery  per 
vaginam  and  the  usual  treatment  for  grave  loss  of  blood. 

The  treatment  of  grave  cases  of  eclampsia  by  Cesarean  section 
I  have  never  been  able  to  appreciate.  While  it  is  true  that  after 
delivery  the  patient's  chances  are  improved,  this  improvement  is 
not  great  enough  to  risk  for  it  the  grave  dangers  of  an  abdom- 
inal section  on  a  patient  almost  overwhelmed  with  poisons. 
With  our  present  knowledge  of  this  disease  and  of  the  statistics 
of  section  for  these  cases,  it  is  my  conviction  that  aggressive 
elimination  is  far  more  important  than  delivery  by  the  quickest 
method,  regardless  of  its  added  dangers.  When  the  accumu- 
lated toxins  have  so  overwhelmed  the  patient  and  her  nerve 
centres  that  no  response  is  obtained  from  the  usual  medical 
treatment,  violent  attempts  at  delivery  by  Cesarean  section  mil 
not  and  cannot  avail.  I  have  known  craniotomy  on  a  dead 
child,  and  the  incisions  into  the  cervix  as  recommended  by 
Diilirssen,  to  fail,  as  any  treatment,  having  solely  for  its  aim 
the  rapid  emptying  of  the  uterus,  will  fail.  I  believe  with  Dr. 
Baldy  the  time  will  come  when  these  "new"  indications  for 
Cesarean  section  will  no  longer  be  considered  justifiable.  The 
craze  for  symphyseotomy  has  gone,  and,  after  a  few  lives  have 
been  lost  and  more  uteri  removed  unnecessarily  by  Cesarean 
section,  the  best  judgment  of  the  profession  will  return  to  more 
conservative  measures,  and  men  of  ripe  experience  and  keen 
surgical  judgment  will  continue  to  place  confidence  in  the  skilful 
use  of  forceps  or  version  to  deliver  cases  similar  to  those  for 
which  their  enthusiasm  formerly  had  selected  abdominal  section. 
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Meeting  of  November  15,  1901. 
The  President,  Lester  E.  Frankenthal,  M.  D.,  in  the  Chair. 

TUBO-OVARIAN  CYST. 

Dr.  Emil  Ries.  — This  is  a  specimen  of  tubo-ovarian  cyst  in 
which  the  fimbriae  terminate  free  on  the  inner  side  of  the  sac.  The 
specimen  consists  of  the  tube,  sac,  fimbriae  in  sac,  and  apparently 
no  ovary.  The  inside  of  the  sac  is  corrugated  and  in  the  fresh 
condition  presented  the  color  of  the  corpus  luteum.  In  the  hard- 
ened specimen  you  can  see  the  wavy  outline  of  the  corpus  still 
present  in  the  wall.  Notice  the  way  in  which  the  fimbriated 
end  terminates  free  on  the  inner  surface  of  the  cyst,  proving  the 
incorrectness  of  the  old  theory  of  formation  of  tubo-ovarian 
cysts,  which  assumes  that  the  cyst  was  developed  by  first  a  for- 
mation of  a  tubal  cyst  and  then  an  ovarian  cyst,  the  two  coming 
in  close  contact  and  the  wall  between  them  being  made  to  dis- 
appear by  pressure.  There  are  such  cysts,  but  they  are  the  ex- 
ception. The  rule  is  cysts  which  are  formed  in  a  different  way, 
in  which  the  fimbriated  end  of  the  tube  is  to  be  seen  on  the  inner 
surface  of  the  ovarian  cyst,  usually  glued  to  the  inner  wall  of 
the  cyst.  Those  cysts  are  comparatively  frequent,  but  cases 
in  which  the  fimbriae  terminate  free  without  being  glued  to 
the  inner  wall  are  very  rare,  so  that  Preiser  in  a  recent  paper 
shows  only  one  case  of  this  kind,  whereas  he  has  a  number  of 
the  other  kind.  Waldstein,  from  Schauta's  clinic,  reports  four- 
teen cases  of  tubo-ovarian  cyst,  not  one  of  them  of  this  kind. 

The  origin  of  these  cysts  can  only  be  explained  after  micro- 
scopic examination.  I  expect  to  present  the  microscopic  sections 
at  one  of  the  next  meetings. 

A  CASE  OP  ECLAMPSIA. 

Dr.  Lester  E.  Prankenthal.— Mrs.  R.  W.,  a  pumipara  of 
30,  came  to  me  in  the  latter  part  of  the  second  month  of  her 
pregnancy.  After  a  careful  pelvic  examination,  including  pelvi- 
metry, I  advised  her  to  have  a  daily  bowel  movement,  one  at 
least,  or,  if  possible,  two ;  likewise  to  take  a  daily  bath ;  to  at- 
tend to  the  care  of  the  skin,  dress,  etc. ;  to  send  me  a  specimen  of 
urine  every  month,  and  after  the  sixth  month  every  two  weeks, 
in  the  last  month  every  week;  to  live  on  a  non-nitrogenous  diet 
during  the  last  month.  I  ordered  a  physic  tAvice  a  week,  usually 
on  Tuesdays  and  Fridays.  These  definite  days  I  suggested  so 
that  I  knew  when  not  to  visit  her. 
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Fonrieen  analyses  of  patient's  urine,  the  last  one  sent  on 
the  day  labor  began,  showed  nothing  abnormal.  One  taken  four 
weeks  before  shows  that  she  voided  68  ounces  of  urine,  specific 
grarity  1014,  urea  1.2  per  cent,  albumin  and  sugar  absent.  She 
was  on  a  non-nitrogenous  diet  for  six  weeks  previous  to  labor. 
She  went  into  labor  on  Friday  night,  and  I  immediately  sent  a 
nurse  to  her.  Pains  came  every  twenty  or  thirty  minutes. 
Toward  morning  I  Avas  notified  that  the  pains  Avere  coming  more 
rapidly.  I  had  examined  her  about  ten  days  previously  and 
found  the  head  well  engaged.  On  my  arrival  I  found  her  un- 
conscious, she  having  suddenly  gone  into  coma  about  ten  min- 
utes previous  to  my  arrival,  and  immediately  inquired  as  to 
the  amount  of  urine  passed  during  the  night.  My  nurses  are 
instructed  to  have  the  patient  urinate  every  hour  or  two  into  a 
flean.  emi)ty,  and  dry  vessel,  so  that  the  kind  and  quantity  can 
be  estimated.  This  patient  had  passed  a  large  quantity  of  clear 
urine  during  the  niglit.  I  cathetei'ized  and  found  one  and  one- 
half  ounces  of  bloody,  bright-red  urine  in  the  bladder.  The  os 
was  dilated  about  the  size  of  a  thumbnail,  and  I  at  once  sent  for 
assistance,  asking  the  doctor  to  stay  with  the  patient  while  the 
OS  was  dilating,  and  to  send  for  me  at  once  if  convulsions  began. 
The  patient  was  given  chloroform  with  every  pain,  and  hypoder- 
matics of  veratrum  viride  and  elaterin,  and  kept  in  a  hot  pack. 
Toward  noon  the  os  had  dilated  to  within  one-half  inch,  and  I 
put  her  on  the  table,  deeply  anesthetized.  I  dilated  the  os  with 
gentle  massage,  slipped  it  back  over  the  head,  applied  forceps 
L.  0.  P.,  turned  the  head,  reapplied  forceps,  and  extracted.  I 
succeeded  in  getting  a  live  child.  The  patient  did  not  regain 
consciousness  on  that  day  and  her  temperature  ran  up  to  105°. 
I  kept  lier  in  a  constant  hot  pack  for  twenty-four  hours,  gave 
elaterin  in  one-tenth-grain  doses,  subcutaneous  salt  transfusion, 
ice  to  the  head.  etc.  She  regained  consciousness  Sunday  night 
for  a  short  time.  Dr.  JMcxVrthur  performed  venesection  on 
Monday  noon,  but  she  died  in  the  afternoon.  From  the  time 
she  passed  the  first  bloody  urine  until  death  she  did  not  secrete 
more  than  five  ounces. 

This  is  the  first  case  of  convulsions  during  labor  I  ever  had 
in  private  practice  in  a  patient  whom  I  had  under  observation 
from  the  beginning  of  her  pregnancy.  1  was  always  under  the 
impression  that  eclampsia  could  not  occur  under  such  condi- 
tions, and  with  the  instructions  before  mentioned  carefully  car- 
ried out,  but  I  believe  I  will  change  my  views  on  this  subject. 
Eclampsia  need  not  necessarily  come  from  the  kidneys,  but  may 
be  due  to  acetonuria,  which  of  course  is  traced  to  the  fetus.  How 
much  pressure  on  the  ureter  had  to  do  with  the  development  of 
eclampsia  in  this  case  it  is  impossible  to  tell  without  a  post- 
mortem, Avhieh  was  refused.  I  present  this  case  to  invite  criti- 
cism, if  the]'e  be  any,  on  my  method  of  care  of  the  pregnant 
woman  or  the  treatment  of  the  eclampsia  proper. 

The  patient  was  seen  by  Drs.  Goodkind.  Cary,  INTcArthur.  and 
Rubovitz. 
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VAGINAL  HYSTERECTOMY.     ■ 

The  second  case  I  wish  to  report  is  one  of  vaginal  hysterectomy 
in  Avhich  the  Murphy  button  was  used.  I  was  anxious  to  get  a 
case  of  a  nullipara  with  a  narrow  vagina  and  what  seemed  to 
be*an  impossible  hysterectomy,  because  I  wanted  to  incise  the 
anterior  vaginal  wall  and  perineum  and  see  if  I  could  deliver  a 
large  pyosalpinx.  I  had  had  a  fair  number  of  nulliparae  where 
I  have  done  the  operation,  but  I  never  before  attempted  to  incise 
the  anterior  vaginal  wall  from  the  resection  to  the  cervix,  but 
confined  myself  to  incisions  of  the  vaginal  roof.  In  this  case,  in 
my  service"  at  St.  Luke 's,  I  bisected  tlie  uterus  and  delivered  a 
double  pyosalpinx  with  great  difficulty.  It  ruptured  on  the 
left  side  and  there  was  a  profuse  discharge  of  pus.  I  could  not 
reach  the  top  of  the  tube  on  the  left  side,  and  had  to  burrow  up 
beneath  and  behind  until  I  was  evidently  beneath  the  peri- 
toneum. After  delivering  half  of  the  uterus  I  felt  something 
in  the  pelvis  that  seemed  to  me  to  be  a  loop  of  intestine,  and  so 
stated  to  my  assistant.  After  I  had  amputated  the  broad  liga- 
ment and  removed  the  uterus  and  diseased  adnexa,  I  pulled  it 
down  and  found  it  to  be  about  twelve  inches  of  small  bowel  which 
had  become  entirely  separated  from  its  mesentery.  Dr.  Mc- 
Arthur  agreed  with  me  that  I  had  better  resect  the  bowel  and  use 
the  Murphy  button.  I  speak  of  this  case  because,  in  my  experi- 
ence, it  is  the  first  time  that  I  had  to  do  anything  of  that  kind, 
never  having  injured  an  intestine  in  vaginal  work.  After  pro- 
visionally ligating  the  two  ends  of  the  intestine  with  a  strip  of 
gauze.  I  cut  oft'  the  loop,  slipped  the  ^lurphy  button  in  at  one 
end.  and  made  the  circular  suture,  after  a  good  deal  of  work 
because  of  the  small  vagina,  and  because  the  button  had  to  be 
inserted  into  that  portion  of  the  bowel  which  still  had  a  mesen- 
tery to  nourish  it,  and  which  was  high  up  in  the  vagina.  Dr. 
]\IcArthur  put  in  the  other  half  of  the  button  and  skilfully 
closed  the  same  for  me.  The  patient  made  an  absolutely  unin- 
terrupted recovery.  We  never  found  the  button,  but  the  pa- 
tient thought  she  had  passed  it.  I  have  not  examined  the 
patient  since  the  operation,  as  I  went  ofi:  duty  shortly  afterward. 
I  expect  to  see  her  in  my  office  very  soon. 

Dr.  R.  ay.  Holmes  presented  a 

NEW  method  of  TAMPONING  THE  UTERUS  POST  PARTUM/ 

Dr.  Richard  R.  Smith,  of  Grand  Rapids,  Mich.,  read  his 
inaugural  thesis,  entitled 

FIBROMYOMATOLS   TUMORS  OF   THE   VAGINA. " 

Dr.  Emil  Ries.— What  would  be  particularly  interesting  in 
the  subject  of  fibrous  tumors  of  the  vagina  Avould  be,  first,  their 
relation  to  fibroids  of  the  uterus,  and,  second,  to  embryonal 
structures.     The  relation  to  fibroids  of  the  uterus,  which  is  rarely 

'See  original  article,  p.  24-5.  -See  original  article,  p.  145. 
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observed,  is  important,  because  we  know  that  the  basic  structure 
of  the  uterine  and  vaginal  walls  is  very  much  the  same,  consisting 
of  fibrous  and  muscular  tissue.  If  we  compare  the  frequency  of 
uterine  fibroids  ^^dth  the  rarity  of  vaginal  fibroids,  we  must 
necessarily  arrive  at  the  conclusion  that  one  theory  which  has 
been  exploited  for  the  explanation  of  the  origin  of  fibroids  of 
the  uterus  has  a  rather  weak  foundation.  I  refer  to  the  irrita- 
tion theory.  The  opportunity  for  irritation  is  certainly  much 
greater  in  the  vagina  than  in  the  uterus,  so  that  we  would 
naturally  expect  fibroids  to  occur  in  much  greater  frequency  in 
the  vagina  than  in  the  uterus. 

The  pathology,  in  most  of  the  reports  the  doctor  has  culled 
from  the  literature,  is  extremely  weak  and  fragmentary.  This 
is  to  be  regretted  very  much,  especially  in  view  of  the  modern 
researches  concerning  the  embryonic  structures  in  the  vagina. 
I  refer  especially  to  observations  of  the  Wolffian  or  Gartner's 
duct,  and  its  remnants  in  the  vaginal  wall,  which,  in  comparison 
■with  their  presence  in  the  uterus,  are  less  frequent,  but  neverthe- 
less might  be  expected  to  give  rise  to  tumors  differing  from  the 
simple  fibromata  or  myomata.  From  the  paper,  which  I  had 
the  opportunity  of  studying  before  it  was  read  here  to-night,  I 
gather  that  in  some  cases  conditions  have  been  observed  in  these 
fibroids  which  are  not  explained  satisfactorily  by  the  meagre 
pathology  given  in  these  reports.  It  seems  to  me  that  in  some 
of  these  cases  comparatively  important  facts  have  been  over- 
looked, but,  as  we  did  not  have  the  specimens  for  further  investi- 
gation, we  unfortunately  are  unable  to  say  more  about  them. 
It  is  to  be  remembered,  however,  that  remnants  of  Gartner's 
duct  may  give  rise  to  tumors  in  the  vagina  just  as  they  do  in 
the  cervix,  where  they  are  more  frequent  than  is  generally 
known.  The  fibroid  with  calcareous  degeneration,  mentioned  by 
the  doctor,  might  be  believed  to  be  due  to  such  an  embryonal 
remnant.  Meyer  recently  reported  before  the  Berlin  Obstetrical 
Society  a  case  of  a  small  atheromatous  growth,  not  entirely 
calcareous,  in  the  vagina  which  he  could  prove  to  have  originated 
in  a  remnant  of  Gartner's  duct.  Those  fibroids  which  were 
supposed  not  to  be  vein  stones  might  be  due  to  such  remnants  of 
Gartner's  duct.  At  the  time  when  the  Berlin  Transactions  pub- 
lished the  report  the  question  of  the  importance  of  embryonal 
remnants  was  not  raised  as  much  as  at  present,  and  possibly 
such  a  thing  was  overlooked.  If,  however,  the  Transactions  say 
that  this  calcareous  deposit  could  not  be  vein  stones  because 
of  the  absence  of  hemorrhage,  and  of  a  vein  in  that  neighbor- 
hood, that  does  not  prove  anything.  If  there  were  vein  stones, 
the  vein  was  occluded  and  could  not  bleed  anyway.  And  vein 
stones  are  the  outcome  of  an  occlusion  and  fibrous  formation 
in  a  vein.  As  long  as  a  vein  contains  circulating  blood  there  is 
no  stone  in  it,  and  if  there  is  no  vein  to  be  seen  around  there  it 
may  mean  that  it  is  obliterated.  Without  more  thorough  invesr 
tigation  we  are  unable  to  say  much  about  that. 
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As  to  the  frequency  of  these  tumors,  the  main  reason  why 
they  are  not  reported  more  frequently  is,  I  presume,  that  they 
are  comparatively  harmless.  I  would,  however,  lay  very  little 
stress  and  give  but  little  weight  to  reports  from  general  prac- 
titioners. The  average  general  practitioner  is  never  able  to 
make  a  differential  diagnosis  between  a  cyst  from  a  double 
vagina,  or  a  rudimentary  double  vagina,  or  a  cyst  of  Gartner's 
duct,  or  whether  the  tumor  is  located  in  the  vagina  or  hanging 
down  from  the  uterus  through  the  cervix,  or  whether  it  is  a 
sarcoma.  AA'ithout  a  microscopic  examination  of  the  growth,  I 
would  not  trust  the  diagnosis  very  much. 

It  has  been  observed  that  in  pregnancy  these  tumors  are 
comparatively  large.  I  think  that  ought  to  be  expected,  because 
we  know  that  fibroids  of  the  uterus  grow  considerably  during 
pregnancy  and  that  after  labor  they  again  diminish  in  size. 
The  same  probably  holds  true  of  tumors  of  the  vagina.  We 
know  that  during  pregnancy  the  vagina  is  very  much  thicker 
and  larger,  and  that  after  labor  it  goes  back  to  the  normal  size. 
When  such  tumors,  form  an  obstacle  to  labor.  Cesarean  section 
would  hardly  be  thought  of  with  modern  methods  at  our  com- 
mand, unless  the  tumor  were  of  extraordinary  size,  because  enu- 
cleation of  such  tumors  does  not  appear  to  be  very  difficult. 

The  small  tumors  observed  in  children  unfortunately  have 
been  examined  but  little,  and  they  would  be  particularly  in- 
teresting with  reference  to  the  possibility  of  sarcoma  in  the  new- 
born, and  whether  they  are  fibroids  or  cysts  originating  in  rudi- 
mentary double  vaginge  or  in  Gartner's  duct  is  a  subject  wliich 
ought  to  receive  careful  consideration. 

Dr.  Isaac  A.  Abt  read,  by  invitation,  a- paper  on 

SPONTAXEOUS   HEMORRHAGES   IN   NEW-BORN   CHILDREN. 

Hemorrhage  in  the  newly-born  is  of  two  kinds — traumatic  and 
spontaneous.  The  former  is  due  to  some  external  cause,  long 
and  tedious  labor  and  the  use  of  forceps  being,  perhaps,  the  most 
common  factors  in  its  production.  The  latter  is  not  caused  by 
any  injury  received  during  birth;  the  bleeding  ia  apparently 
spontaneous  and  consists  of  an  oozing  from  the  smaller  vessels, 
a  more  pronounced  hemorrhage  from  the  mouth,  stomach,  bowel, 
or  umbilicus,  or  it  may  occur  into  the  skin. 

There  is  much  discussion  regarding  the  cause  of  spontaneous 
hemorrhage,  and  the  extremely  contradictory  conclusions  ar- 
rived at  by  Landau,  Henoch,  Von  Preuschen,  Pomorski, 
Behrend,  and  others  regarding  its  etiology  are  noteworthy.  The 
disease  has  received  extensive  bacteriologic  study,  and  Klebs  has 
succeeded  in  isolating  a  micro-organism,  in  a  study  of  nine  cases, 
which  produced  hemorrhage  in  young  rabbits. 

The  essa^'ist  reports  nine  cases — seven  in  new-bom  and  two 
in  older  children.  The  bacteriologic  study  in  his  cases  is  mea- 
gre, but.  from  the  varying  circumstances  surrounding  the  cases, 
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he  is  of  the  opinion  that  this  disorder  may  be  caused  by  a  num- 
ber of  conditions;  the  spontaneous  hemorrhage  occurring  in  the 
two  older  children,  he  is  convinced,  was  of  septic  origin. 

The  disease  is  very  obstinate  in  responding  to  treatment.  In- 
ternal remedies  are  without  avail  and  local  treatment  has  no 
permanent  influence  in  checking  the  hemorrhage.  The  use  of 
gelatin  deserves  further  tinal.  His  method  of  using  it  is  to 
soak  a  compress  in  a  sterile,  ten  per  cent  in  seven-tenths  per  cent 
salt  solution,  and  apply  to  the  bleeding  area.  He  also  uses  two 
per  cent  gelatin  in  normal  salt  solution  subcutaneously. 

Dr.  Joseph  A.  Capps.  — This  paper  presents  au  unusually  in- 
teresting and  large  number  of  cases  occurring  in  the  observation 
of  one  man.  The  most  interesting  phase  of  the  subject  is 
Avhether  spontaneous  hemorrhage  in  the  new-born  must  be  re- 
garded as  a  sepsis  or  as  a  hemophilia.  This  has  been  thoroughly 
discussed  before,  and  I  will  say  nothing  more  than  that  it  is  a 
self-limited  disease,  with  no  tendency  for  the  heinorrhage  to 
recur.  The  enlargement  of  the  spleen,  the  leucocytosis.  the  pres- 
ence of  fever  in  many  cases,  and  the  subsidence  of  fever  with  hem- 
orrhage in  the  recovered  cases,  are  very  strong  arguments  in  favor 
of  sepsis.  The  fact  that  the  disease  occurs  more  frequently  in 
hospital  practice  than  in  private  would  suggest  its  being  of  an 
epidemic  nature.  The  finding  of  bacteria  post  mortem  is  of  im- 
portance, especially  when  pure  growths  of  ])acteria  are  found 
and  not  mixed  infections.  We  must  consider  the  possibility  of 
a  terminal  infection  as  Avell  as  extraiieous  infection  in  making 
cultures  post  mortem.  During  the  last  few  days  of  life,  organ- 
isms, including  the  bacillus  coli  communis,  can  pass  through 
the  intestinal  tract,  be  absorbed  and  found  in  many  organs  and 
in  the  blood  after  death.  Unless  I  am  mistaken,  there  are  very 
few  cases  of  this  disease  reported  where  bacteria  have  been 
found  in  the  blood  during  life.  The  bacterial  evidence  is 
weightier  where  the  bacillus  has  been  found  in  pure  culture  in 
many  organs— a  bacillus  such  as  Dr.  Abt  described,  or  such  as 
occurs  in  Gartner's  cases  or  in  those  of  Escherich.  The  disease 
is  more  analogous  to  the  purpura  hemorrhagica  of  the  adult  than 
to  hemophilia. 

Dr.  Abt  has  gone  into  the  etiology  of  the  disease  very  thor- 
oughly, and  there  are  only  two  points  I  wish  to  dwell  upon, 
namely,  the  coagulability  of  the  blood  and  the  possible  relation 
of  icterus.  He  has  already  said  that  the  morbid  anatomy  shows 
us  very  little  in  the  way  of  lesions  to  explain  the  hemorrhage, 
the  most  prominent  symptom.  Syphilis  is  found  occasionally, 
but  that  alone  does  not  explain  the  hemorrhage.  Emboli  and 
ulcerations  have  been  found,  but  these  eases  are  exceptional  and 
are  not  satisfactory  as  causes  of  the  hemorrhage.  It  is  com- 
monly assumed  that  the  blood  shows  nothing  except  leucocytosis 
and  degenerative  changes  in  the  red  cells."  In  looking  over  the 
literature  I  have  been  somewhat  surprised  to  find  only  a  few 
records  of  blood  examinations,  and  those  not  very  exhaustive. 
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The  best  and  most  complete  series  was  E wing's  four  cases,  in 
which  he  found  a  marked  leiicocytosis,  much  poikilocytosis,  and 
a  great  decrease  in  the  number  of  red  cells,  which  is  very  charac- 
teristic of  severe  sepsis.  The  leucocytosis  sometimes  appears 
extreme ;  but  that  is  not  very  remarkable,  because  childi-en 
reaot  more  to  leucocyte-producing  toxins  than  do  adults.. 

Litten,  of  Berlin,  reports  having  found  a  great  deal  of  degen- 
eration in  red  cells,  and  particularly  the  finding  of  a  large  num- 
ber of  microcytes.  All  these  findings,  however,  are  consistent 
with  the  most  severe  type  of  secondary  anemia,  and  throw  no 
light  on  the  subject  of  hemorrhage.  We  may  have  extreme 
secondary  anemia  without  necessarily  having  capillary  hemor- 
rhages. The  matter  of  coagulation  of  the  blood  does  not  seem 
to  have  been  investigated  very  thoroughly.  I  have  seen  state- 
ments that  the  blood  in  these  conditions  coagulates  just  as  it 
does  in  hemophilia  or  purpura  hemorrhagica.  There  is  much 
confusion  on  this  point,  however.  Fibrin,  it  is  true,  has  ])een 
found  in  sufiicient  quantities.  The  finding  of  fibrin  microscop- 
ically has  until  recently  been  considered  good  proof  of  the  power 
of  blood  to  coagulate,  but  the  presence  of  fibrin  in  large  quan- 
tity in  fresh  blood  is  not  satisfactory  evidence  of  the  coagulating 
power  of  the  blood.  In  some  diseases  the  fibrin  is  increased  and 
still  coagulation  is  delayed.  I  have  not  been  able  to  find  much 
concerning  the  coagulability  of  the  blood  of  the  neAV-born,  but 
Hayem  has  found  in  the  blood  of  purpura  hemorrhagica,  which 
may  be  taken  as  an  analogous  infectious  process,  a  distinct 
change  in  the  coagulability.  He  has  found  fibrin  present,  but 
on  settling  the  serum  does,  not  separate  from  the  fibrin,  even 
after  a  long  time,  and  a  firm  clot  does  not  result.  The  formation 
of  a  firm  clot  is  very  essential  to  coagulation  and  the  stopping 
of  hemorrhage.  Hayem  shows  that  this  may  also  be  present  in 
the  spontaneous  hemorrhages  of  the  new-born,  but  gives  no 
data.  He  says  it  is  also  present  in  many  other  conditions,  such 
as  pernicious  anemia. 

Since  the  pathology  of  the  blood  vessels  has  shown  us  so  little 
to  explain  the  hemorrhage,  the  blood  affords  the  most  promising 
field  of  investigation.  We  must  ascertain  whether  any  chemi- 
cal change  occurs,  or  whether  the  coagulability  is  efr'ected  in 
such  a  way  as  suggested  by  Hayem.  The  test  for  coagulability 
that  is  ordinarily  used,  and  one  of  the  best,  is  "W ught's  test, 
which  consists  in  filling  capillary  tubes  with  blood  aud  placing 
them  near  a  warm  bath  to  keep  the  temperature  even.  At  regu- 
lar intervals  one  of  these  tubes  is  blown,  and  if  the  blood  is 
thrown  out  the  coagulation  is  insufficient.  From  three  to  four 
and  a  half  minutes  is  the  normal  time  for  a  clot  to  form.  This 
is  a  good  laboratory  test,  but  another  test  may  be  used  in  clinical 
work,  namely.  Vierordt's  test,  which  consists  in  using  a  small 
capillary  tube  filled  with  blood  by  capillary  attraction.  A 
small  white  horsehair,  from  which  the  fat  has  been  removed,  is 
used  as  an  indicator.     It  is  important  to  have  it  white  to  get 
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good  readings.  The  hair  is  thrust  through  the  tube  and  pulled 
out  a  short  distance  every  thirty  seconds.  Primary  coagulation 
takes  place  first,  and  the  time  is  noted.  As  long  as  the  hair  has 
cells  sticking  to  it  coagulation  is  not  complete.  Finally  the  hair 
comes  through  clean,  free  from,  all  blood,  and  that  is  the  point 
of  secondary  or  true  coagulation.  This  is  a  very  simple  yet 
withal  practical  test  and  can  be  used  by  any  one.  I  have  used 
the  test  many  times  and  have  always  found  it  fairly  satisfactory, 
although  occasionally  it  is  necessary  to  repeat  it.  I  have  made 
it  a  practice  to  use  two  tubes  in  order  to  verify  the  reading. 
The  method  ^viYl  show  quite  distinctly  whether  coagulability  has 
been  materially  increased  or  diminished. 

Hayem  claims  he  gets  better  results  by  using  a  larger  tube, 
and  by  occasionally  separating  the  blood  from  the  sides  of  the 
vessel,  so  as  to  see  whether  the  serum  will  collect  away  from  the 
fibrin. 

Another  point  is  suggested  by  Dr.  Abt's  paper,  and  that  is  the 
possible  relation  between  the  presence  of  bile  in  the  blood  and 
the  hemorrhage,  because  bile  distinctly  increases  the  tendency  to 
hemorrhage.  It  often  decreases  the  coagulability  of  the  blood 
by  one-half.  The  only  case  of  spontaneous  hemorrhage  of  the 
new-born  I  ever  saw  occurred  during  my  service  in  the  Boston 
Lying-in  Hospital.  In  this  child  hemorrhage  occurred  on  the 
third  day  and  was  associated  with  jaundice  of  intense  charac- 
ter. I  believe  in  Dr.  Abt's  series  there  was  only  one  case  of 
jaundice.  In  Neumann's  series  two  cases  showed  very  deep 
jaundice,  and  one  slight  jaundice,  undoubtedly  a  physiological 
icterus.  Thus  we  find  a  certain  number  of  cases  with  jaundice, 
Avhich  probably  is  the  result  of  sepsis.  Jaundice  may  not,  how- 
ever, have  anything  to  do  with  the  origin  of  the  hemorrhage, 
although  I  believe  it  increases  the  tendency  to  hemorrhage,  so 
that  in  cases  complicated  by  deep  jaundice  the  prognosis  would 
be  more  grave.  This  also  suggests  the  feasibility  of  giving  reme- 
dies in  spontaneous  hemorrhage  of  the  new-born  to  increase  the 
tendency  to  coagulation.  Chloride  of  calcium  has  been  given 
with  gratifying  results  for  this  purpose  in  other  diseases  where 
the  blood  clots  slowly,  and  would  be  a  rational  procedure  in  this 
condition. 

Investigation  of  the  clotting  power  of  the  blood  in  new-born 
hemorrhage  has  been  neglected  and  I  suggest  that  we  give  it 
more  attention  in  the  future. 

Dr.  Rudolph  Wieser  Holmes. — The  etiology  of  these  hemor- 
rhages of  the  new-born  is  still  a  moot  question,  so  it  is  a  very 
difficult  thing  to  say  where  to  draw  the  line  between  the  so-called 
spontaneous  and  traumatic  hemorrhages.  I  am  thoroughly  con- 
vinced that  cephalhematoma,  for  instance,  is  more  often  due  to 
changes  within  the  periosteum  than  to  traumatism:  the  three 
eases  I  have  had  were  spontaneously  delivered  with  no  rational 
explanation  of  a  traumatism.  The  Sloane  Maternity  statistics 
shoAv  a  round  20  per  cent  of  cases  following  forceps  deliveries. 
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yet  probably  20  per  cent  would  be  almost  a  fair  average  for 
instrumental  deliveries,  making  the  frequency  the  same  for  spon- 
taneous and  operative  delivery.  Still  I  think  the  application  of 
forceps,  particularly  by  unskilled  hands,  would  tend  to  increase 
the  liability  where  the  predisposition  to  cephalhematoma  was 
present.  Another  thing  which  strongly  suggests  that  the  tumor 
has  a  foundation  on  some  systemic  change  is  the  fact  that  most 
frequently  the  tumor  does  not  appear  until  twenty-four  t» 
forty-eight  hours  after  birth,  also  that  its  acme  is  only  reached 
after  a  week  or  even  three  Aveeks  have  elapsed.  A  case  I  saw 
lately  illustrates  this  theory  of  mine.  The  child  was  delivered 
after  a  comparatively  easy  labor  of  some  twelve  hours;  the  wo- 
man had  a  postpartum  hemorrhage,  req^Liiring  a  douche  and  an 
intrauterine  tampon;  she  also  bled  in  her  only  other  labor. 
About  twenty-four  hours  after  its  birth  the  caput  on  the  right 
parietal  region  disappeared  from  the  child's  head,  and  gradually 
in  its  place  appeared  the  cephalhematoma ;  this  reached  its  acme 
in  about  a  week,  remained  stationary  for  nearly  a  week,  then 
in  the  course  of  another  week  had  its  basal  circumference  dimin- 
ished nearly  an  inch,  and  then  it  entirely  disappeared  within 
thirty-six  hours.  When  the  cord  was  tied  it  bled  considerably, 
requiring  a  second  ligature.  On  the  second  or  third  day  an 
obstinate  diarrhea  developed,  and  Drs.  Belknap  and  Christopher 
in  turn  saw  the  child.  A  phimosis  was  present,  so  I  arranged  to 
circumcise  the  child  at  the  end  of  ten  days;  but  the  persistence 
of  the  diarrhea  made  me  defer  the  operation  until  nearly  a  month 
had  elapsed.  There  w^as  considerable  bleeding  at  the  time  of 
operation,  and  during  the  night  I  was  called  to  see  the  baby. 
Bleeding  only  stopped  when  a  gelatin  solution  was  placed  in 
the  dressing.  The  brother,  born  four  j^ears  earlier,  had  a  cephal- 
hematoma. 

It  is  known  that  a  new-born  baby  is  prone  to  hematogenous 
changes.  I,  in  years  gone  by,  made  a  number  of  blood  counts 
and  estimations  of  hemoglobin,  and  found  that  there  was  a  con- 
stant decrease  in  the  number  of  red  cells  and  percentage  of 
hemoglobin  in  the  first  week.  Icterus  neonatorum  may  be 
hematogenous  in  origin;  slight  infection  may  be  sufficient  to 
alter  the  blood  character;  it  is  evident,  if  icterus  and  infection 
can  alter  the  blood  character,  the  vessels  may  participate  in  a 
loss  of  tone  and  predispose  to  extravasations  of  blood. 

I  do  not  believe  that  these  spontaneous  hemorrhai,es  in  the 
new-born  occur  more  frequently  in  hospitals  than  in  private 
practice.  In  hospitals  the  cases  are  studied  and  reported  in 
hospital  statistics,  whereas  the  majority  of  cases  in  private  prac- 
tice never  get  into  the  literature. 

Dr.  Charles  S.  Bacon. — I  have  seen  four  cases  of  spon- 
taneous hemorrhage  in  the  new-born.  In  all  of  them  the  hemor- 
rhage occurred  from  the  navel  as  weU  as  from  the  mucous  mem- 
brane of  the  stomach  and  bowels.  Two  of  them  were  fatal.  It 
Avas  probably  only  a  coincidence  that  the  t-Avo  eases  which  re- 
18 
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covered  were  treated  with  calcium  chloride.  They  were  prob- 
ably much  less  severe  than  the  other  two.  However,  the  fact 
remains  that  the  cases  thus  treated  recovered.  No  blood  examin- 
ations were  made  in  any  of  the  cases.  One  case  was  postmor- 
temed  and  the  findings  were  the  same  as  those  detailed  by  Dr. 
Abt.  My  impression  would  be,  from  seeing  these  cases,  that  the 
conclusion  arrived  at  by  Dr.  Capps,  that  the  trouble  is  probably 
an  infectious  one,  is  correct. 

Dr.  Frank  Gary. — I  cannot  shed  any  light  on  this  subject. 
I  have  seen  six  cases,  three  in  hospital  and  three  in  private  prac- 
tice. No  line  of  treatment  has  seemed  to  have  any  effect  on 
the  course  of  the  disease.  Fifty  per  cent  of  them  recover.  It 
seems  to  me  that  we  mu^t  look  for  the  explanation  along  the  line 
of  an  infection.  Dr.  Capps  spoke  of  icterus,  which  occurs  in 
children,  and  ascribed  the  hemorrhage  to  that.  It  has  always 
seemed  to  me  that  we  must  account  for  these  cases  along  the  line 
of  a  blood  change  rather  than  by  an  icterus  due  to  hepatic  dis- 
ease. I  would  not  expect  children  having  icterus  of  hepatic 
origin  to  be  more  prone  to  hemorrhages.  My  observations  would 
lead  me  to  conclude  that  children  suffering  from  icterus  were 
no  more  prone  to  hemorrhages  than  others ;  and  while  I  do  not 
know  that  we  can  say  just  what  is  the  cause,  I  still  believe  the 
icterus  hemogenic  rather  than  heptogenic. 

One  interesting  point  in  Dr.  Abt's  paper  is  that  the  stools  in 
these  cases  have  always  been  (juite  offensive,  indicating  bac- 
teriologic  changes  in  the  alimentary  tract.  I  think  any  condi- 
tion which  lessens  the  vitality  of  the  child  would  certainly  make 
it  more  liable  to  infections.  The  last  case  I  saw  occurred  in  a 
second  child.  There  was  no  syphilitic  history,  and  the  child 
had  been  perfectly  well  up  to  the  seventh  day,  when  the  nurse 
reported  a  slight  rise  in  temperature  and  a  refusal  to  nurse. 
On  the  following  day  there  were  evidences  of  hemorrhage  from 
the  bowel,  and  the  child  also  vomited  blood.  On  the  third  day 
there  were  general  petechial  hemorrhages  and  the  child  died. 

Dr.  Junius  C.  Hoag. — Dr.  Abt's  exposition  of  these  cases,  as 
rounded  out  by  Dr.  Capps,  is  the  best  on  the  subject  with  which 
I  am  familiar.  There  is  little  literature  on  this  question.  It 
seems  to  me  that  we  must  consider  one  point,  and  that  is  the 
coming-on  of  the  symptoms  so  soon  after  birth.  We  must  look 
for  ante-natal  causes,  as  well  as  causes  that  may  operate  after 
birth.  Again,  if  the  presence  of  an  undue  amount  of  bile  in  the 
system  is  capable  of  preventing  coagulation,  we  should  expect 
to  find  it  all  the  more  in  a  new-born  child,  as  the  liver  is  much 
larger  than  in  adults. 

With  regard  to  the  influence  of  infection,  I  know  from  my 
own  experience  that  we  maj^  have  very  serious  and  dangerous 
infection  without  the  production  of  hemorrhages.  I  saw  a  case 
where  a  child  in  the  second  week  developed  a  suppurative  in- 
flammation of  the  shoulder  joint  requiring  drainage.  Later  on 
erysipelas  supervened  and  extended  nearly  all  over  the  body. 
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Although  the  child  had  such  a  violent  septic  condition,  there 
were  no  hemorrhages. 

These  hemorrhages  from  various  mucous  membranes  have 
been  described  under  different  heads,  and  yet  they  must  all  be 
due  to  the  same  causes.  It  is  not  necessary  to  name  them  sepa- 
rately, because  the  "hemorrhagic  diseases"  seems  to  cover  the 
whole  subject.  I  do  not  quite  see  the  connection  between  an  or- 
dinary cephalhematoma  and  these  hemorrhages  from  the  mucous 
membranes.  I  am  surprised  that  Dr.  Abt  included  them  in  his 
report,  as  they  are  simple  traumatisms.  I  believe  it  was  Gard- 
ner who  first  showed  that  bacilli  were  found  in  the  blood  of 
these  cases,  and  I  have  no  doubt  that  now,  since  more  attention  is 
being  paid  to  the  subject,  more  light  will  be  thrown  on  it,  but 
the  studies  must  certainly  be  in  the  direction  of  the  changes  in 
the  blood  and  blood  vessels. 

Dr.  Lester  E.  Frankenthai..  —  I  have  seen  only  three  cases, 
one  in  consultation  with  Dr.  Gary,  another  in  my  own  practice 
which  Dr.  Billings  saw  in  consultation.  The  mother  was  a 
primipara,  absolutely  healthy,  with  a  large  pelvis  and  had  a 
normal  delivery.  Twelve  hours  after  birth  hemorrhage  occurred 
from  the  cord,  and  three  days  later  there  were  hemorrhages 
under  the  skin,  from  the  mouth,  intestines,  and  nose.  Chloride 
of  calcium  and  chloride  of  sodium  were  administered,  and  anti- 
syphilitic  treatment  given,  inasmuch  as  the  father  had  locomotor 
ataxia.  The  third  case  I  saw  with  Dr.  Gollins.  The  woman 
was  a  multipara  and  all  her  labors  had  been  normal.  The  last 
baby  had  an  enormous  cephalhematoma,  which  increased  rapidly 
in  size.  There  was  intense  anemia.  ^Hien  I  saw  the  child  I 
took  a  stout  piece  of  cloth  and  put  it  over  the  child's  head,  took 
a  large  rubber  band  and  passed  it  around  the  head  twice  over 
the  cloth.  I  covered  the  cloth  wth  collodion.  The  tumor  in- 
creased beyond  the  boundaries  of  the  rubber  ligature,  and  sub- 
sequently other  hemorrhages  occurred  all  over  the  body.  All 
the  children  died.  I  especially  mention  these  subsequent  hemor- 
rhages in  the  last  case  in  answer  to  objections  raised  by  Dr.  Hoag 
for  introducing  the  matter  of  cephalhematomata  at  this  time. 

Dr.  Abt. — In  reply  to  Dr.  Hoag,  I  did  not  mention  cephal- 
hematoma and  intracranial  hemorrhages  in  the  same  breath.  I 
referred  to  them  as  two  distinct  conditions,  classifying  them  as 
traumatic  or  accidental  hemorrhages,  so  as  to  differentiate  them 
from  the  other  variety  of  hemorrhages  which  I  classified  as 
spontaneous.  In  view  of  the  two  interesting  cases  cited  by  Dr. 
Holmes  and  Dr.  Frankenthal,  it  seems  that  they  do  occur  and 
that  sometimes  one  variety  merges  into  the  other. 

Dr.  Gary  brings  up  a  very  interesting  point,  one  which  I 
noticed  in  the  literature  but  did  not  introduce  into  the  paper, 
and  that  is  whether  these  syphilitic  children  are  predisposed  to 
hemorrhages  or  to  the  development  of  an  infection.  It  is  well 
to  think  of  this. 

AA^ith  reference  to  icterus,  I  once  saw  a  case  in  consultation, 
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a  child  that  was  intensely  icteric.  I  concluded  it  was  due  to 
a  congenital  occlusion  of  the  bile  duct.  Minute  hemorrhages 
occurred.  I  did  say  that  these  cases  occurred  more  often  in 
hospitals  than  in  private  practice.  That  is  not  my  experience, 
but  seems  to  be  the  opinion  of  various  men  who  have  observed 
these  cases.  All  of  the  cases  I  have  seen  occurred  in  private 
practice  and  were  brought  to  the  hospital  subsequently. 
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Stated  Meeting,  May  17,  1901. 
The  President,  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  showed  a 

TUMOR    OF    THE   BREAST 

removed  mth  the  axillary  glands.  The  tumor  had  been  recog- 
nized two  years  ago  by  her  physician.  The  growth  in  the  breast 
had  undergone  degeneration.  A  large  gland  was  also  removed 
from  the  right  axilla,  the  mammary  tumor  being  on  the  other 
side. 
Also  a 

UTERINE   FIBROID 

undergoing  degeneration.  The  larger  mass  completely  filled  up 
the  pelvis.  A  small  tumor  had  migrated  and  was  attached  to 
the  broad  ligament  by  a  veiy  small  pedicle.  The  pressure  on  the 
rectum  did  not  cause  constipation.    ■ 

Dr.  J.  Wesley  Bovee  presented  a  specimen  of 

ABNORMALLY    LONG    OVARY 

he  had  removed  from  a  patient  operated  for  appendicitis  and 
right  pyosalpinx.  This,  the  left  ovary,  was  five  inches  in  length 
and  at  no  part  more  than  half  an  inch  thick.  The  consistence 
and  appearance  macroscopically  were  those  of  normal  tissue. 
The  extreme  length,  the  greatest  he  had  ever  seen  in  the  human 
normal  ovary,  was  attributed  to  adhesions  at  the  outer  end  of  the 
organ  fastening  it  high  against  the  lateral  Avail  of  the  abdominal 
cavity.  The  tube  was  similarly  adherent  and  lengthened. 
Also  a  specimen  of 

MULTIPLE  FIBROMATA  UTERI  WITH  RIGHT  OVARIAN  CYST  AND  DOUBLE 
INTRAPERITONEAL  CYSTS  ON  TOP  OP  THE  BROAD  LIGAMENTS. 

The  ovarian  cvsts  contained  about  four  ounces  of  fluid,  but  this 
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was  clear  and  thin  and  bears  upon  the  question  of  ovarian  cysts 
in  colored  women,  as  this  was  a  rather  darls-colored  woman  46 
years  old.  Intraperitoneal  cysts  were  not  nncommon,  but  these 
were  removed  without  rupture,  and.  taken  with  the  other  condi- 
tions, made  a  very  interesting  specimen.  Two  points  of  particu- 
lar interest  in  this  case  were  a  severe  mitral  lesion  Avithout  com- 
pensation and  which  kept  the  woman  very  weak— so  weak  that 
for  the  past  two  weeks  she  h^s  pteferrecl  remaining  in  bed  to 
sitting— and  a  fibroid  protruding  through  the  cervix,  which  under 
ordinary  conditions  would  have  led  him  to  do  a  total  hysterec- 
tomy. But  the  condition  of  the  patient  necessitated  speed  and  a 
minimum  amount  of  traumatism.  Three  weeks  have  passed  and 
she  seems  improved. 

He  also  presented  a  specimen  of 

EARLY    DERMOID    CYST    OF    THE    OVARY 

removed  a  few  days  before  from  a  colored  woman  20  years  of  age. 
It  was  in  an  ovary  nearly  double  its  normal  size  and  severely  ad- 
herent to  the  intestines  in  several  places.  Considerable  injury 
to  the  intestine  was  the  result  of  separating  the  adhesions,  and,  as 
the  tube  did  not  share  in  the  attachments,  he  was  suspicious  of 
the  contents  of  the  ovary.  Upon  section  of  it  after  the  operation 
it  Avas  found  to  contain  a  portion,  the  size  of  a  small  olive,  that 
was  brown  in  color  and  studded  with  small  browTi  spots.  From 
it  exuded  an  oily  substance  and  the  microscope  showed  an 
abundance  of  cholesterin  crystals.  Dr.  James  Carroll,  patholo- 
gist to  the  hospital,  pronounced  it  a  dermoid  cyst. 

Another    specimen    was    shown    by   him    which    Avas    one    of 

DOUBLE   OVARIAN   PAPILLOMATA 

removed  from  a  white  woman  of  30  years  the  same  morning  as  the 
dermoid  cyst.  One  ovary  was  the  seat  of  a  marked  proliferating 
cyst  adherent  to  the  intestine.  The  other  ovary,  markedly  ad- 
herent, was  found  to  have  on  its  surface  a  few  very  small  nod- 
ules. As  these  cysts  are  usually  double,  this  ovary  Avas  sectioned 
and  an  early  condition  of  papilloma  Avas  found  to  occupy  the 
larger  portion  of  the  oA^ary.  It  seems  to  be  in  quite  an  early 
stage— certainly  the  earliest  in  AA'hich  he  had  been  able  to  recog- 
nize it  with  the  naked  eye. 

Dr.  H.  L.  E.  Johnson  shoAved  an 

OVARLiN    CYST 

attached  to  a  very  long  appendix.  The  specimen  Avas  small,  but 
difficult  to  remove  because  of  the  adhesions  in  Avhich  was  the  end 
of  the  appendix. 

Dr.  H.  D.  Fry  read  a  paper  entitled 

INFLAMMATION  OP  THE  UTERUS  AFTER  DELIVERY  AND  ABORTION. 
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Stated  Meeting,  June  7, 1901. 
The  President,  S.  S.  Adams,  M.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  presented  a 

THIN-WALLED    CYST    OP    THE    OVARY 

enucleated  by  first  amputating  the  tube  and  enucleating  the  cyst 
by  going  down  behind  and  getting  it  out  entire.  He  showed  also 
a  vermiform  appendix  stripped  from  its  peritoneal  coat,  the  tip 
being  in  a  hidden  position. 

Dr.  J.  T.  Kelley,  Jr.,  showed  a 

MULTIFILE   FIBROID 

weighing  five  pounds.  The  patient  was  40  years  of  age,  married, 
one  child  twentj^  years  ago,  at  which  time  she  was  suffering  from 
syphilis.  She  was  unconscious  of  any  growth  until  the  day  he 
saw  her.  He  found  her  with  a  multiple  fibroid  reaching  to  the 
umbilicus  and  a  large  nodule  in  the  right  iliac  fossa,  the  abdomen 
over  which  was  very  tender  and  red.  The  temperature  was  103°, 
pulse  130.  The  bowels  had  not  moved  for  three  days.  She  was 
sent  to  the  hospital  the  next  morning  and  the  uterus  and  tumor 
removed.  The  operation  was  done  thiLS  hastily  because  of  the 
general  condition  of  the  patient  pointing  to  degenerative 
changes  in  the  tumor.  Five  grains  of  calomel  were  given  just 
before  going  on  the  table.  The  tumor  contained  rather  more 
blood  than  usual.  The  recovery  was  uninterrupted,  the  calomel 
acting  on  the  bowels  the  folloA\ang  day  most  efficiently. 

Dr.  J.  T.  Johnson  said  it  is  rather  unusual  to  operate  on  a 
fibroid  so  soon  after  seeing  the  patient.  We  usually  go  through 
a  stage  of  preparation. 

Dr.  I.  S.  Stone  said  from  the  appearance  of  the  tumor  he 
would  judge  that  the  pedicle  was  twisted  and  changes  due  to  this 
condition  were  going  on.  Dr.  Stone  spoke  of  the  tendency  of 
sending  patients  out  of  the  hospital  too  soon  after  abdominal 
section.  He  understood  that  in  New  York  some  surgeons  were 
sending  them  out  in  ten  days  after  appendicitis.  Three  weeks 
after  operation  he  allowed  a  patient  to  sit  up— the  recovery  had 
been  without  incident — and  he  found  she  had  a  phlebitis. 

Dr.  J.  T.  Johnson  said  to  prevent  ventral  hernia  he  was  in  the 
habit  of  keeping  them  in  bed  longer  and  longer. 

Dr.  E.  a.  Ballocpi  read  the  paper,  entitled 

CRIMINAL    ABORTION.^ 

Dr.  J.  T.  Johnson  believed  that  seven-tenths  of  all  pelvic 
disease  is  due  to  abortion  and  continued  prevention  of  con- 
ception. Women  who  have  practised  on  them  criminal  abortion 
suffer  a  great  deal  more  than  Avhere  it  has  been  of  accidental 
origin  and  properly  cared  for.     He  knew  of  no  married  woman 

'See  original  article,  p.  235. 
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who  had  died  after  accidental  abortion.  Hospital  records  report 
deaths.  Abortion  requires  more  care  than  full-time  labor. 
Reformation  will  come  about  by  instruction  from  medical  men. 

Dr.  I.  S.  Stone  asked  what  might  be  done  with  Dr.  Balloch's 
suggestion,  and  also  if  these  parties  could  be  convicted. 

Dr.  E.  E.  ]\roRSE  suggested  that  all  abortions  be  required  to  be 
reported. 


Stated  Meeting,  June  21,  1901. 
Vice-President  E.  A.  Balloch,  M.D.,  in  the  Chair. 
Dr.  J.  T.  Kelley,  Jr.,  presented  a  case  of 

ECTOPIC  PREGNANCY. 

The  patient  was  six  weeks  pregnant  and  had  been  bleeding  from 
the  uterus  for  a  week.  Symptoms  of  rupture  occurred  on  the 
morning  of  the  operation.  About  three  quarts  of  fresh  blood 
were  turned  out  of  the  abdomen.  The  fetus  and  membranes 
were  still  attached  to  the  tube  at  the  site  of  the  rupture,  at  the 
fimbrije.     The  patient  made  an  uneventful  recovery. 

Dr.  H.  D.  Fry  presented  a 

FIBROID   uterus    CONTAINING   A   FETUS. 

The  tumor  with  the  pregnancy  was  about  as  large  as  a  seven- 
months  pregnancy.  The  pregnancy  had  existed  for  three  and 
one-half  months.     The  patient  made  a  good  recovery. 

Dr.  J.  W.  Bovee  said  it  is  uncommon  to  open  the  abdomen  and 
find  the  fetus  so  early  in  the  pregnancy.  He  thought  at  first, 
from  the  appearance  of  the  specimen,  that  it  was  a  tubal  abortion. 
Dr.  Bovee  also  said  the  extreme  conservatism  in  pregnancy  with 
fibroids  has  been  departed  from.  He  thought  Dr.  Fry  had  done 
right  in  operating  at  the  time  he  did  instead  of  waiting  until 
full  term. 

Dr.  John  F.  Moran  read  a  paper  entitled 

SIGNIFICANCE   OF   FEVER   DURING   THE   PUERPERIUM/' 

Dr.  W.  S.  Bowen  said  the  histories  of  these  cases  are  very 
valuable.  In  looking  over  some  reports  of  cases  he  saw  that 
measles  was  very  fatal  during  the  puerperium.  He  had  never 
seen  a  case.  If  the  fever  is  from  the  intestinal  tract  a  purgative 
is  indicated.  He  indorsed  gloves  and  the  holding  open  of  the 
vulva  on  introducing  the  examining  finger.  He  thought  we 
should  cultivate  external  palpation  for  diagnosis. 

Dr.  H.  D.  Fry  said  in  differentiating  the  kind  of  germ  present 
great  advance  had  been  made  and  greater  is  to  be  expected  in  the 
future.  He  thought  the  mortality  much  lessened' by  the  use  of 
the  gloves.  In  the  Columbia  Hospital  the  mortality  was  much 
increased  when  they  took  on  a  new  interne.  He  thought  vaginal 
'See  original  article,  p.  164, 
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examination  too  valnable  to  be  done  away  with ;  without  it  you 
cannot  ascertain  the  progress  of  the  labor  nor  get  an  idea  of  the 
flexion  and  rotation  of  the  head;  also,  the  progress  of  the  labor 
can  be  materially  helped. 

Dr.  G.  N.  Acker  agreed  with  Dr.  Fry  as  to  vaginal  examina- 
tions. Some  may  make  too  many.  He  had  very  few  eases 
of  sepsis,  even  when  he  introduced  the  whole  hand  into  the 
uterus. 

Dr.  J.  W.  BovEE  said  his  professor  taught  him  to  make  an  ex- 
amination each  hour,  which  he  thinks  too  frequent.  Sometimes 
it  is  necessary  to  rupture  the  membranes. 

Dr.  W.  M.  Sprigg  advocated  the  use  of  gloves  and  thorough 
cleansing  of  the  vulva.  He  had  no  hesitation  in  making  an  ex- 
amination if  he  deemed  it  necessary. 

Dr.  ]\roRAN  said  infection  is  not  caused  so  much  by  the  assist- 
ants as  by  nurses.  If  the  assistants  are  observing  they  wall  see 
that  the  details  are  carried  out.  It  is  hard  to  determine  the  cause 
of  the  infection  and  who  is  responsible.  In  private  practice  he 
finds  the  nurse  careless.  The  discharge  from  the  bowel  is  fre- 
quently wiped  over  the  vulva  in  bathing  the  parts.  He  cited  a 
case  of  scarlet  fever  of  the  mother,  child,  father,  and  nurse.  Cot- 
ton gloves  he  thought  worse  than  none. 


Stated  Meeting,  October  5,  1901. 
The  President,  S.  S.  Adams,  M.D.,  in  the  Chair. 
An  essay— the  President's  address— was  read,  entitled 

A   STUDY   OF    TWO    HUNDRED   AND    TWENTY-FIVE    CASES    OF    ENTERIC 
FEVER   IN    CHILDREN. 

In  attempting  a  study  of  225  cases  of  enteric  fever  which  have 
been  treated  in  the  Children's  Haspital,  District  of  Columbia, 
during  the  three  decades  ending  in  1901,  obstacles,  many  of 
which  were  insurmountable,  have  been  encountered.  This  by  no 
means  represents  the  whole  number  treated.  During  the  first 
decade  cases  of  typho-malarial  fever  recorded  are  not  included; 
during  the  second  this  term  w^as  abandoned  by  common  consent, 
and  the  cases  resembling  the  above  are  included;  and,  in  the 
third,  cases  of  mixed  infection,  which  in  their  clinical  and 
pathological  phenomena  are  identical  wdth  the  so-called  typho- 
malarial  fever,  have  been  incorporated. 

I  might  be  justified  in  swelling  the  number  by  including  the 
many  cases  recorded  in  the  first  decade  and  a  half  under  the  head- 
ings typho-malarial,  infantile  revtittoit,  remittent  and  continued 
fevers,  because  my  colleague  and  myself  were  then  serving  as 
assistants  and  in  the  light  of  the  present  believe  that  they  were 
enteric.  Continuous  connection  with  the  hospital  since  1876  has 
given  us  ample  opportunities  for  careful  study  of  these  cases,  but 
it  is  not  wise  to  alter  the  records. 
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In  the  earlier  years  of  practice  I  was  among  the  few  who  did 
not  believe  in  the  immunity  of  infants  and  young  children  from 
enteric  fever.  When  some  set  up  the  opinion  (from  which  they 
have  fortunately  receded)  that  infants  rarely,  if  ever,  had  enteric 
fever,  I  strenuously  contended  that  infants  and  young  children 
hacl  a  disease  which  clinically  was  analogous  to  enteric  fever  in 
the  adult,  and  shortly  thereafter  presented  the  intestine  from  an 
infant  showdng  lesions  identical  watli  those  present  in  adults  who 
had  died  from  enteric  fever.  Of  late  all  doubts  on  this  point 
have  been  dispelled  by  pediatrists  generally.  The  acceptance  of 
the  theory  of  immunity  unquestionably  obscured  the  diagnosis 
in  many  cases  which  pight  otherwise  have  added  to  the  intei'est 
of  this  paper. 

Enteric  fever  in  the  child  differs  in  degree  only  from  that  in 
the  adult.  It  wall  be  clearly  show'n  that  the  clinical  phenomena 
differ  somewhat  from  those  in  the  adult,  but  the  structural 
changes  are  uniform  regardless  of  age. 

There  has  been  a  relative  annual  increase  in  the  number  of 
cases  treated  in  the  hospital  to  the  w^hole  number  admitted.  This 
has  been  about  uniform,  except  in  tw^o  instances  when  it  was 
much  greater  owing  to  the  prevalence  of  enteric  fever,  in  epi- 
demic form,  in  the  city. 

Season.  — Oi  the  225  cases,  146,  or  64.88  per  cent,  were  admitted 
during  August,  September,  and  October. 

^ea*.  — One  hundred  and  tw'enty-tw^o  boys  and  103  girls  were 
admitted,  this  being  about  the  proportion  admitted  to  general 
hospitals. 

Age. — At  the  organization  of  the  hospital  the  maximum  age  of 
children  admitted  was  15  years  and  the  minimum  2  years.  The 
maximum  w^as  gradually  lowered  until  in  1888  it  was  fixed  at  12 
years,  which  may  account  for  the  small  numlier  between  12  and 
15  years.  There  is  a  decided  increase  in  the  number  admitted 
after  the  fourth  year,  which  may  be  due  to  increased  suscepti- 
bility at  the  beginnino'  of  school  life. 

Table  Showing  Ages. 

Two   years 7  cases  Nine    years 2"^  cases 

Three    "      8       "  Ten  "      '^2 

Four      "      8       "  Eleven  '"      ...  32 

Five      '•      18       "  Twelve  "...  14 

Six        "     25       "  Thirteen  "      .  .        .  ?. 

Seven    "      32       "  Fourteen  "      ^ 

Eight    '■      15       "  Fifteen  •■      5 

Mode  of  Conveyance. — It  is  a  singular  coincidence  that  the 
first  case  of  enteric  fever  treated  was  attr'ibuted  to  the  eating  of 
oysters.  This  was  in  1872,  and  yet  it  was  quite  tAventy-five  years 
afterward  before  the  oyster  Avas  recognized  as  a  carrier  of  in- 
fectious germs.  Three  cases  are  attributed  to  polluted  milk,  9 
to  w^ater.  and  26  to  contagion.     In  186  cases  no  record  is  made  as 
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to  the  mode  of  conveyance.  In  the  26  cases  attributed  to  con- 
tagion there  was  in  every  case  evidence  of  direct  exposure.  The 
proof  is  positive  in  several  eases  where  water  is  mentioned  as  the 
medium.  These  cases  came  from  a  locality  where  enteric  fever 
was  epidemic  at  the  tim.e  of  their  admission.  The  children,  as 
well  as  many,  if  not  all,  of  those  affected,  had  drunk  the  water 
from  a  certain  well,  which,  upon  examination,  was  found  to  con- 
tain the  colon  and  other  bacilli  together  with  fecal  matter.  This 
well  was  closed  by  the  Health  Department. 

Morbid  Anatomy.  —  In  25  cases  the  necropsy  revealed  the  char- 
acteristic lesions  and  in  addition  structural  changes  in  the  other 
organs.     In  8  necropsies  were  not  permittjed. 

Perforation  was  found  in  7  cases,  all  being  of  the  ileum.  In 
1  case  three  perforations  were  found,  in  2  cases  two.  and  in  the 
remainder  but  one. 

Hemorrhage.  —  Thirteen  deaths  resulted  from  hemorrhage,  but 
in  no  instance  could  the  bleeding  vessel  be  found. 

Sphe)i.  —  The  spleen  was  almost  invariably  enlarged  in  the 
fatal  cases.     Nephritis  was  present  in  four  cases. 

The  respiratory  organs  were  affected  in  7  cases,  and  the  cir- 
culatory in  2.  the  brain  in  3,  peritonitis  in  2,  and  cystitis  in  1. 

Mode  of  Onset.  —  The  disease  is  recorded  as  beginning  insid- 
iously in  125  ca.ses,  with  diarrhea  in  17.  malaise  in  14,  chills  13, 
suddenly  10,  delirium  7,  cough  5,  vomiting  8,  headache  6.  syn- 
ovitis, epistaxis,  stupor,  nausea,  and  tonsillitis  each  2,  and  with 
coryza,  adenitis,  arthritis,  erythema,  sweats,  and  insomnia  each  1 ; 
and  it  is  not  mentioned  in  4  cases. 

Temperature.  — T\iQ  course  of  the  fever  in  children  is  usually 
of  the  remittent  type,  ranging  from  103°  F.  to  105°  F..  and 
terminates  by  lysis.  In  this  series  the  fever  in  172  was  remit- 
tent, in  3  irregular,  in  19  intermittent,  and  in  2  atypical.  The 
fever  terminated  by  lysis  in  179  and  by  crisis  in  18.  Post- 
typhoidal  rise  is  noted  in  4  cases  and  was  due  to  some  err'or  in 
management.  There  were  11  septic  cases  that  were  most  pro- 
nounced, 4  of  which  died.  Kecrudescence  is  noted  in  a  very  small 
proportion  of  cases.  Chills  are  recorded  in  47  cases,  13  being  at 
the  outset. 

Rose  spots  are  not  as  frequent  in  children  as  in  adults.  They 
were  present  in  59  cases  only,  but,  as  about  20  per  cent  of  the 
cases  Avere  negroes,  the  percentage  is  not  accurate.  Sudamina 
and  miliaria  are  more  common  in  the  negro  child. 

Siueeits. — ]\rore  or  less  sweating  at  the  height  of  the  fever  is 
not  uncommon,  and  in  this  series  it  was  so  profuse  in  4  as  to 
classify  them  under  the  sudoral  variety. 

Bedsores  so  seldom  occur  in  children  that  it  was  not  regarded 
as  important  to  consider  them  here. 

Furunculosis  occurred  t\rice,  but  sponging  was  only  resorted  to 
in  one  case. 

Circulatory  System. — The  changes  presented  by  the  blood  dif- 
fer slightlv  from  those  found  in  the  adult.     There  was  one  case 
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of  peri-  and  endocarditis  and  one  of  endocarditis.  One  case  of 
phlebitis  of  the  femoral  vein  is  noted. 

Digestive  System.— ¥iye  cases  of  ulceration  of  the  mouth,  one 
being  gangrenous,  are  recorded.  One  case  of  esophagismus  of 
exceeding  interest  is  found.  The  boy  was  7  years  of  age  and  had 
a  typical,  moderately  severe  attack  of  enteric  fever.  At  the 
height  of  the  disease  there  would  be  a  tonic  spasm  of  the  eso- 
phagus in  attempting  to  take  drink  or  nourishment.  This  neces- 
sitated rectal  feeding.  After  long  convalescence  the  case  re- 
covered. 

Adenitis  and  Parotitis  in  11  cases,  most  of  which  suppurated. 
Pharjmgeal  symptoms  are  recorded  in  8  cases. 

Diarrhea  is  of  infrequent  occurrence  after  the  first  stage  is 
past,  and  when  present  is  usually  controlled  by  change  of  food. 

Hemorrhage  occurred  in  19  cases  (or  8.48  per  cent),  12  (or  61 
per  cent)  of  which  died.  In  one  case  there  were  three  profuse 
hemorrhages  and  the  child  recovered,  while  in  the  12  fatal  cases 
but  one  hemorrhage  is  recorded. 

Meteorism  and  Tympanites  are  noted  in  12  cases.  In  6  the 
distension  was  unusually  great  and  caused  intense  suffering. 

Abdominal  Tenderness  and  gurgling  are  not  as  frequently  ob- 
served as  in  the  ordinary  diarrhea  of  children.  Indeed.  I  re- 
gard the  gurgling  and  tenderness  in  the  right  iliac  fossa  as  of 
little  practical  clinical  value. 

Perforation.  — Oi  the  225  cases  there  were  7  (3.1  per  cent) 
with  perforation,  all  of  which  were  fatal.  There  is  usually  no 
difficulty  in  making  an  early  diagnosis  of  this  condition.  None 
of  the  cases  received  surgical  treatment. 

Spleen. — Enlargement  of  the  spleen  is  recorded  in  89  cases, 
but  undoubtedly  greater  care  in  case-recording  in  the  earlier 
decades  would  have  increased  the  percentage. 

Epistaxis  is  found  in  102  (45.33  per  cent)  cases,  in  many  of 
which  it  was  troublesome,  and  one  profuse  and  fatal. 

Bronchitis  was  present  in  20  cases  in  the  earlier  stages. 

Pneumonia  is  noted  in  11  cases,  one  of  which  proved  fatal. 

Delirium.  — Children  usually  bear  high  temperatures  much  bet- 
ter than  adults,  but  our  statistics  show  a  large  percentage  21  per 
cent)  of  nervous  perturbations  attributable  to  the  pyrexia.  The 
amount  of  fever  formed  no  index  of  mental  disturbances. 

Table  Showing  Type  of  Delirium. 

Mild   1  Hysterical    1 

Low,  muttering  delirium.  67  Stupor  6 

Wild    delirium 24  Coma   1 

Maniacal    7 

The  distinction  drawn  between  ivild  and  maniacal  delirium  is 
arbitrary.  Those  classed  as  wild  were  thoroughly  unaccountable 
and  required  restraint,  while  the  maniacal  had  hallucinations, 
delusions,  and  violent  tendencies  followed  by  insanity. 
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Convulsions. — In  7  cases  convulsions  appeared  during  the 
fastigium,  and  not  at  the  onset  as  is  the  case  in  children.  All 
such  cases  Avere  fatal. 

Neuritis.— JjocrI  neuritis  during  convalescence  was  observed  in 
3  cases,  all  of  which  recovered. 

Hemiplegia  with  a  fatal  termination  occurred  once. 

Fost-febrile  Insanity  has  been  observed  during  convalescence 
in  5  cases.  They  were  all  due  to  faulty  nutrition  and  promptly 
recovered  with  improvement  in  general  health. 

Ed)'.  —  Otitis  media,  supervened  in  5  (2.2  per  cent)  cases.  Sup- 
puration was  profuse,  but  the  disease  did-not  invade  the  mastoid 
cells.  Deafness  was  frequently  observed  during  the  height  of  the 
disease,  but  always  disappeared  with  the  subsidence  of  the  fever. 

Renal  Systetn. — Retention  of  urine  is  not  often  met  with  in 
children,  nor  is  it  mentioned  in  our  cases. 

The  diazo-reaction  was  applied  to  70  cases,  with  23  (32.95  per 
cent)  positive.  The  test  is  made  when  the  child  is  admitted,  but 
the  positive  reaction  is  often  delayed  as  late  as  the  third  week. 
Albuminuria  during  the  febrile  stage  occurred  in  18  (8  per  cent) 
cases,  but  usually  disappeared  during  convalescence. 

Acute  nephritis  is  noted  in  11  (4.8  per  cent)  cases.  4  being 
fatal. 

Post-enteric  Pyemia  infrequently  manifests  itself  by  abscesses. 
At  one  time  there  Avere  3  cases  of  perirectal  abscess  in  the  hos- 
pital. No  case  of  multiple  abscesses  is  recorded,  but  a  boil  on 
the  head,  buttocks,  thigh,  or  back  is  not  uncommon. 

Association  with  other  Diseases. — In  an  institution  in  which 
tubercular  diseases  prevail  so  extensively,  it  is  somewhat  sur- 
prising not  to  find  acute  miliary  tuberculosis  associated  with  or 
directly  following  an  attack  of  enteric  fever;  and  yet  we  find 
scarlatina,  measles,  malaria,  and  pseudo-membranous  pharyn- 
gitis and  laryngitis  complicating  it.  Cancrum  oris  has  occurred 
in  4  cases,  all  being  fatal. 

Varieties  of  Enteric. ^'Enteric  fever  in  children  presents  such 
various  modifications  in  its  complex  symptomatology  that  its 
classification  as  to  degree  depends  entirely  upon  the  observer. 
The  course  might  be  considered  mild,  and  yet  hemorrhage  or 
perforation  Avould  cause  an  unexpected  fatal  termination  -,  on  the 
other  hand,  a  case  may  be  grave  from  the  initial  stage,  and  Avhen 
least  expected  a  rapid  return  to  health  take  place.  It  has  been 
our  custom  to  classify  as  follows : 

Mild   106  Irregular    2 

Moderately  severe 53         Sudoral'    4 

Severe   60  

225 

Relapses.— There  were  24   (10.60  per  cent)   relapses,  3  eases 

^The  term  sudoral  is  ued  to  define  a  condition  in  which  there  was  pro- 
fuse sweating  during  the  fastigium. 
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having  two  each.  One  case  of  septic  enteric  died  during  the  re- 
lapse. Our  experience  has  been  that  a  i-elapse  is  of  milder  type 
and  shorter  duration  than  in  the  adult.  The  relapses  here  noted 
are  true  ones,  but  several  spurious  relapses  have  occurred  which 
were  of  slight  significance. 

Difigii  OS  is.— There  have  been  but  few  mistakes  in  diagnosis, 
the  greatest  difficulty  being  to  differentiate  enteric  from  estivo- 
autumnal  malarial  fever  when  the  blood  examination  is  negative. 
However,  observation  and  repeated  blood  examinations  have 
finally  settled  the  question.  The  Widal  tests  were  applied  in  70 
cases  and  gave  positive  results  in  58  (82.85  per  cent).  This  per- 
centage is  a  trifle  lower  than  the  results  of  other  observers  and 
may  be  due  to  imperfect  methods  which  were  unavoidable  before 
the  establishment  of  a  laboratory  in  the  hospital. 

Mortality.— There  were  33  deaths,  a  rate  of  14.66  per  cent. 
Taking  the  periods  separately,  we  see  the  greatest  reduction  in 
the  last  decade,  which  is  unquestionably  due  to  the  hydrothera- 
peutic  measures  employed. 

1872-1881 26  cases,     8  deaths,  mortality  30.76  per  cent. 

1882-1891 59  cases,  12  deaths,  mortality  20.33  per  cent. 

1892-1901 140  cases,  13  deaths,  mortality     9.28  per  cent. 

Analysis  of  the  Fatal  Cases. — There  were  21  boys  and  12  girls, 
whose  ages  ranged  as  follows :  2  years,  2 ;  4  years,  3 ;  5  years, 
5 ;  6  years,  5 ;  7  years,  4 ;  8  years,  1 ;  9  years,  1 ;  10  years,  7 ;  11 
years,  7;  12  years,  2;  and  14  years,  2.  One  was  infected  by 
oysters,  two  by  milk,  one  by  contagion,  and  two  by  water.  The 
necropsy  was  made  in  25  and  revealed  the  characteristic  local  and 
parenchymatous  lesions.  The  onset  was  insidious  in  17,  by  gastro- 
enteric symptoms  in  8,  by  angina  in  1,  by  chills  in  3,  and  sud- 
denly in  4.  There  were  rose  spots  in  6.  The  fever  was  inter- 
mittent in  4,  remittent  in  15,  atypical  in  6,  septic  in  2,  and  not 
stated  in  2.  The  fever  terminated  by  lysis  in  19,  by  crisis  in  G, 
by  collapse  in  3,  and  was  not  stated  in  5.  Epistaxis  Avas  noted 
in  17,  chills  in  10,  intestinal  hemorrhage  in  12,  nephritis  in  8, 
convulsions  in  8,  and  pneumonia  in  5.  The  delirium  was  nuitter- 
ing  in  16,  wild  in  8,  maniacal  in  1,  and  carphologia  in  1.  In  18 
the  spleen  was  enlarged.  Such  complications  as  bronchitis,  pneu- 
monia, peritonitis,  cancrum  oris,  aphonia,  gangrenous  stomatitis, 
hemiplegia,  and  endocarditis  helped  to  swell  the  mortality  (14.66 
per  cent).  The  variety  of  the  fever  Avas  severe  in  28,  moderately 
severe  in  4,  and  mild  in  1.  Twenty  Avere  treated  by  hydro- 
therapy, 3  by  antiseptics,  1  by  eliminative  and  antiseptic,  9  l)y 
antiperiodics,  and  8  by  antipyretics.  ExcessiA'e  diarrhea  Avas 
treated  6  times,  hemorrhage  1,  nerA^ousness  4,  and  cardiac  Aveak- 
ness  8  times. 

Treafment.  — The  general  management  of  the  cases  has  been 
of  the  same  character,  but  improvements  in  nursing  liave  mate- 
rially added  to  the  benefits  to  be  derived  from  systematic  nursing. 
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The  diet  has  been  uniformly  liquid,  which  consisted  of  milk  and 
animal  broths,  except  in  two  cases  where  "pudding  diet"  is 
noted.  I  am  not  familiar  with  this  last-mentioned  food  for 
enteric  fevers,  nor  was  I  able  to  ascertain  its  full  meaning,  but  I 
suspect  the  patients  for  whom  the  pudding  was  ordered  were  in 
the  convalescent  stage. 

In  the  first  decade  there  were  26  patients  who  were  treated  as 
follows : 


Cold    sponging 5 

Antiseptic    1 

Eliminative  and  antiseptic  4 

Diarrhea  5 

Heart  weakness 3 

Nervous   symptoms 7 

Antiperiodic    20 


It  will  be  seen  that  20  re- 
ceived quinine.  During  this 
period  Liebermeister's  treat- 
ment was  in  vogue,  and  I  can 
recall  the  large  doses  of 
quinine  given,  which  had  lit- 
tle effect  upon  the  fever,  but 
irritated  the  stomach  and  in- 
creased the  nervous  symp- 
toms. 


In  the  second  decade  59  patients  received  the  following  treat- 
ment : 


Cold    sponging 23 

Cold  pack 1 

Antiseptic    5 

Eliminative  and  antiseptic  4 

Diarrhea  3 

Heart  weakness 22 

Nervous    symptoms 32 

Antiperiodic    30 

Antipyretic    16 


Daylight  was  beginning  to 
dawn  in  the  treatment  and 
the  beneficial  effects  of  re- 
ducing high  temperature  by 
external  applications  of  cold 
were  realized,  but  before  this 
could  be  well  established 
came  the  introduction  of  that 
pernicious  class  of  drugs,  the 
so-called  antipyretics. 


Antipyrin  was  administered  in  16  cases— 4  of  which  died— 
and  showed  its  brilliant  power  of  reducing  the  temperature,  but 
at  the  same  time  depressed  the  heart's  action  to  such  an  extent  as 
to  require  much  stimulation  to  save  life.  Quinine  was  now  given 
to  50.8  per  cent  of  the  cases  and  undoubtedly  played  its  part  in 
augmenting  the  number  requiring  stimulation. 

In  the  third  decade  140  cases  were  treated  as  follows : 


Hydrotherapy 101 

Antiseptic    33 

Diarrhea    4 

Hemori'hage    1 

Heart  stimulants    31 

Nervous  symptoms 1 

Antiperiodic    27 

Antipyretics    1 


In  this  decade  the  treat- 
ment by  the  various  intes- 
tinal antiseptics  was  intro- 
duced, but,  after  a  fair  trial, 
they  were  discontinued  in  my 
service,  because  I  was  not 
convinced  that  any  benefit  re- 
sulted from  their  administra- 
tion. 
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Twenty-seven  received  quinine  because  of  mixed  infection,  but 
only  4  were  given  antipyretics ;  phenacetin  was  given  to  them  to 
allay  nervous  manifestations  and  not  to  reduce  temperature.  Of 
140  cases  101  were  treated  by  hydrotherapy.  Under  this  head 
are  included  cold  sponging,  cold  pack,  and  tubbing  after  the 
method  of  Brand.  The  regular  treatment  means  one  or  all  of 
the  three  methods,  according  to  the  indications  in  each  case. 
About  the  same  number  as  in  the  previous  decade  received  stim- 
ulants, but  for  a  dilferent  purpose.  AVhile  in  the  second  decade 
such  drugs  were  necessitated  by  the  cardiac  depression  from 
the  coal-tar  derivatives,  now  they  are  given  as  routine  treat- 
ment in  carrying  out  the  Brand  method. 

In  considering  the  results  obtained  in  this  one  hospital  during 
the  last  decade  it  may  not  be  wise  to  lay  too  much  stress  upon 
figures.  The  reduction  in  death  rate  may  not  be  due  to  the  treat- 
ment, but,  by  comparison  with  the  mortality  in  preceding  periods 
under  different  methods,  it  emphasizes  the  following  facts : 

From  1892,  the  beginning  of  the  third  decade,  to  1898,  in- 
clusive, the  treatment  followed  was  hydrotherapy,  antiseptic,  and 
a^'tiperiodic.  During  this  time  88  cases  were  treated,  10  of  which 
died,  giving  a  mortality  of  11.36  per  cent.  At  the  beginning  of 
1899  the  purely  hydrotberapeutic  treatment  was  begun  and  has 
been  strictly  followed  throughout  the  remainder  of  the  decade, 
with  the  result  that  of  the  52  cases  then  treated  but  3  died,  giving 
a  death  rate  of  5.7  per  cent. 

In  concluding  I  desire  to  state  that  the  cases  were  culled,  and 
the  charts  prepared  for  many  imperfectly  kept  records,  by  the 
assiduous  labors  of  Dr.  Thomas  S.  D.  Grasty,  the  present  resident 
physician,  and  J\Ir.  Kenneth  B.  Turner,  the  resident  student,  to 
whom  I  acknowledge  my  deep  appreciation. 
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Proceedings  of  the  Fourteenth  Annual  Meeting,  held  in  Richmond, 
Virginia,  November  12,  13,  and  14,  1901. 


The  Association  met  in  the  Robert  E.  Lee  Hall,  on  Broad 
street,  under  the  presidency  of  Dr.  IManning  Simons,  of  Charles- 
ton, S.  C. 

Dr.  Ernest  S.  Lewis,  of  New  Orleans,  La.,  read  a  paper  en- 
titled 

laceration  op  the  cervix  and  its  consequences. 

He  said  that  lacerations  of  the  cervix  were  productive  of  more 
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functional  and  organic  disturbances  than  had  heretofore  been 
supposed.  Emmet  was  the  first  to  draw  attention  to  the  more 
frequent  occurrence  of  cancer  upon  a  lacerated  than  upon  a 
nulliparous  cervix.  The  fascination  of  abdominal  surgery,  the 
brilliant  results  achieved,  and  the  increasing  scope  of  this  work 
had,  in  a  measure,  diverted  attention  from  these  minor  injuries, 
which,  when  neglected,  proved  most  serious  and  had  an  impor- 
tant bearing  upon  the  health,  happiness,  and  life  of  women.  It 
was  not  the  author's  intention  to  add  anything  to  the  literature 
of  this  subject,  but  simply  to  awaken  attention  to  the  importance 
of  the  topic,  which  had,  in  a  measure,  been  lost  sight  of.  and 
to  emphasize  what  had  been  so  emphatically  and  graphically  de- 
scribed by  Emmet.  Lacerations  of  the  cervix  were  of  frequent 
occurrence.  There  was  no  question  as  to  the  course  to  be  pur- 
sued bj^  the  accoucheur  in  lacerations  of  the  perineum,  although 
of  less  significance  than  tears  of  the  cervix  as  to  final  results. 
The  different  forms  of  cervical  lacerations  wei'e  described.  In 
moderately  recent  cases  the  classical  Emmet  operation  could  not 
be  improved  upon;  yet  in  certain  long-standing  cases,  where  the 
cervix  had  become  thickened  enormously  from  hyperplasia,  the 
Emmet  operation  would  fail  to  afford  relief.  In  such  cases  he 
had  used  the  Schroder  operation,  or  a  modification  of  it,  with 
gratifying  results. 

Dr.  Joseph  Price,  of  Philadelphia,  read  a  paper  entitled 

VAGINAL  PUNCTURE  OR  INCISIONS  FOR  PURIPORM  DISEASE  OR 
EXPLORATORY  PURPOSES  ARE  UNSURGICAL  PROCEDURES. 

The  author  daily  hears  of  vaginal  punctures  or  incisions, 
abdominal  sections  at  two  or  more  points,  to  determine  the  pre- 
cise nature  of  intrapelvic  or  abdominal  disease.  A  more  pro- 
longed apprenticeship  in  a  good  clinic  would  give  men  practis- 
ing such  methods  a  better  working  knowledge  of  the  natural 
history  and  diagnosis  of  intrapelvic  and  abdominal  disease.  At 
present  our  knowledge  of  the  numerous  pathologic  conditions 
found  was  so  perfect  that  there  was  no  excuse  for  multiple  inci- 
sions for  diagnostic  purposes.  Only  a  few  days  ago,  in  an  edu- 
cational centre,  a  group  of  three  or  four  surgeons  opened  the 
abdomen  of  a  child  at  two  points  to  remove  the  kidney. 

He  was  satisfied  that  the  ancient  methods  of  evacuating  puri- 
form  accumulations,  that  of  cautery  or  caustics,  was  much  more 
scientific  than  the  present  methods  of  incision.  Operators  prac- 
tising incision  methods  never  knew  the  precise  pathologic  con- 
ditions ;  they  punctured  or  incised  a  purif orm  accumulation  and 
guessed  at  a  name — ovarian  abscess,  pus  tube,  or  pelvic  abscess; 
if  the  fluid  evacuated  was  serous  in  nature  they  called  it  an 
encysted  serous  effusion.  The  probabilities  were  that  it  was  a 
dropsy  of  the  tube  or  hydrosalpinx.  Puriform  tubes  as  large 
and  tortuous  as  one's  flexed  thumb  should  never  be  overlooked 
or  punctured.  The  error  of  puncturing  an  ovarian  abscess  or 
small  dermoid— two  conditions  very  commonly  found  and  both 
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easily  enucleated — should  never  be  made.  He  had  never  known 
a  patient  cured  by  the  methods  referred  to.  The  general  con- 
dition of  patients,  the  rapid  restoration  to  health,  following 
clean  extirpations  either  from  above  or  below,  were  striking 
when  compared  witli  those  of  patients  travelling  around  seeking 
relie:^  and  health  after  the  timid,  incomplete  procedures  under 
discussion.  They  were  sadly  disappointed;  they  had  lost  their 
courage  and  confidence;  they  had  had  an  operation,  paid  for  it, 
had  visited  summer  and  winter  resorts,  had  sought  additional 
counsel,  and  had  been  told  that  more  operative  interference 
would  be  necessary.  He  had  been  asked  to  see  two  patients  in 
the  last  few  days,  both  of  whom  had  had  vaginal  incisions  with- 
out the  slightest  relief.  Both  were  now  unfavorable  subjects  for 
complete  surgical  interference. 

The  results  of  the  work  throughout  the  country  of  good,  pains- 
taking suprapubic  operators  were  pleasing,  "with  a  very  low 
mortality.  The  results  of  a  number  of  good  operators  practis- 
ing extirpations  by  the  vaginal  route,  such  as  Pryor,  Jacobs, 
and  others,  were  also  pleasing,  but  were  not  complete,  and  were 
folloAved  by  a  large  number  of  post-operative  accidents  and 
sequela?.  The  puncture  and  incision  methods  were  practised 
by  Hippocrates  and  his  pupils  b.c.  410,  but  they  were  done  by 
caustics. 

Dr.  George  H.  Noble,  of  Atlanta,  Ga.,  stated,  as  a  contrast  to 
the  experience  of  the  essayist,  that  he  had  treated  six  cases  by 
vaginal  incision  and  drainage  with  very  good  results,  but  favored 
operating  through  the  abdomen  and  doing  more  complete  pro- 
cedures where  the  condition  of  the  patients  permitted. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  0.,  had  practised  vaginal 
puncture  and  drainage  in  cases  in  which  it  was  not  prudent  to 
do  more  radical  operations  on  account  of  the  condition  of  the 
patients.  He  had  always  emphasized  the  fact  to  both  patients 
and  friends  that  this  operation  was  not  done  for  curative  pur- 
poses, that  it  was  a  makeshift,  and  that  a  more  radical  operation 
by  the  abdomen  would  have  to  be  done  later  to  afford  perma- 
nent relief.  It  was  his  experience  that  a  large  majority  of  such 
women  returned  for  radical  operations  sooner  or  later. 

Dr.  W.  D.  Haggard,  Jr.,  of  Nashville,  Tenn.,  said  there  were 
patients  who  completely  recovered  from  vaginal  incision  and 
drainage,  and  cited  an  interesting  case  in  point.  He  ^'ully  ex- 
pected to  do  an  abdominal  section  in  this  case  to  remove  a  dis- 
eased tube  and  ovary,  but  apparently  the  disease  had  ex]>ended 
its  course. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky.,  spoke  of  the  great 
change  that  professional  opinion  had  undergone  in  late  years  in 
regard  to  the  operative  treatment  of  pus  in  the  pelvis  in  women. 
He  referred  to  the  early  history  of  the  vaginal  operation  and  its 
great  popularity  for  years,  but  now  French  and  German  sur- 
geons were  resorting  to  the  suprapubic  route  in  dealing  with 
puinform  collections  in  the  pelvis.     These  operators  were  com- 

19 
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pelled  to  adopt  this  route,  as  their  patients  only  partially  re- 
covered from  vaginal  incision  and  drainage. 

Dr.  Edwin  Ricketts,  of  Cincinnati.  0.,  did  vaginal  punc- 
ture in  a  case  in  1886.  After  her  first  delivery  the  woman  had 
a  severe  pelvic  inflammation  with  pus,  and  her  condition  was 
such  as  to  contraindicate  an  abdominal  operation.  She  recovered 
and  subsequently  bore  four  children.  AA^hen  patients  did  not 
get  well  from  vaginal  puncture  and  drainage,  the  abdomen 
should  be  opened  and  the  diseased  appendages  removed. 

Dr.  George  S.  Brow^n,  of  Birmingham,  Ala.,  held  that  vaginal 
puncture  and  drainage  in  some  cases  could  be  practised  as  a 
life-saving  measure.  He  mentioned  six  cases  that  he  had,  in 
the  last  four  or  five  years,  of  gonorrheal  infection  of  the  tubes 
in  young  or  recently  married  women.  In  these  he  resorted  to 
vaginal  puncture;  most  of  the  patients  were  treated  as  emer- 
gency cases,  and,  so  far  as  he  knew,  only  two  or  three  of  them 
had  been  reoperated  on. 

Dr.  Price,  in  closing,  said  he  had  practically  abandoned  vag- 
inal puncture  and  drainage  in  the  class  of  cases  referred  to  in 
the  discussion,  as  it  was  not  only  a  blind  but  an  incomplete 
procedure. 

Dr.  Rupus  B.  Hall,  of  Cincinnati,  0.,  followed  with  a  paper 
on 

TREATMENT     OF    PELVIC     AND     ABDOMINAL     TUMORS     COMPLICATING 
PREGNANCY,  WITH   REPORT  OF   CASES. 

Using  the  cases  he  reported  as  illustrations,  his  conclusions 
may  be  summarized  briefly  as  follows : 

1.  In  the  very  small  per  cent  of  cases  in  which  malignant 
tumors  are  the  cause  of  the  obstruction,  they  should  be  dealt 
with  according  to  the  well-established  principles  of  modern  sur- 
gery. The  operation  should  be  made  at  once,  without  any  refer- 
ence to  the  child,  if  by  so  doing  there  is  any  additional  chance 
of  saving  the  life  of  the  mother. 

2.  If  the  ovarian  tumor  is  thin-walled,  of  large  size  and  rapid 
growth,  and  the  patient  is  not  near  her  full  term  of  gestation, 
an  operation  should  be  advised,  even  if  the  uterus  is  below  the 
tumor. 

3.  If  the  tumor  is  thick-walled  and  of  slow  growth,  is  not 
causing  much,  if  any,  inconvenience,  and  rides  above  the  en- 
larged uterus,  an  operation  is  not  urgently  demanded. 

4.  If  the  tumor  is  small  in  size,  is  situated  below  the  uterus, 
and  is  fixed  either  by  adhesions  or  impaction,  an  immediate  oper- 
ation is  demanded. 

5.  Tapping  the  tumor  for  temporary  relief  should  not  be  done. 

6.  In  fibroid  tumors  of  the  uterus  associated  ^\nth  pregnancy, 
where  there  are  but  one  or  two  large  nodules  and  they  are  located 
in  the  upper  half  of  the  uterus,  an  operation  should  be  advised 
only  in  rare  instances.  These  patients  can  be  delivered  safely, 
and  be  operated  upon  later  if  necessary. 
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7.  If  the  tumor  is  below  the  pregnant  uterus  and  a  large 
nodule  blocks  up  the  passage,  an  operation  should  be  advised 
and  made  early. 

8.  Myomectomy  is  usually  not  to  be  considered  in  these  cases, 
on,  account  of  the  increased  blood  supply.  The  writer  would 
advise  it  only  when  an  exceptionally  favorable  tumor  for  this 
method  is  encountered. 

Dr.  Virgil  0.  IIardon,  of  Atlanta,  Ga.,  said  his  conclusions 
were  essentially  the  same  as  those  enunciated  by  the  essayist. 
He  mentioned  two  cases  of  ovarian  tumor  complicating  preg- 
nancy in  which  he  thought  it  advisable  to  operate.  These  cases 
Avere  singularly  alike :  both  were  primiparae  and  operated  during 
the  fourth  month  of  pregnancy.  The  tumors  were  removed ;  the 
women  recovered,  went  to  full  term,  and  the  children  are  living. 
He  had  seen  many  cases  of  fibroid  tumors  complicating  preg- 
nancy; but  where  the  fibroid  is  so  situated  as  to  exert  no  pres- 
sure upon  the  uterus,  and  thereby  not  to  interfere  with  preg- 
nancy, he  thought  there  was  no  indication  for  operation  in  such 
cases  until  pregnancy  had  been  completed. 

Dr.  George  H.  Noble,  of  Atlanta,  Ga.,  said  the  removal  of  a 
fibroid  tumor  complicating  pregnancy  should  be  based  upon  me- 
chanical obstruction  to  labor.  Ordinarily,  of  course,  there  were 
exceptions,  as  a  twisted  pedicle,  inflammatory  conditions,  etc.; 
then  the  tumor  should  be  removed.  If  the  tumor  or  tumors 
were  in  the  lower  segment  of  the  pelvis  in  advance  of  the  fetus, 
it  was  necessary  to  remove  them,  or  the  uterus  must  be  evac- 
uated; and  as  these  tumors  can  be  removed  with  considerable 
safety  and  Avith  a  chance  of  saving  the  life  of  the  child,  it  was 
a  feasible  operation.     He  narrated  cases  in  point. 

Dr.  W.  D.  Haggard,  Jr.,  of  Nashville,  Tenn.,  cited  a  case  which 
he  saAV  in  consultation  with  Dr.  Fort,  in  Avhich  a  myomectomy 
was  done.  The  patient  was  a  colored  woman  Avho  had  been  mar- 
ried ten  years  and  was  sterile.  She  was  three  and  a  half  months 
advanced  in  pregnancy,  and  had  two  subserous  fibroid  tumors — ' 
one  about  the  size  of  an  orange,  on  the  right  side,  on  the  anterior 
face  of  the  uterus ;  the  other  one  about  the  size  of  a  baby 's  head, 
on  the  left  side,  and  near  the  fundus.  Both  tumors  were  re- 
moved easily  without  any  deleterious  effects ;  the  v/oman  was 
subsequently  delivered  of  a  full-grown,  living  child. 

Dr.  H.  Tuholske,  of  St.  Louis,  Mo.,  reported 

a  unique  case  of  extrauterine  pregnancy, 

a  resume  of  which  folloAvs:  Tubal  pregnancy  (ampullar)  of  the 
right  side;  tubal  abortion  with  complete  extrusion  of  the  gesta- 
tion sac,  unruptured  and  containing  fetus;  hemorrhage  and 
position  carried  the  sac  up  to  diaphragm  between  the  right  lobe 
of  the  liver  and  the  upper  end  of  the  Iddney.  Implantation  in 
the  parietal  peritoneum  of  the  diaphragm  as  far  forward  as  the 
attachment  of  the  coronary  ligament,  and  in  the  liver  from  its 
upper  border  to   the   transverse  fissure,   down   the  diaphragm 
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posteriorly,  and  in  the  upper  end  of  the  kidney.  Establishment 
of  placental  connections,  allowing  the  development  of  a  well- 
developed  li\"ing  child  and  pushing  the  liver  in  its  growth  toward 
the  left  and  turning  it  upon  its  axis,  with  the  coronary  ligament 
as  a  fixed  point,  until  the  right  margin  of  the  liver  became  the 
anterior.  Histologic  examination  showed  original  implantation 
in  the  ampulla  of  the  right  tube,  and  the  formation  of  a  placenta 
by  efficient  transformation  of  the  peritoneum  and  the  liver  tissue 
adjacent.  The  diagnosis  of  the  case  from  its  history  was  con- 
firmed by  clinical,  operative,  pathologic,  and  histologic  evidence. 

THE  SURGIC.M,  TREATMENT  OF  PAINFUL  MENSTRUATION. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C,  read  a  paper  with 
this  title.  Pain  should  not  occur  at  the  menstrual  period  in  a 
woman  with  healthy  pelvic  organs.  This  dual  relationship  be- 
tween the  general  health  and  the  generative  organs  must  be  con- 
stantly kept  in  mind.  One  or  the  other  might  be  at  fault,  or 
the  trouble  might  be  with  both  in  the  same  case. 

The  treatment  of  purely  medical  cases  did  not  come  within 
the  scope  of  the  paper.  In  such  as  demanded  both  medical 
and  surgical  care,  it  Avas  important  not  to  overlook  the  former. 
The  concentration  of  the  attention  too  closely  to  the  surgical 
aspect  of  the  case  was  often  the  cause  of  failure  to  give  relief. 

Surgical  treatment  carried  with  it  the  necessity  of  making  an 
examination  of  the  pelvic  organs.  As  these  sufferers  were 
nearly  always  young  girls  or  unmarried  women,  the  indications 
must  be  clearly  manifest.  The  character  and  severity  of  the 
pain,  its  duration,  and  the  condition  of  the  patient  during  the 
intermenstrual  period  must  be  considered. 

AVhat  results  could  be  expected  from  surgical  treatment?  If 
we  judged  by  the  pessimistic  statements  of  some  men  of  large 
experience,  they  were  nothing  to  be  proud  of.  In  the  discus- 
sion of  this  subject  at  the  last  meeting  of  the  American  Gyne- 
cological Society,  held  in  Chicago,  the  reflected  opinions  pre- 
sented a  gloomy  picture  for  the  Avomen.  The  author's  object  in 
presenting  this  paper  Avas  to  protest  against  that  verdict  rather 
than  offer  any  original  method.  His  experience  had  been  just 
the  opposite.  Failure  to  give  relief  had  been  due,  as  a  rule,  to 
some  complications  the  removal  of  which  subsequently  resulted 
in  cure. 

The  line  of  treatment  followed  Avith  such  satisfactory  results 
was  that  pointed  out  in  the  main  by  Dr.  W.  Gill  AVylie :  first, 
thorough  dilatation  of  the  cerAncal  canal ;  then  the  endometrium 
was  gone  over  carefully  Avith  the  sharp  curette ;  irrigation  and 
often  a  second  curettage ;  the  application  of  pure  carbolic  acid ; 
irrigation  and  dilatation  repeated,  if  necessary.  A  Wylie  drain- 
age plug,  as  large  as  Avould  readily  pass,  -AA^as  inserted  into  the 
cerAdcal  canal  and  kept  in  position  by  a  Smith  pessary.  For  a 
number  of  years  he  Avas  accustomed  to  leaA^e  the  plug  in  siUi  six 
days,  but,  folloAAdng  the  suggestion  of  Dr.  Wylie,  he  now  alloAved 
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it  to  remain  from  three  to  six  weeks.  He  usually  kept  the  pa- 
tient in  bed  two  or  three  weeks  after  the  operation,  and,  if  no 
discomfort  was  experienced,  permitted  her  to  get  up  and  go 
around,  wearing  the  plug  several  weeks  longer.  He  believed 
the  use  of  the  hard-rubber  plug  did  much  to  aid  in  the  perma- 
nency of  the  relief  of  pain.  It  caused  the  formation  of  a  cicatri- 
cial ring  of  tissue  at  the  point  of  constriction,  which  insured 
patulency.  He  had  not  seen  any  bad  results  follow  its  use.  In 
a  few  cases  it  caused  pain,  and  on  that  account  must  be  removed 
sooner  than  the  time  mentioned. 

He  attributed  the  failure  of  those  who  deplored  their  results 
to  the  omission  of  some  important  point  in  the  technique  of  the 
operation.  For  instance,  they  simply  dilated  the  cervix,  or  di- 
lated and  curetted.  Another  cause  of  failure  was  the  unfor- 
tunate division  and  subdivision  of  the  disease  into  varieties, 
each  variety  being  described  with  its  appropriate  method  of 
treatment.  The  desire  to  avoid  empiricism  had  made  the  sub- 
ject complex  and  unpractical. 

For  all  necessary  purposes  dysmenorrhea  could  be  divided 
into  simple  and  complicated.  The  simple  comprised  about  eighty 
per  cent  of  the  cases  that  came  under  the  care  of  the  gyne- 
cologist, and  the  treatment  described  by  the  author  cured  or 
greatly  relieved  three  out  of  every  four. 

The  conditions  usually  found  on  examination  were  as  follows : 
The  external  genitalia  were  undeveloped ;  the  vagina,  cervix,  and 
uterus  were  small.  There  was  stenosis  of  the  cervical  canal  and 
endometritis.  The  position  of  the  uterus  was  normal  or  one  of 
exaggerated  anteflexion ;  it  was  movable,  and  the  appendages 
were  healthy.  The  accompanying  endometritis  was  chronic  and 
due  to  deficient  drainage  of  the  cavum  uteri  in  consequence  of 
stenosis  of  the  cervical  canal.  The  undeveloped  condition  of  the 
generative  organs  in  young  women  was  very  common  and  par- 
allel to  deficient  growth  of  the  mammary  gland  and  its  conse- 
quent failure  to  perform  the  function  of  lactation. 

The  second  class  comprised  the  cases  in  which  some  compli- 
cation existed.  It  might  be  displacement,  small  fibroids  in  the 
body  of  the  uterus,  or  disease  of  the  tubes  or  ovaries.  These 
complications  must  be  recognized  and  corrected.  In  a  very 
small  proportion  of  cases,  as  in  cirrhotic  ovaries,  th--'  gynecologist 
was  driven  to  produce  the  menopause  artificially.  In  such  cases 
he  believed  it  advisable  to  amputate  the  uterus  at  the  same  time, 
as  the  subsequent  reflex  nervous  symptoms  were  diminished  and 
the  period  of  suffering  shortened. 

He  maintained  that  the  surgical  treatment  described  as  ap- 
plicable to  a  large  percentage  of  cases  of  painful  menstruation 
was  not  empiricism.  We  must  recognize  and  exclude  cases  due 
to  constitutional  causes,  and  must  recognize  and  give  other  treat- 
ment appropriate  to  any  complication  that  existed  in  other  cases. 

(To  be  continued.) 
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Meeting  of  November  6,  1901. 
The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Mr.  Alban  Doran  and  Dr.  Cuthbert  Lockyer  read  a  paper  on 

SLOUGHING  FIBROID  OF  THE  LEFT  UTERINE  CORNU  :  SHOWING 
ABNORMAL   RELATIONS. 

The  patient  from  whom  the  fibroid  was  removed  was  a  single 
woman  aged  30,  subject  for  a  month  to  symptoms  of  pelvic  in- 
flammation with  fever.  There  was  an  irregular  movable  mass 
in  the  left  fornix,  rising  into  the  left  iliac  fossa,  and  connected 
with  a  small  anteflexed  uterus.  Mr.  Doran  performed  supra- 
vaginal hysterectomy,  removing  the  uterus  and  tumor  with 
the  left  appendages;  the  right  tube  and  ovary  were  spared. 
The  patient  recovered.  The  tumor,  five  inches  in  long  diameter, 
was  much  larger  than  the  uterus,  projecting  outward  rather 
than  upward  from  that  organ.  It  was  a  true  fibromyoma 
in  a  necrotic  condition,  and  adhered  to  intestine  and  omentum  at 
its  blunt-pointed  outer  extremity.  This  degenerative  change 
apparently  accounted  for  the  febrile  symptoms.  At  first  sight 
the  tumor  simulated  a  fibroid  in  an  undeveloped  uterine  cornu, 
but  the  Fallopian  tube  and  ovarian  ligament  arose  posteriorly, 
and  not  externally,  and  were  attached  to  a  deep  groove  between 
the  uterus  and  the  tumor.  The  left  round  ligament  arose  from 
the  under  surface  of  the  tumor  somewhat  posteriorly,  passing 
under  it  and  forAvard  to  the  inguinal  canal.  A  tumor  with 
somewhat  similar  relations  to  a  uterus  much  smaller  than  itself 
has  recently  been  figured  without  any  clinical  history  by  Doder- 
lein  in  Kiistner's  "Kurzes  Lehrbuch  der  Gynakologie "  (Fig. 
146).  This  outward  growth  of  a  fibroid  of  the  cornu  without 
outward  displacement  of  the  corresponding  tube  and  ovary  is 
very  unusual.  The  sloughy  state  of  the  tumor  demanded  its 
removal,  and  the  uterus  could  not  possibly  be  separated  from  a 
growth  of  this  kind,  so  that  it  was  also  removed. 

Dr.  a.  H.  N.  Le-^a^ters  said  that,  among  other  points  of  interest, 
the  case  described  in  the  paper  had  an  important  bearing  on  the 
question  of  the  mortality  to  be  expected  in  cases  of  fibroid  tumors 
of  the  uterus.  Statistics  had  been  published  according  to  which 
the  mortality  of  fibroids,  apart  from  operation,  appeared  to  be 
.000138  per  cent,  or  about  three  in  two  million  cases.  Now,  in 
such  a  case  as  Mr.  Doran 's,  one  of  sloughing  subperitoneal 
fibroids  which  had  already  set  up  symptoms  of  pelvic  inflamma- 
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tion  with  fever,  it  could  not  be  doubted  that,  apart  from  oper- 
ation, the  case  must  have  ended  fatally.  Leaving  out  of  the 
question  the  other  possible  causes  of  death  in  cases  of  fibroids, 
was  sloughing  such  a  very  rare  thing  ?  He  had  himself  seen  two 
cases  comparatively  recently.  One  had  been  already  published. 
The  bther  was  one  of  the  last  cases  in  which  he  had  removed  the 
appendages  for  uterine  fibroid.  In  that  case  tying  the  vessels 
in  the  pedicles  appeared  to  have  in  some  way  cut  off  the  vascu- 
lar supply  of  a  fibroid  near  the  fundus  and  caused  it  to  slough. 
At  all  events,  no  evidences  of  sloughing  (fever,  fetid  discharge, 
etc.)  were  present  till  after  the  operation.  The  patient  died 
within  a  week  and  at  the  postmortem  examination  one  of  the 
fibroids  near  the  fundus  was  found  to  have  sloughed.  Dr. 
Lewers  called  attention  to  the  frequency  with  which  mucoid  de- 
generation M^as  met  with  in  fibroids,  and  he  would  be  glad  to 
know  i\Ir.  Doran's  views  as  to  the  relation,  if  any,  between  mu- 
coid degeneration  and  sloughing. 

Mr.  Aeb^vn  Doran  regretted  that  none  of  the  Fellows  of 
the  Society  could  offer  any  explanation  of  the  abnormal  rela- 
tions. The  tumor  was  certainly  in  the  left  cornu,  and  the  dis- 
placement of  the  left  round  ligament  was  very  unusual  and 
seemed  to  indicate  some  malformation  of  the  cornu.  The  term 
"sloughing"  had  been  used  for  convenience  in  the  title  of  this 
communication,  though  there  was  not  the  typical  moist,  fetid 
gangrene  seen  in  Dr.  Lewers'  case,  where  the  tumor  was  in  close 
relation  with  the  uterine  cavity.  In  the  present  case  the  tumor 
and  the  cavity  were  far  apart.  The  necrotic  change  probably 
came  on  because  the  shape  of  the  tumor  made  its  blood  supply 
liable  to  interruption. 
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The  Journal  of  Obstetrics  and  Gynecology  op  the  British 
Empire.     Volume  I.,  No.  1.     January,  1902.     Pp.  128,  large 
octavo.     Annual   subscription,   25s.    ($6.00).     London:   Bail- 
Here,  Tyndall  &  Cox,  8  Henrietta  Street,  Covent  Garden,  W.  C. 
The  initial  number  of  the  Journal  of  Ohstetrics  a7i(^  Gynecol- 
ogy of  the  British  Empire  is  issued  under  most  brilliant  aus- 
pices, bearing,  as  it  does,  upon  its  title  page  the  names  of  Eng- 
land's most  noted  gynecologists,  and  coming  into  the  field  as  the 
first  and  only  special  journal  published  in  the  Empire  indepen- 
dently of  any  society.     We  wish  it  well.     It  is  edited  by  Alban 
Doran,   with   the   aid  in  special   departments   of   Berry   Hart, 
Frederick  William  Kidd,  and  AV.  J.  Sinclair,  with  whom  are  asso- 
ciated as  an  editorial  committee  Henry  Briggs,  Murdoch  Cam- 
eron, Francis  Champneys,  C.  J.  Cullingworth,  Ernest  Herman. 
Edward  ]\lalins,  Alexander  Simpson,  Alfred  Smith,  and  John 
Williams. 
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Its  promoters  expect  to  make  the  Journal  a  complete  and  im- 
partial record  of  British  work  in  obstetrif^s,  gynecology,  and  ab- 
dominal surgery.  Its  original  contributions  are  to  be  the  work 
of  British  obstetricians  and  gynecologists,  but  it  will  also  supply 
a  brief  record  of  the  progress  in  its  special  line  throughout  the 
world. 

The  contents  of  the  opening  number  include  papers  by  Culling- 
worth,  Horrocks,  Hart,  Sinclair,  Cameron,  and  Lea,  on :  An 
analysis  of  one  hundred  cases  of  fibromyoma ;  Contraction  and  re- 
traction of  muscular  fibres,  with  special  reference  to  the  uterus ; 
An  appreciation  of  obstetrics  at  the  beginning  of  the  twentieth 
century;  A  case  of  tubal  pregnancy  of  six  months  without  rup- 
ture of  the  tube ;  Fetation  in  a  rudimentary  horn  of  a  bicornate 
uterus ;  and  Anesthesia  by  subarachnoid  injections  of  cocaine  in 
the  lumbar  region. 

Gynecological  Pathology.  A  Manual  of  ^Microscopic  Tech- 
nique and  Diagnosis  in  Gynecological  Practice  for  Students 
and  Physicians.  By  Dr.  Carl  Abel,  Privat-Docent,  Berlin. 
Translated  and  Edited  by  Samuel  Wyllis  Bandler,  M.D., 
Adjunct  Gynecologist  to  the  Beth  Israel  Hospital,  Ncav  York. 
With  a  Chapter  on  the  Embryology  of  the  Female  Genitalia 
and  the  Pathological  Growths  Developing  from  Embryonal 
Structures.  Pp.  237.  Illustrated  bv  100  Engravings.  New 
York :  William  Wood  &  Company,  1901. 

It  is  told  of  a  AVestern  surgeon,  who  had  been  brushing  up  in 
the  clinics  of  this  city  and  was  returning  to  his  home,  that  he  met 
a  fellow-traveller,  a  native  of  the  metropolis,  who  asked  what  had 
most  deeply  impressed  him  in  the  gynecological  work  which  he 
had  seen,  and  that  he  replied :  "  I  would  rather  be  a  snowball  in 
hell  than  an  ovary  in  New  York."  There  is  no  pathologist  with 
any  degree  of  experience  who  does  not  realize  the  truth  of  this 
more  forcible  than  elegant  expression,  for  it  is  doubtful  whether 
there  is  any  who  has  not  received  for  examination  female  uteri 
or  appendages  which  were  normal  or  showed  only  some  insig- 
nificant lesion.  Not  infrequently  has  this  occurred  even  after 
the  operator  has  received  from  the  pathologist  a  report  which,  if 
he  understood  its  meaning,  shoulcl  have  contraindicated  oper- 
ation. This  is  the  most  charitable  construction  which  can  be 
placed  upon  the  removal  of  uteri  and  ovaries  for  insufficient  rea- 
sons. In  the  general  pathological  works  the  subject  of  gyne- 
cologrical  pathology  is  very  superficially  treated,  and  this,  want  is 
filled  only  in  such  books  a.s  this  of  Abel.  In  its  translation  the 
writer  has  rendered  a  service  not  only  to  the  wielders  of  the 
scalpel  and  collectors  of  ovaries,  but  also  to  those  to  Avhom  these 
specimens  originally  belong.  It  is  earnestly  to  be  hoped  that 
it  may  be  read  by  many.  The  fact  that,  like  most  German  works, 
it  is  written  without  respect  to  the  value  of  the  reader's  time,  is  a 
fault  that  should  not  be  permitted  to  interfere  with  its  useful- 
ness. 
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The  Practice  of  Obstetrics.  By  Aiiiericaii  Authors.  Edited 
by  Charles  Jewett,  M.D.,  Professor  of  Obstetrics  and  Gyne- 
cology in  the  Long  Island  College  Hospital,  New  York. 
Second  Edition,  revised  and  enlarged.  With  455  Engravings, 
48  in  colors,  and  80  Colored  Plates.  Pp.  786.  New  York  and 
*Pliiladelphia:  Lea  Brothers  &  Co.,  1901. 

This  edition  bears  throughout  evidences  of  most  extensive  and 
careful  revision.  The  section  on  the  anatomy  of  the  pelvic  or- 
gans, originally  written  by  the  late  Dr.  W.  W.  Browning,  has 
been  ably  recast  by  Dr.  A.  T.  Bristow,  who,  in  the  light  of  recent 
developments,  has  made  important  additions  and  changes  and 
has  added  a  number  of  new,  beautiful,  and  very  instructive 
plates  in  color  and  in  black  and  white.  In  the  section  on  the 
physiology  of  i^regnancy,  the  chapter  on  the  development  of  the 
ovum,  by  ]\Ianton,  is  well  revised.  Under  the  pathology  of  preg- 
nancy two  of  the  chapters  originally  written  by  the  late  Dr. 
Etheridge  have  been  rewritten  by  Dr.  M.  A.  Crockett  and  three 
by  the  editor.  Dr.  Jewett.  The  able  chapter  on  ectopic  gestation, 
by  Henrotin,  is  particularly  well  brought  up  to  date,  as  is  also 
the  chapter  on  ' '  Infection, ' '  by  Williams,  and  the  various  chap- 
ters on  obstetric  surgery  which  close  the  volume. 

In  its  present  form,  with  the  little  errors  incident  to  a  first 
edition  eliminated  and  with  its  additions  in  text  and  plates,  the 
book  retains  in  a  perfected  form  the  practical  characteristics 
which  made  the  first  edition  not  only  a  representative  of  Amer- 
ican ideas,  but  a  favorite  with  the  American  practitioner.  Dr. 
Jewett  is  to  be  congratulated  on  the  success  which  has  so  soon 
made  necessary  a  second  edition. 

A  Text  Book  of  Obstetrics.     By  Barton  Cooke  Hirst,  M.D.. 
Professor   of   Obstetrics   in   the  University  of   Pennsylvania. 
Third  Edition,  thoroughly  revised  and  enlarged.     Royal  oc- 
tavo, 873  pages,  with  704  Illustrations,  many  of  them  in  colors. 
Philadelphia  and  London :  W.  B.  Saunders  &  Co.,  1901. 
In  announcing  the  third  appearance  of  a  work  so  well  known 
as  Dr.  Hirst 's  book  little  need  be  said  in  detail.     As  it  was  first 
written  it  was  clear,  practical,  and  evidently  the  outcome  of  an 
extended  experience. 

In  this  edition  the  work  has  been  carefully  revised.  New  mat- 
ter has  been  added  to  the  chapters  on  the  diagnosis  of  pregnancy, 
the  pathology  of  pregnancy,  the  pathology  of  labor,  and  obstetric 
operations,  and  over  fifty  new  illustrations  with  tln-ee  colored 
plates  have  been  added. 

Modern  Obstetrics:  General  and  Operative.  By  W.  A.  News- 
man DoRLAND,  A.M.,  M.D.,  Assistant  Demonstratoi-  of  Obstet- 
rics, University  of  Pennsylvania ;  Associate  in  Gynecology, 
Philadelphia  Polyclinic.  Second  Edition,  rewritten  and 
greatly  enlarged.  Octavo,  797  pages,  with  201  Illustrations. 
Philadelphia  and  London:  W.  B.  Saunders  &  Co.,  1901. 
This   edition   has   been    rewritten    and   enlarged,    so    that    it 
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now  forms  a  complete  text  book  of  obstetrics  along  the  lines 
of  the  original  edition.  A  number  of  new  sections  have  been 
added,  including  chapters  on  the  surgical  treatment  of  puerperal 
sepsis  and  the  role  of  the  liver  in  the  production  of  puerperal 
eclampsia.  Especial  attention  is  given  to  the  more  recent  pathol- 
ogy of  obstetric  conditions,  as  well  as  to  the  physiology  and 
hygiene  of  pregnancy  and  labor;  a  more  careful  elaboration  of 
the  mechanism  of  labor  has  been  adopted. 

The  Eoentgen  Rays  in  INIedicine  and  Surgery,  as  an  Aid  in 
Diagnosis  and  as  a  Therapeutic  Agent.  Designed  for  the  use 
of  Practitioners  and  Students.  By  Francis  H.  Williams,  M.D, 
(Harv.),  Graduate  of  the  Massachusetts  Institute  of  Tech- 
nology; Visiting  Physician  at  the  Bos,ton  City  Hospital,  etc. 
Pp.  658,  with  391  Illustrations.  New  York:  The  Macmillan 
Company ;  London :  Macmillan  &  Co.,  Ltd.,  1901. 

Dr.  Williams  is  fortunate  in  his  choice  of  a  time  for  presenting 
a  thoroughly  scientific  treatise  upon  the  X-rays.  As  the  result  of 
his  five  years  of  labor  his  work  easily  takes  the  first  place  in  its 
class,  combining  the  position  of  a  pioneer  with  the  advantages  of 
systematic  and  thorough  investigation.  This  thoroughness  is  the 
controlliiig  idea  of  the  book,  from  the  preliminary  descriptions  of 
X-ray  equipment  and  of  methods  of  examination  to  the  end  of  the 
entire  discussion  of  the  application  of  the  rays  in  medicine,  sur- 
gery, and  dentistry.  The  excellent  general  dress  and  typographi- 
cal work  are  especially  noteworthy.  The  reproductions  of  X-ray 
photographs  have  not  been  retouched,  as  they  are  in  many  publi- 
cations, and  their  clearness  of  outline  is  merely  a  proof  of  the 
careful  technique  employed.  Though  the  advantages  of  the 
X-rays  in  the  diagnosis  of  various  conditions  is  repeatedly  em- 
phasized, the  writer  has  the  eminent  wisdom,  so  lacldng  in  most 
works  representing  and  advocating  one  view  of  a  subject,  to  ac- 
knowledge the  value  of  all  other  means  of  diagnosis.  He  favors 
the  X-ray  examination  merely  as  an  adjuvant  following,  or  in 
some  cases  preceding,  the  ordinary  methods.  Being  a  subject  of 
essentially  pictorial  character,  the  text  is  of  course  freely  inter- 
spersed with  cuts  and  reproductions  of  X-ray  photographs.  Large 
numbers  of  illustrative  cases  are  reported  in  elucidating  these. 
Those  showing  the  shortcomings  of  percussion,  and  the  possibility 
of  recognizing  such  conditions  as  pulmonary  tuberculosis  before 
they  are  revealed  by  physical  signs,  are  particularly  instructive. 
The  chapter  on  "Therapeutic  Uses  of  the  X-rays"  contains  a 
large  number  of  abstracts.  The  uses  are  summarized  as  the  relief 
of  pain  and  itching  in  certain  diseases,  removal  of  hair,  treatmeni 
of  sycosis  and  favus,  removal  of  birthmarks,  cure  of  external 
neoplasms  and  sometimes  of  lupus,  eczema,  and  acne.  In  the 
section  on  surgery  the  writer  emphasizes  the  importance  of  secur- 
ing two  views  at  right  angles  to  each  other— a  fracture,  for  ex- 
ample, often  failing  to  show  in  one.  The  book  is  introduced  as 
"rather  a  report  of  progress  than  a  final  presentation  of  this 
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growing  subject."     It  is  to  be  hoped  that  this  indicates  the 
writer 's  intention  to  continue  a  work  so  well  begun. 

Lehrbuch  der  Gynakologie.     Von  Max  Runge,  Professor  of 
Gynecology  and  Obstetrics  in  the  University  Frauenklinik  in 
Gqttingen.     Berlin :  Julius  Springer,  Publisher,  1901. 
The  author  has  placed  before  the  profession  a  text  book  in  har- 
mony with  the  teaching  of  the  present  time.     In  some  matters  he 
has  been  too  brief;  for  conciseness,  while  commendable,  must 
not  be  carried  to  the  point  where  it  may  obscure  the  clearness  of 
the  teaching.     Some  subjects  are  dealt  with  in  a  masterly  man- 
ner, concisely  but  so  clearly  that  even  a  beginner  in  medicine 
should  be  able  to  comprehend  all  the  phases  considered.     We  are 
pleased  to  see  that  disputed  questions  have  been  omitted  from 
the  text ;  instead,  references  are  given  where  the  student  may 
find  full  discussion  of  the  subjects  referred  to. 

In  the  chapter  on  hygiene  and  dietetics  stress  is  put  upon  the 
avoidance  of  cathartics  in  the  treatment  of  constipation,  and  in- 
stead is  urged  the  necessity  of  cultivating  a  regular  habit  and 
the  importance  of  physical  culture.  From  the  advice  given  as  to 
examination  with  specula,  it  is  evident  that  the  author's  ex- 
perience with  Sims '  instrument  is  limited.  The  too  frequent  use 
of  vaginal  douches  is  condemned.  In  the  chapter  relating  to 
the  diagnosis  of  bladder  troubles,  the  digital  examination  of  the 
bladder  for  the  purpose  of  recognizing  the  presence  of  foreign 
bodies  or  neoplasms  is  given  prominence.  It  seems  to  us  that 
this  should  have  been  omitted  and  only  the  employment  of  the 
cystoscope  considered.  We  are  cautioned  against  the  use  of 
morphine  for  the  relief  of  dysmenorrhea.  We  do  not  agree  with 
the  statement  that  recurrences  of  the  displacement  are  frequent 
when  sliortening  of  the  round  ligaments  is  done  for  mobile  retro- 
flexions. We  have  not  seen  a  recurrence  if  the  operation  has 
been  properly  performed.  The  question  is  asked,  in  the  chapter 
on  extirpation  of  the  uterus  for  cancer,  whether  life  is  prolonged 
by  operation  in  patients  where  the  disease  has  advanced  into  the 
broad  ligaments,  and  attention  is  called  to  the  prolongation  of  life 
by  the  palliative  operation  with  the  cautery.  From  our  observa- 
tion we  fully  sustain  his  view  in  such  cases.  The  excellent  chap- 
ter on  the  pathology  of  pelvic  hematocele  is  alone  wort'i  the  value 
of  the  book.  tf.  J.  b, 

A  Text  Book  of  Embryology.  For  Students  of  Medicine.  By 
John  Clement  Heisler,  M.D.,  Professor  of  Anatomy  in  the 
Medico-Chirurgical  College,  Philadelphia.  Pp.  405,  with  196 
Illustrations,  32  of  them  in  color.  Second  Edition,  thoroughly 
revised.  Philadelphia  and  London :  W.  B.  Saunders  &  Co., 
1901. 

This,  the  second  edition  of  Heisler's  "Text  Book  of  Embry- 
ology, ' '  shows  its  chief  alterations  in  the  chapter  on  the  deciduae 
and  the  placenta,  which  has  been  rewritten  in  accordance  with  the 
recent  views  of  Peters  and  of  Webster,  whose  work  on  "Human 
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Placentation"  was  reviewed  in  the  September  luunber  of  this 
Journal  for  1901.  As  a  text  book  it  is  at  once  sufficiently  con- 
cise and  comprehensive ;  as  a  work  of  reference  it  will  fill  the 
wants  of  the  average  reader.  A  striking  characteristic  of  the 
book  is  the  simplicity  of  its  style  and  language,  which  robs,  a  sub- 
ject often  considered  dry  and  involved  of  half  its  difficulties. 

Text  Book  of  Nervous  Diseases.  Being  a  Compendium  for 
the  use  of  Students,  and  Practitioners  of  ^Medicine.  By 
Charles  L.  Dana,  A.M.,  M.D.,  Professor  of  Nervous  Diseases 
•in  Cornell  University  Medical  College:  Visiting  Physician  to 
Bellevue  Hospital ;  Neurologist  to  the  Montefiore  Home.  etc. 
Fifth  Edition.  Pp.  63:3,  244  Illustrations.  New  York:  AYil- 
liam  Wood  &  Company,  1901. 

When  the  fourth  edition  of  Dr.  Dana 's  classical  work  appeared 
it  had  been  very  completely  revised  and  rew'ritten.  so  that  it  re- 
flected truly  the  most  advanced  views.  The  present  edition  con- 
tains minor  changes  in  regard  to  the  microscopical  anatomy  of 
the  nervous  system  and  a  short  chapter  on  the  diagnosis  of 
diseases  of  the  Cauda  Equina.  The  chapter  on  ^Myelitis  is  re- 
written and  a  chapter  on  General  Paresis  added.  Slight  cor- 
rections and  elisions  have  been  made  throughout  the  text,  so  that 
the  size  of  the  work  has  not  been  increased  and  it  still  retains 
its  practical  character  as  a  compendium  rather  than  an  encyclo- 
pedia. 

Progressive  Medicine.  A  Quarterly  Digest  of  Advances,  Dis- 
coveries, and  Improvements  in  the  IMedical  and  Surgical 
Sciences.  Edited  by  Hobart  Amory  Hare,  M.D.,  Professor 
of  Therapeutics  and  Materia  ]\Iedica  in  the  Jefferson  ^Medical 
College  of  Philadelphia,  etc..  assisted  by  H.  K.  M.  Landis, 
M.D.,  Assistant  Physician  to  the  Out-Patient  ]\Iedical  Depart- 
ment of  the  Jefferson  ]\Iedical  College  Hospital.  Volume  IV. 
December,  1901 :  Diseases  of  Digestive  Tract  and  Allied  Or- 
gans :  Liver,  Pancreas,  and  Peritoneum ;  Genito-Urinary  Dis- 
eases; Anesthetics,  Fractures,  Dislocations.  Amputations, 
Surgery  of  the  Extremities,  and  Orthopedics:  Diseases  of  the 
Kidneys;  Physiology;  Hygiene;  Practical  Therapeutic  Refer- 
endum. Pp.  409.  Philadelphia  and  New  York :  Lea  Brothers 
&  Co..  1901. 

The  last  volume  of  the  series  for  1901  contains,  as  is  shown 
above,  a  number  of  major  subjects  and  all  of  the  minor 
which  have  not  been  treated  earlier.  The  contributors  are  ^lax 
Einhorn,  William  T.  Belfield.  Joseph  C.  Bloodgood,  John  R. 
Bradford,  Albert  P.  Brubaker,  Henry  B.  Baker,  and  E.  Q.  Thorn- 
ton. Among  the  abstracts  of  interest  are  those  on  pancreatitis, 
spinal  anesthesia,  treatment  of  infected  wounds  with  pure  car- 
bolic acid,  and  several  articles  upon  hygiene  in  the  chapter  de- 
voted to  this  subject,  such  as  "Bovine  and  Human  Tuberculosis" 
and  ''How  Yellow  Fever  is  Spread.''  ]\Iay  the  series  for  1902 
deserve  the  same  success  and  meet  it ! 
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A  Manual  of  Clinical  Laboratory  Methods.  By  John  Ben- 
jamin Nichols,  M.D.,  in  Charge  of  Clinical  Laboratory,  Gar- 
field Hospital ;  Hematologist  to  Columbian  Hospital ;  Professor 
of  Normal  Histology  in  Medical  Department  of  Columbian 
University,  Washington,  D.  C.  Illustrated.  Pp.  304.  New 
Yo»i'k :  William  Wood  &  Company,  1902. 

A  most  excellent,  practical,  and  readable  book.  Contains  clear, 
easily  understood  descriptions  of  the  "methods  employed  in  the 
laboratory  examination  of  the  various  fluids,  secretions,  and  ex- 
cretions of  the  body.  We  do  not  know  of  any  similar  work  of 
moi-e  value  to  the  clinician  who,  not  having  the  facilities  of  a 
well-<ippointed  laboratory  at  his  command,  must  himself  make 
these  examinations. 

The  Transactions  of  the  Edinburgh  Obstetrical  Society. 

Vol.  XXVI.    Session  1900-1901.    Pp.  323.    Edinburgh :  Oliver 

&  Boyd,  Publishers  to  the  Society,  1901. 

The  Transactions  of  this  well-known  Society  for  the  past  year 
appear  in  their  familiar  dress.  Among  the  papers  are  one  by 
J.  M.  i\I.  Kerr  on  a  new  method  of  treatment  of  spoon-shaped  de- 
pressions of  the  skull  of  the  new-born  by  antero-posterior  com- 
pression of  the  skull,  and  one  by  H.  0.  Nicholson  on  the  relation- 
ship of  the  thyroid  gland  to  eclampsia  and  treatment  of  the  af- 
fection by  th.yroid  extract. 

Transactions  of  the  American  Gynecological  Society.    Vol- 
ume XXVI.     For  the  year  1901.     Pp.  406.     Philadelphia: 
William  J.  Dornan,  Printer,  1901. 
This  volume  contains  the  papers  and  discussions  before  this 

noted  Society  at  its  meeting  beginning  its  second  quarter  een- 

turv.  held  at  Chicago  in  June,  1901. 
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OBSTETRICS. 

Position  of  the  Woman  during  Delivery. — Wm.  D.  Porter 
{Jour.  Am.  Med.  Assoc,  Sept.  7)  advocates  placing  the  woman 
across  the  bed,  her  hips  well  to  the  edge  and  on  a  Kelly  pad,  the 
legs  separated  and  supported  on  the  knees  of  the  obstetrician 
or  by  assistants.  He  claims  that  with  the  patient  in  this  posi- 
tion there  is  less  liability  of  infection;  fewer  examinations  are 
necessary;  there  is  better  control  of  the  head  and  consequently 
less  danger  to  the  perineum;  it  is  much  easier  to  cleanse  the 
patient  after  labor,  and,  on  the  whole,  is  the  preferable  position 
in  cases  where  the  environment  is  unfavorable. 

Prevention  of  Laceration  of  the  Perineum. — George  B. 
Twitchell  {N.  Y.  Med.  Jour.,  Dec.  28)  believes  that  to  have  the 
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proper  mechanism  of  labor  carried  out  it  is  of  primary  im- 
portance to  keep  the  vagina  well  lubricated  to  facilitate  the  nor- 
mal extension.  The  natural  lubricant  is  the  best  and  should  be 
preserved.  Consequently  douches  and  digital  examinations 
should  be  omitted,  except  Avhen  their  use  is  imperative. 

Ovarian  Pregnancy. — J.  Clarence  Webster  (A'm.  Med.,  Dec. 
21)  holds  the  view  that  the  genetic  reaction  which  results  in  the 
formation  of  decidual  tissue  is  limited  to  the  Miillerian  tract,  and 
that  only  tissue  which  is  capable  of  undergoing  this  reaction  can 
be  the  primary  seat  of  implantation  of  the  fertilized  ovum.  From 
personal  observations  Webster  has  found  the  following  relations 
between  the  ovarian  fimbria  and  tube :  The  outer  end  of  the 
fimbria  may  not  reach  the  ovary  in  some  cases ;  sometimes  it  just 
touches  it ;  sometimes  the  tip  is  embedded  in  the  ovary  or  adherent 
to  its  surface.  In  other  cases  there  is  a  break  in  the  continuity  of 
the  fimbria,  so  that  a  small  portion  may  lie  close  to  the  ovary, 
detached  from  the  main  part,  and  thus  in  a  position  to  be  easily 
overlooked. 

Bilobed  Uterus. — Clayton  A.  Lane  {Lancet,  Nov.  9)  reports 
a  case  of  pregnancy  in  one  horn  of  a  bilobed  uterus  complicated 
by  placenta  previa  and  a  breech  presentation.  The  child  was 
astride  of  the  cord  and  the  cord  Avas  twice  around  the  neck.  The 
child  was  born  asphyxiated  and  revived  with  difficulty. 

Prevention  and  Treatment  of  Miscarriage. — Peter  Horrocks 
{Br.  Med.  Jour.,  Oct.  5)  mentions  that  in  pregnancy  all  sudden 
jars,  as  riding,  dancing,  golfing,  etc.,  should  be  avoided,  also  any- 
thing Avhich  causes  great  and  often  sudden  exces.s  in  the  intra- 
abdominal pressure,  as  excessive  coitus,  lifting,  pushing,  etc. 
Shocks  and  frights  of  all  kinds  are  to  be  avoided.  Operations 
should  be  postponed  until  after  labor,  if  possible,  although  at  the 
present  day  many  operations  are  performed  during  pregnancy 
with  no  bad  results.  Tight  lacing  should  be  abandoned.  The 
bowels  should  be  kept  open,  but  without  purgation.  Enemata 
must  be  given  with  caution ;  if  it  is  necessary  to  give  them,  prob- 
ably a  little  oil  followed  by  soap  and  Avater  is  the  best.  Ecbolic 
drugs  should  be  given  Avith  great  care.*  WhencA^er  syphilis  is 
suspected  the  patient  should  be  put  on  antisyphilitic  treatment. 
Endometritis  should  be  treated  by  curetting  before  pregnancy 
is  allowed  to  occur.  Over-suckling  is  to  be  avoided :  ten  months 
is  enough.  The  treatment  of  this  condition  resolves  itself  simply 
into  the  question  of  Avhether  the  miscarriage  is  aA'oidable,  un- 
avoidable, or  incomplete.  If  avoidable,  put  patient  to  bed  and 
keep  her  absolutely  quiet,  not  even  allowing  patient  to  get  out 
of  bed  to  micturate  or  defecate;  giA^e  sedatiA^e  drugs,  as  opium. 
In  some  cases  ergot  or  viburnum  prunifolium  may,  by  pro- 
moting uterine  contraction,  stop  bleeding  and  so  prevent  mis- 
carriage. When  the  hemorrhage  is  severe  and  repeated,  it  may 
be  a  question  AA^hether  the  mother's  life  may  not  be  jeopardized 
by  trying  to  save  the  child.  The  best  rule  is  to  empty  the  uterus 
AA'hen  in  doubt.    In  unaA'oidable  miscarriage  we  may  let  Nature 


BRIEF    OF    CURRENT    LITERATURE.  303 

empty  the  uterus,  and  then  curette,  or  we  may  dilate  the  cervix 
and  empty  the  uterus  by  artificial  means.  The  treatment  of 
incomplete  miscarriage  consists  in  curetting  the  uterus.  Alfred 
Smith  drew  attention  to  anemia  as  one  of  the  most  important 
predisposing  factors,  especially  in  women  who  live  in  town.  J. 
A.»  Lycett  believes  that  the  erect  carriage,  with  the  consequent 
frequent  association  of  uterine  displacement,  descensus,  retro- 
flexion, and  retroversion,  has  not,  per  se,  any  direct  influence  in 
producing  miscarriage. 

Cesarean  Section. — F.  AV.  Kidd  (Duhl.  Jour.,  Oct.)  reports  a 
case  of  delivery  by  the  application  of  forceps  nearly  two  years 
after  a  Cesarean  section  had  been  performed.  The  Cesarean 
section  had  been  done  on  account  of  a  tumor  which  blocked  the 
parturient  canal.  It  was  found  inadvisable  to  remove  the  tumor. 
At  the  following  labor  the  tumor  was  drawn  up  posteriorly  and 
did  not  cause  such  marked  obstruction  as  in  the  first  instance, 
and  an  eight-and-a-half  pound  child  was  successfully  delivered. 

Abdominal  Pregnancy. — Alfred  Smith  {Br.  Med.  Jour..  Oct. 
5)  reports  a  successful  laparatomy  for  the  removal  of  an 
abdominal  pregnancy.  The  fetus  was  at  full  term  and  weighed 
ten  and  a  half  pounds.  Some  difficulty  was  experienced  in 
separating  the  adhesions,  but  the  entire  mass  was  removed  and 
the  patient  made  a  good  recovery. 

Fibroids  and  Pregnancy. — The  statistics  of  A.  Pinard  (Ann. 
df  (ti/ii.  <  t  d'Obst.,  Sept.)  at  the  Baudelocque  clinic  are  of  interest 
as  showing  the  relative  infrequency  of  serious  results  from 
fibroids  complicating  pregnancy.  Among  13,915  labors  84  cases 
of  fibroids  were  observed.  Of  these,  66  reached  term  or  nearly 
did  so:  in  13  labor  was  premature  and  5  aborted.  Labor  was 
completed  spontaneously  in  54  instances ;  30  cases  required  inter- 
vention. In  4  this  Avas  considered  necessary  during  pregnancy. 
There  were  3  maternal  deaths,  one  from  eclampsia,  one  from 
pulmonary  complications,  and  the  third  from  intestinal  ob- 
struction following  operation.  As  for  the  children,  fio  left  the 
clinic  alive. 

Hematuria  of  Pregnancy. — Umberto  Chiaventone  (Ann.  de 
Gyn.  ct  d'Ohst..  Sept.)  bases  his  paper  upon  a  case  of  hematuria 
in  a  VIpara  whose  family  and  past  history  were  negative.  The 
hemorrhage  began  at  about  the  middle  of  gestation  and  ter- 
minated seven  days  after  labor.  The  blood  was  thoiMughly  mixed 
with  the  urine.  At  times  blood  casts  of  the  ureters  were  passed, 
pain  along  the  ureters  and  in  the  region  of  the  kidneys  preceding 
this  event.  The  writer  classes  this  case  with  twelve  others  found 
in  the  literature  in  which  no  lesion  was  discoverable  and  no  def- 
inite cause  for  the  hematuria  could  be  found.  Realizing  that 
the  term  "essential  hematuria"  is  but  an  acknowledgment  that 
an  unknown  cause  exists,  he  has  ascribed  these  cases  of  hematuria 
of  pregnancy  to  toxemia  due  to  hepato-renal  insufficiency. 

Influence  of  Pregnancy  and  Climacteric  upon  Permanent 
Results  of  Radical  Operation  for  Cancer  of  the  Uterus. — K. 
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Hense  (Zeit.  fiir  Gel.  unci  Gyn.,  Bd.  xlvi.,  H.  1)  has  collected 
statistics  of  122  cases  of  radical  operation  for  cancer  of  the 
uterus,  which  show  that  the  permanent  results  are  most  favor- 
able when  it  is  performed  during  the  climacteric,  and  most  un- 
favorable during  pregnancy,  labor,  or  the  puerperium. 

Bath  as  Source  of  Puerperal  Infection. — Winternitz  {Cent, 
fiir  Gyn.,  No.  40)  has  been  unable  to  prove  that  the  water  em- 
ployed in  a  bath  enters  the  vagina.  Since  many  bacteria  are 
removed  from  the  surface  of  the  body  in  bathing,  he  advocates  the 
use  of  only  such  tubs  as  can  readily  be  cleaned— preferably  those 
of  copper,  cleansed  with  alcohol  before  use.  A  bath  should  be 
used  only  once,  even  for  the  same  woman.  The  external  genitals 
should  be  disinfected  after  each  bath.  If  these  rules  are  followed 
he  does  not  consider  the  bath  as  a  source  of  infection,  but  regards 
it  as  an  important  preparatory  measure. 

Eclampsia. — K.  A.  Herzfel'd  {Cent,  fiir  Gyn.,  No.  40)  sum- 
marizes the  pathological  findings  in  81  autopsies  upon  cases  of 
eclampsia.  All  showed  lesions  of  the  uropoietic  tract:  chronic 
nephritis  in  46.6  per  cent ;  parenchymatous  degeneration,  acute 
nephritis,  etc.,  in  31.1  per  cent :  bilateral  compression  of  the 
ureters  in  22.3  per  cent.  Kundrat  has  shown  that  this  com- 
pression occurs  only  in  primiparge  at  an  advanced  period  of 
pregnancy,  and  is  found  in  cases  in  which  an  unusually  high  or 
low  division  of  the  common  iliac  artery  causes  the  ureter  to  be 
pressed  further  forward  than  normally  against  the  uterus.  In 
32  of  the  81  cases  hemorrhagic  hepatitis  was  found,  and  in  4  of 
these  ureteral  compression  was  also  present.  In  28,  parenchyma- 
tous degeneration  of  liver  and  kidneys  was  observed,  complicated 
in  4  instances  by  compression  of  the  ureters.  In  21  cases  no 
macroscopical  lesions  of  the  liver  were  seen,  and  in  10  of  these 
the  ureters  were  compressed.  From  these  statistics  Herzfeld  con- 
cludes that  the  disposition  to  eclampsia  usually  arises  from 
changes  in  the  uropoietic  system.  He  urges  early  atid  rapid  de- 
livery, and  in  primiparte  Avould  favor  Cesarean  section  as  the  best 
means. 

Sacral  Teratoma  Complicating  Labor. — M.  Popescul  {Cent. 
fiir  Gyn..  No.  39)  puts  on  record  a  case  of  dystocia  due  to  the 
presence  of  a  teratoma  in  the  sacral  region  of  the  fetus  twice  the 
size  of  the  fetal  head.  After  decapitation  the  rest  of  the  child 
and  the  tumor  were  extracted. 

Rare  Form  of  Laceration  of  Pelvic  Floor. — E.  Kehrer  {Cent. 
fiir  Gyn.,  No.  36)  records  a  unique  case  of  laceration  of  the 
maternal  soft  parts  during  a  spontaneous  labor.  The  woman,  a 
young  primipara  suffering  from  granular  vaginitis,  had  been  in 
labot-  twenty-tAvo  hours  when  the  membranes  ruptured.  Ten 
minutes  later  the  head  appeared  at  the  anus.  Attempts  to  press 
it  back  failed,  and  the  laceration  of  the  posterior  vaginal  Avall 
which  it  liad  made  extended  downward  through  the  perineum. 
The  remaining  tissue  between  anus  and  vagina  was  quickly 
divided  by  scissors,  as  its  destruction  was  inevitable,  and  the  child 


BRIEF    OF    CURRENT    LITERATURE.  305 

delivered.  Union  resulted  fronr  suture  of  the  extensive  rectal, 
vaginal,  and  perineal  wound.  The  pelvis  was  found  to  be  in- 
faniilo. 

Acute  Yellow  Atrophy  of  the  Liver  in  Pregnancy. — Miclescu 
{Cent,  filr  Gyn.,  No.  37)  mentions  acute  yellow  atrophy  as  being 
of  relatively  frequent  occurrence  between  the  fourth  and  eighth 
months  of  pregnancy,  on  account  of  the  changes  naturally  taking 
place  in  the  liver  during  gestation.  These  make  the  liver  a  locus 
minoris  resistentict  to  the  invasion  of  the  bacillus  coli,  streptococ- 
-cus,  and  staphylococcus.  The  writer  urges  immediate  inter- 
ruption of  pregnancy  as  the  only  form  of  treatment.  A  case  in 
which  he  employed  this  resource  is  reported.  Both  mother  and 
<3hild  were  saved,  pregnancy  having  reached  the  thirty-third 
v^eek. 

Separation  of  the  Placenta. — Reviewing  the  manner  of  the 
separation  of  the  placenta  in  624  cases  of  labor  at  the  Stuttgart 
School  of  Midwifery,  E.  Levy  {Zeit.  fur  Geh.  und  Gyn.,  Bd. 
xlvi.,  H.  1)  found  that  the  fetal  surface  emerged  first,  followed 
by  the  membranes,  in  by  far  the  greater  number  of  normal  cases. 
Separation  of  the  edge  of  the  placenta  first,  as  described  by 
Duncan,  was  the  more  common  in  cases  of  narrow  pelvis,  abnor- 
mal positions  particularly  when  they  required  operative  termina- 
tion of  delivery,  and  deeply  seated  placenta.  The  length  of  the 
umbilical  cord  appeared  to  have  no  effect  upon  the  manner  of 
separation  of  the  placenta.  Hemorrhage  and  retention  of  mem- 
branes occurred  more  frequently  in  cases  in  which  the  edge  of 
the  placenta  separated  first  than  in  the  class  in  which  the 
separation  was  central  and  the  fetal  surface  first  appeared. 

Diagnosis  of  Hydatidiform  Mole. — After  acknowledging  that 
a  doughy,  soft  consistence  of  the  uterus  is  of  some  value  as  point- 
ing to  the  presence  of  a  hydatidiform  mole,  W.  Poten  (Monats. 
filr  Geh.  und  Gyn.,  Bd.  xiv.,  H.  3)  calls  attention  to  the  occur- 
rence of  contractions  of  portions  of  the  uterine  wall  during 
pregnancy  as  indicating  that  the  contents  of  the  organ  are  abnor- 
mal. He  holds  that  these  local  contractions  show  only  that  such 
an  abnormality  is  present  and  do  not  prove  that  it  is  of  the  nature 
of  a  molar  pregnancy. 

Delivery  of  Shoulders  in  Vertex  Presentation. — In  delivering 
the  second  of  twins,  E.  Schroder  (Zeit.  filr  Geh.  und  Gyn.,  Bd. 
xlvi.,  H.  2)  found  the  shoulders  arrested  without  obvious  cause 
after  birth  of  the  head.  He  delivered  the  posterior  shoulder  first 
by  depressing  and  then  raising  the  head  while  exerting  traction. 
Fracture  of  the  posteriorly  situated  clavicle  occurred.  In  view 
of  this  accident  he  favors  expression  by  pressure  upon  the  fundus 
in  such  cases  of  delay  of  the  shoulders,,  rather  than  the  usual 
method  Avhich  he  employed. 

Sneezing  During  Pregnancy. — In  connection  with  Fliess' 
paper  on  cocainization  of  the  nasal  mucosa  for  some  cases  of 
dysmenorrhea,  an  abstract  of  which  appeared  in  this  Journal 
for  August.  Karl   Heil    {Milncli.   )ned.   Woch.,  No.  44)    records 
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briefly  a  case  of  sneezing  followed  by  abortion.  Soon  after 
cessation  of  the  last  menstruation  severe  and  frequent  sneezing 
had  begun  and  continued  for  nearly  three  months,  when  abortion 
took  place.  Subsequently  another  attack  of  sneezing  lasting 
eight  days  brought  her  to  Heil,  who  diagnosticated  a  two-months 
pregnancy  and  arrested  the  sneezing  almost  entirely  by  repeated 
cocainization  of  the  nasal  mucous  membrane. 

Obstetrical  Difficulties  after  Vaginofixation. — AV.  Riihl 
{Moitais.  fiir  Geh.  und  Gyn..  Bd.  xiv..  H.  4)  appears  as  a  de- 
fender of  vaginofixation,  the  obstetrical  sequelae  of  which  oper- 
ation he  discusses.  He  claims  that  ten  times  as  many  vagino- 
fixations  as  ventrofixations  are  done,  yet  only  nine  cases  of  inter- 
ference with  labor  have  been  reported  as  due  to  the  former  oper- 
ation. He  endeavors  to  explain  away  all  but  two  of  these  nine. 
When  labor  is  seriously  obstructed  he  would  strongly  favor  an- 
terior utero- vaginal  section  instead  of  Cesarean  section. 

Ovariotomy  in  Pregnancy. — J.  B.  Hellier  (Lancet,  Dec.  21) 
reports  three  unilateral  ovariotomies  during  pregnancy  which 
were  performed  -without  interfering  with  the  pregnancy. 

Rupture  of  the  Uterus. — H.  Varnier  (Ann.  de  Gyn.  et  d'Ohst., 
Oct.)  discusses  the  treatment  of  rupture  of  the  uterus  on  the 
ground  of  23  cases.  Eleven  treated  by  extraction  of  the  child  by 
the  natural  route,  tamponade,  etc.,  gave  one  recovery  and  ten 
deaths.  Of  twelve  other  cases,  six  treated  by  exploratory 
laparatomy  and  repair  gave  three  recoveries  and  three  deaths. 
The  other  six  died  before  operation  was  possible.  In  view  of  the 
difficulty  of  deciding  whether  a  rupture  is  complete  or  incom- 
plete, Varnier  would  perform  laparatomy  in  all  cases,.  He  would 
terminate  by  a  Porro  operation  or  by  amputation  at  the  level  of 
the  uterine  tear,  with  closure  of  the  stump  and  closure  of  the 
peritoneum  above  it,  so  that  the  enclosed  region  is  drained 
through  the  lower  end  of  the  abdominal  wound,  where  the  peri- 
toneum is  fixed  and  a  drain  inserted.  The  technique  of  this  pro- 
cedure is  described  by  H.  Hartmann  (Ann.  de  Gyn.  et  d'Ohst., 
Oct.). 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Retention  of  the  Menses. — Christopher  Martin  (Br.  Gyn. 
Jour.,  Nov.)  reports  twelve  cases  of  this  variety.  The  atresia  was 
at  the  hymen  in  two  cases,  in  the  vagina  in  four,  and  in  the  cervix 
in  six.  The  uterus  was  bicornate  in  one  case.  In  two  cases  the 
uterus  was  double,  and  in  two  cases  both  the  uterus  and  vagina 
were  double.  In  three  cases  the  retention  cyst  consisted  of  the 
vagina  alone,  in  three  of  the  uterus  alone.  The  uterus  and  tubes 
were  distended  in  six.  The  retained  fluid  was  blood  in  seven 
cases,  pus  in  three,  and  blood  in  the  uterus  with  pus  in  the 
tubes  in  two  cases. 

Perforation  of  the  Uterus. — ^Wilmer  Krusen  (Am.  Med.,  Dec. 
14),  while  doing  a  curettage,  perforated  the  uterus  and  was  not 
aware  of  it  until  the  omentum  appeared  at  the  external  os.  Celi- 
otomy Avas  performed  and  the  damage  repaired. 
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Fibromyoma  of  Sacro-Uterine  Ligament. — P.  Rosenstein 
{Monats.  filr  Geb.  unci  Gijn.,  Bd.  xiv.,  H.  4)  puts  on  record  a  case 
of  fibromyoma  of  the  size  of  a  man's  head  springing  from  this 
unusual  point  of  origin,  to  which  it  was  connected  by  a  slender 
pedicle. 

Fibroid  Tumors  of  the  Uterus. — J.  A.  Mansell  Moullin  {Br. 
G^n.  Jour.,  Nov.)  has  found  that  from  one-half  to  two- thirds  of 
the  patients  having  fibroid  tumors  which  have  come  under  his 
observation  have  been  confirmed  invalids.  Of  the  remaining  one- 
third  but  few  have  not  been  incommoded  to  a  considerable  degree 
as  a  result  of  the  presence  of  the  tumors.  The  mortality  of 
hysterectomy  and  myomectom.y  varies  from  2  to  10  per  cent; 
while  the  mortality  of  fibroid  tumors,  including  that  of  degen- 
eration and  complications,  is  upward  of  33.3  per  cent.  Early 
operation  not  only  greatly  lessens  the  mortality,  but  saves  a  long 
period  of  invalidism.  It  is  Moullin 's  experience  that  small  mul- 
tinodular subperitoneal  fibroids  in  women  of  40  years  of  age  or 
more  are  least  apt  to  grow  and  cause  serious  symptoms;  con- 
versely, submucous  and  intramural  fibroids  in  younger  women 
are  most  apt  to  develop. 

Metrorrhagia  at  the  Extremes  of  Life. — B.  C.  Hirst  {Titer. 
Gaz.,  Dec.  15)  discusses  several  cases  of  endometritis  hyper- 
plastica  glandularis  of  young  women  just  commencing  their 
menstrual  life.  These  patients  all  suffered  from  profuse  and  per- 
sistent hemorrhage,  which  was  cured  by  repeated  curettage  and 
the  correction  of  any  cause  of  pelvic  congestion.  He  also  cites 
some  cases  of  metrorrhagia  in  old  women  years  after  the  meno- 
pause, not  due  to  malignant  disease,  but  to  a  corporeal  or  cervical 
polyp  and  an  accompanying  endometritis. 

Falling  Birth  Rate.— J.  W.  Byers  {Br.  Med.  Jour.,  Oct.  5) 
states  that  in  England  and  M^ales  in  1861-71  the  birth  rate  per 
1,000  was  34.8;  in  1871-81  it  was  34.7;  in  1891  it  was  31.4  per 
1,000;  and  since  then  it  has  steadily  gone  down,  until  in  the  last 
year  of  the  century  1900  it  was  only  29  per  1,000.  In  the  last  ten 
years  the  birth  rate  has  fallen  by  2.67,  or  that  for  the  population 
of  41,500.000  they  are  losing  249,000  children  annually.  The 
actual  increase  in  the  population  of  England  and  Wales  is  due 
to  the  fall  in  the  death  rate  and  the  increase  of  immigration. 

Deciduoma  Malignum. — Peter  Horrocks  {Br.  Med.  Jour.,  Oct. 
5)  reports  a  case  of  deciduoma  malignum  occurring  in  a  woman 
aged  48.  A  vaginal  hysterectomy  Avas  performed  and  a  good  re- 
covery made.  The  patient  died  six  months  later  from  a  recur- 
rence. Microscopically  the  most  characteristic  feature  of  this 
case  was  the  syncytium,  which  consists  of  large,  irregular  masses 
of  protoplasm  containing  many  nuclei,  but  not  divided  up  into 
cells.  Apart  from  the  syncytium  the  growth  was  composed  of 
large,  discrete  cells  which  have  been  comjjared  to  decidual  cells. 
The  tendency  of  the  growth  to  invade  vascular  spaces  and  en- 
graft itself  on  the  lining  of  the  walls  of  the  spaces  was  well 
marked  in  the  specimen. 
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Tuberculosis  of  the  Portio  Vaginalis  and  Cervix  Uteri. — 
Henry  D.  Beyea  {Am.  Jour.  Med.  Sci.,  Nov.)  describes  a  case  of 
tuberculosis  of  the  vagina  and  cervix.  The  vaginal  cervix  was 
irregular  in  shape  and  very  much  hypertrophied.  The  mucous 
membrane  of  the  portio  vaginalis  for  a  distance  of  from  one  to 
two  centimetres  surrounding  the  external  os  was  eroded  and  of 
a  bright  rose-red  color.  The  whole  cervix  was  hardened,  in- 
durated, and  bled  easily.  The  canal  was  dilated  and  contained 
an  irregular,  papillary  growth  the  size  of  a  hickory-nut.  The 
structures  involved  were  not  friable.  ^licroscopic  examination 
showed  characteristic  miliar^'  tubercles  and  Langhans  giant  cells. 
Curettement,  high  amputation,  and  bilateral  salpingo-oophorec- 
tomy  were  performed  and  a  complete  recovery  made. 

Uterine  Displacements. — Henry  C.  Coe  {N.  Y.  Med.  Jour., 
Nov.  9)  offers  the  follomng  deductions:  Muscular  atony  is  an 
important  factor  in  the  causation  of  uterine  displacements,  either 
alone  or  associated  with  the  usual  factors,  overweight  of  the 
uterus  and  weakening  of  its  ligaments  and  the  pelvic  floor.  ^Nlere 
restoration  of  the  organ  to  its  normal  position  with  regard  to  the 
axes  of  the  pelvis  is  not  sufficient  to  cause  permanent  relief  of 
sjTnptoms,  provided  additional  support  is  not  afforded  by  firm 
pelvic  and  abdominal  muscles.  The  prognosis  as  to  the  cure  of 
malpositions  by  operations  is  influenced  by  the  general  muscular 
tone  of  the  individual.  Hence  it  should  be  the  aim  of  the 
physician  to  endeavor  to  restore  such  a  healthy  condition  of  the 
muscles,  either  before  or  after  operation,  by  appropriate  treat- 
ment— baths,  massage,  electricity,  gymnastic  movements,  out-of- 
door  exercise,  tonics,  and  such  regulation  of  the  patient's  dress 
and  mode  of  life  as  seems  best  fitted  to  the  individual  case.  In 
short,  the  work  of  the  physician  often  begins  where  that  of  the 
surgeon  ends,  if  the  result  is  to  be  complete  and  permanent. 

Treatment  of  Cancer  of  the  Breast. — G.  T.  Beatson  {Br.  Med. 
Jour.,  Oct.  19)  claims  to  have  gotten  very  good  results  from  the 
use  of  thyroid  extract  in  conjunction  with  oophorectomy.  He 
advises  this  line  of  treatment  in  cases  where  an  operation  cannot 
be  performed  and  there  are  no  known  secondary  deposits. 

Ovarian  Hematomata. — According  to  N.  Stone  Scott  {Amer. 
Med..  Nov.  23)  hematomata  of  the  ovary  are  comparatively 
common  and  we  have  no  explanation  of  their  occurrence. 
Ovarian  pregnancy  is  a  proved  possibility.  Continued  develop- 
ment of  the  ovum  in  ovarian  pregnancy  causes  changes  in  the 
organs  and  tissues  such  as  to  render  the  demonstration  of  its 
ovarian  origin  possible.  The  most  natural  consequence  of  the 
early  death  of  the  ovum  in  ovarian  pregnancy  is  its  gradual 
transformation  into  an  ovarian  cystic  tumor;  added  to  this,  ret- 
rograde changes  obscure  its  origin  and  a  hematoma  is  the  final 
result. 

Vaginal  Cancer. — Vaginal  cancer,  according  to  W.  Roger 
Williams  (Med.  Bee.  Nov.  30).  is  a  disease  of  adult  and  post- 
meridian life :  but  in  many  cases  it  occurs  at  an  earlier  age  than 
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cancer  in  general,  the  mean  age  being  about  40  years,  against  48 
for  mammary  cancer.  Cancer  involves  the  posterior  wall  of  the 
vagina  more  often  than  the  anterior  or  lateral  wall.  It  also  has  a 
tendency  to  extend  toward  the  vulva  rather  than  toward  the 
uterus  and  to  involve  the  rectum  and  bladder.  At  an  early  stage 
vaginal  cancer  presents  clinically  either  as  a  papillary  excrescence, 
a  firm  elastic  nodule,  or  as  an  infiltration.  Cauliflower,  villous, 
and  vascular  ciuasi-erectile  forms  are  met  with.  Ulceration  soon 
supervenes  with  fetid  sanious  discharge.  Lymph-gland  enlarge- 
ments secondary  to  vaginal  cancer  are  often  due  to  septic  in- 
fection derived  from  the  primary  tumor,  and  thus  we  may  ac- 
count for  the  fact  that,  when  invaded  by  cancer,  these  glands 
relatively  often  suppurate  at  an  early  stage.  The  initial  symptoms 
of  vaginal  cancer  are  discharge,  pain,  and  hemorrhage,  but  rel- 
atively often  the  disease  has  made  considerable  progress  before 
any  indications  of  its  existence  are  apparent.  The  mean  fertility 
of  vaginal-cancer  patients  has  been  estimated  by  West  at  4.7 
children  per  marriage,  which  is  somewhat  in  excess  of  the  nor- 
mal :  but  when  allowance  has  been  made  for  the  fact  that  a  cer- 
tain proportion  of  those  affected  die  before  the  completion  of  the 
reproductive  life,  it  is  evident  that  fecundity  really  is  consider- 
ably in  excess  of  the  normal.  This  lesion  does  not  prevent  sexual 
intercourse  and  is  no  bar  to  conception.  Pregnancy  seems  to 
have  no  effect  upon  the  growth  of  the  cancer,  although  it  adds 
to  the  danger  of  the  mother  and  child  in  parturition.  Cesarean 
section  is  the  operation  usually  indicated,  and  its  results  are  very 
favorable  so  far  as  the  child's  safety  is  concerned,  but  the 
maternal  mortality  is  considerable.  Total  extirpation  offers  the 
only  chance  of  cure,  but  so  far  the  results  have  been  unsatis- 
factory. 

Pessaries. — George  W.  Kaan  (Ann.  of  Gyn.  and  Fed.,  Dec."* 
advocates  the  pessary  in  cases  in  which  the  displacement  is 
capable  of  replacement  or  can  be  made  so  by  treatment,  and  in 
which  the  pessary  is  capal)le  of  holding  it  in  place  and  can  be 
worn  with  comfort.  The  ease  must  be  watched  with  particu- 
lar care  and  the  pessary  removed  with  the  onset  of  the  slightest 
pain.  The  ability  to  do  without  the  pessary  within  a  year  or  so 
occurs  in  about  25  or  30  per  cent  of  the  cases.  Ordinarily  the 
error  is  made  of  choosing  too  large  a  pessary.  Kaan  makes  a  plea 
for  the  more  careful  treatment  of  displacements  by  suitable  ap- 
plications and  by  pessaries  before  resorting  to  operative  meas- 
ures, which  are  by  no  means  uniformly  successful  in  their  results. 

Primary  Carcinoma  of  the  Fallopian  Tube. — Elizabeth  Hur- 
don  (J.  H.  n.  Bull.,  Oct.)  reports  a  case  of  this  variety,  and  the 
reasons  why  this  was  a  case  of  primary  cancer  of  the  tube  she 
gives  as  follows :  The  uterus  was  normal.  The  tube  was  large  as 
compared  with  the  ovary.  Ovarian  carcinomata  grow  rapidly 
and  attain  considerable  size  before  extension  occurs.  There  was  a 
definite  relation  between  the  papillary  masses  and  the  tubal  folds, 
while  the  ovary  merely  showed  invasion  of  the  parts  adjacent  to 
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the  tube  and  contained  no  papillary  excrescences,  except  those 
projecting  from  the  end  of  the  tube.  The  prognosis,  so  far  as  can 
be  determined  from  the  small  number  of  cases,  is  less  favorable 
than  in  carcinoma  of  the  body  of  the  uterus. 

Lipomyoma  of  the  Uterus. — J.  H.  Mason  Knox  (J.  H.  H. 
Bull.,  Oct. )  reports  a  case  of  a  fatty  tumor  of  the  uterus.  Upon 
microscopical  examination  the  tumor  was  found  to  be  made  up 
largely  of  fat  cells  enclosed  in  a  supporting  substance  composed 
of  smooth  muscle  and  connective  tissue  in  varying  proportions. 
Considerable  areas  made  up  of  connective  and  muscle  tissue  and 
containing  no  fat  cells  were  found.  There  were  no  evidences  of 
fatty  degeneration.  There  were  areas  of  hyaline  degeneration. 
Knox  has  been  unable  to  find  any  similar  case  reported  in 
literature.  A  lipoma  in  this  situation  is  also  of  interest  because, 
as  there  is  no  fatty  tissue  whatever  present  normally  in  the 
uterus,  a  lipoma  of  this  organ  lends  support  in  a  limited  way 
to  the  theory  of  Cohnheim  as  to  the  histogenesis  of  tumors. 

Cullen  states  that  in  a  systematic  examination  of  over  six 
hundred  myomata  this  is  the  only  case  of  this  character  found. 
In  nearlj^  every  myoma  hyaline  degeneration  is  found.  They 
have  three  specimens  at  Hopkins,  in  which  the  centres  of 
the  myomata  contain  sarcomatous  tissue. 

Anatomy  and  Physiology  of  the  Mammary  Gland. — Keiffer 
{Bull,  de  la  Soc.  Beige  ele  Gyii.  et  d'Ohst.,  No.  3)  considers  at 
length  the  anatomy  of  the  breast  as  a  whole  and  its  elements. 
His  observations  have  been  chiefly  upon  bitches.  They  have  led 
him  to  regard  milk,  not  as  a  secretion,  but  as  a  living  cellular 
tissue.  It  is  the  result  of  proliferation  of  the  epithelium  of  the 
acini  and  enormous  swelling  of  all  cellular  elements  at  the  ex- 
pense of  the  circulatory  system,  with  transformation  under  the 
influence  of  the  nuclei  of  the  cellular  protoplasm. 

Hematuria  Due  to  Uterine  Fibroids. — H.  Hartmann  (Ann.  de 
Gyn.  et  d'Ohst.,  Sept.)  calls  attention  to  the  possibility  of  a 
fibroid  of  the  utems  simulating  a  tumor  of  the  bladder.  His 
patient  had  had  persistent  hematuria  for  six  weeks  and  ex- 
amination of  the  bladder  showed  a  tumor  projecting  from  its 
posterior  wall.  Suprapubic  section  proved  that  the  tumor  was  a 
fibroid  projecting  from  the  supravaginal  portion  of  the  cervix 
and  merely  pushing  in  the  posterior  wall  of  the  bladder,  which 
was  red  and  granular  at  that  point.  Kecovery  followed  curettage 
and  cauterization  of  the  granulations. 

Fibroid  Free  in  Abdominal  Cavity.— Jacobs  (Bull,  de  la  Soc. 
Beige  de  Gyn.  et  d'Ohsf..  No.  3)  records  the  removal  of  a  fibroid, 
weighing  over  twelve  kilogrannnes,  which  was  free  in  the  ab- 
dominal cavity.  It  received  its  blood  supply  from  the  adherent 
omentum.  No  signs  of  a  divided  pedicle  could  be  found  upon 
uterus  or  ovaries. 

Malformations  of  the  Genitals. — S.  ]\Tonsiorski  (Cent,  fiir 
Gyn.,  No.  41)  reports  a  case  of  atresia  of  the  hymen  in  which 
coitus  had  taken  place  through  the  urethra  until  this  was  so  much 
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dilated  that  a  finger  could  easily  be  passed  through  it  into  the 
bladder.  The  atresia  was  divided  and  the  vagina  dilated  in- 
strumentally. 

Ovarian  Opotherapy. — E.  Vidal  {Prog,  med.,  Sept.  7)  de- 
scribes the  different  modes  of  administration  of  ovarian  sub- 
stance and  the  preparations  employed.  He  claims  that  hypoder- 
matic injection  of  the  glycerin  extract  is  the  only  method  which 
has  regularly  given  appreciable  results  in  cases  of  natural  or 
artificial  menopause  and  of  neurasthenia. 

Dysmenorrhea  Membranacea. — In  a  previous  paper  Koll- 
mann  {Milnch.  med.  Woch.,  No.  37)  reported,  as  an  instance 
proving  the  possibility  of  spontaneous  recovery  from  dysmenor- 
rhea membranacea,  the  history  of  a  woman  who  had  suffered 
from  it  for  four  years.  She  then  became  pregnant  and  for  two 
years  after  labor  showed  no  symptoms  of  the  trouble.  Since  then 
she  has  had  a  return  of  the  trouble  for  nearly  a  year.  The  study 
of  the  membranes  passed  during  these  later  attacks  has  led  the 
writer  to  the  conclusions  that  the  affection  has  no  connection  with 
pregnancy  and  abortion  and  does  not  cause  sterility;  also,  that 
the  membranes  are  not  of  inflammatory  origin,  but  are  fibrinous, 
the  product  of  hemorrhage  and  exudation  into  tissue  causing  its 
necrosis.  The  pain  is  not  caused  by  separation  or  expulsion  of 
the  membranes,  and  the  separation  does  not  result  mechanically 
from  an  increased  flow  of  blood. 

Total  Abdominal  Hysterectomy. — In  the  removal  of  the 
uterus  in  cases  of  chronic  disease  of  the  appendages  or  with 
adhesions,  Kronig  {Monats.  filr  Geh.  und  Gyn.,  Bd.  xiv.,  H.  3) 
has  obtained  good  results  by  first  splitting  the  uterus.  Tren- 
delenburg position,  abdominal  incision  in  median  line  above  the 
pubis.  An  incision  in  the  median  line  of  the  posterior  uterine 
wall  opens  its  cavity.  A  single  cut  with  strong  scissors  com- 
pletes the  separation  of  the  posterior  wall  of  the  uterus  and  opens 
the  vagina,  which  is  tlien  divided  on  each  side  of  this  incision, 
keeping  close  to  the  cervix.  The^peritoneum  on  the  uterine  fundus 
is  then  freed,  the  bladder  pushed  away,  and  the  anterior  uterine 
wall  divided  in  the  median  line  and  the  anterior  vaginal  attach- 
ment freed.  Working  from  below  upward,  each  half  of  the 
uterus  is  separated  from  its  lateral  attachments ;  the  vaginal  open- 
ing is  sutured  and  the  peritoneum  drawn  over  it.  This  technique 
is  not  applicable  in  cases  of  fibroids  with  asymmetrical  develop- 
ment of  the  uterus,  on  account  of  the  difficulty  of  finding  and 
opening  the  uterine  cavity  in  the  median  line. 

Parametritis  Posterior. — As  the  result  of  a  study  of  the  sub- 
ject, P.  Brose  {Zcit.  filr  Gch.  und  Gyn..  Bd.  xlvi.,  H.  1)  considers 
the  parametritis  posterior  described  by  Schultze  as  a  disease  of 
the  connective  tissue  rather  than  of  the  peritoneum.  Freund's 
localized  parametritis  atrojihicans  is  the  same  process.  It  is  often 
accompanied  by  disease  of  the  peritoneum,  tubes,  and  ovaries  and 
frequently  by  atrophic  ])arametritis  of  other  portions  of  the 
pelvic  connective  tissue.     Though  other  means  may  fail,  ventro- 
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fixation  gives  excellent  results,  even  when  the  uterus  is  ante- 
flexed. 

DISEASES    OF   CHILDREN. 

Atropine  Poisoning,  A  Case  of. — Selo  iMilnch.  med. 
Wochens.,  vol.  xlix.,  No.  48)  calls  attention  to  the  fact  that  recov- 
ery may  result  in  cases  of  atropine  poisoning.  A  boy  of  11  years 
drank  a  mixture  containing  almost  fifty  times  the  maximum  adult 
dose  of  atropine.  Three  hours  later  he  was  in  an  almost  mani- 
acal condition,  so  that  it  took  two  strong  persons  to  hold  him  in 
bed.  His  color  was  pale  and  his  pulse  very  small  and  rapid. 
The  pupils  were  fully  dilated  and  did  not  react.  An  enema  con- 
taining chloral  put  him  to  sleep  for  two  hours,  after  which  the 
restlessness  returned  but  gradually  subsided.  Delirium  per- 
sisted the  second  day.  After  ten  days  the  boy  still  complained 
of  dryness  of  the  throat,  occasional  headache,  and  ocular  dis- 
turbances after  reading  fine  print. 

Diphtheria. — Marshall  0.  Leighton  (Pediatrics,  Nov.  15, 
1901)  describes  a  peculiar  outbreak  of  diphtheria  which  occurred 
in  Montclair,  N.  J.  Within  a  week  there  appeared  21  cases,  for 
which  it  was  impossible  to  account  until  it  was  found  that  all 
the  families  affected  purchased  their  milk  from  one  dairy  and 
from  no  other.  The  author  visited  the  dairy  plant,  which  is 
one  of  the  best  in  America,  and  took  cultures  from  the  throats 
of  fifty  of  the  dairy  hands  then  present  on  the  place;  all  the 
throats  appeared  fairly  normal  except  two ;  cultures  showed  the 
presence  of  what  to  all  appearances  was  the  bacillus  diphtheriae 
in  the  throats  of  these  two  men.  The  dairy  was  closed,  and  the 
occuri'enee  of  cases  ceased  while  apparently  in  the  full  tide  of 
the  epidemic,  and  two  days  after  the  dairy  was  closed.  In  the 
meantime  there  occurred  on  the  route  of  this  dairy  in  the  city  of 
Newark,  during  the  same  interval  as  above  described,  16  cases, 
in  East  Orange  10  eases,  in  Orange  2  cases.  South  Orange  2, 
West  Orange  1,  Verona  1,  Passaic  2.  There  was  also  a  case  in 
New  York  City,  the  patient  being  stricken  upon  the  day  follow- 
ing that  on  which  he  left  Montclair,  where  he  had  been  living  in 
a  family  supplied  with  this  milk.  In  Caldwell  a  case  occurred 
in  the  family  of  an  Italian  cheesemaker  who  bought  all  the 
skimmed  milk  from  this  dairy.  The  dairy  hands  were  infected 
from  the  boiling  of  bottles  which  had  been  used  in  an  infected 
house  and  left  in  a  shanty  through  the  winter.  This  they  did 
about  a  week  previous  to  the  appearance  of  the  first  case  in 
Montclair,  and  returned  at  once  to  the  quarters  and  resumed 
their  regular  work  of  milking  that  evening.  These  men  were 
the  ones  who  at  the  first  culture  showed  the  presence  of  the  bacil- 
lus diphtheria?.  The  author  says  that  we  are  led  to  believe  that 
the  extraordinary  number  of  cases  of  diphtheria  occurring  in  so 
short  a  time  upon  one  dairy  route,  the  cessation  of  their  occur- 
rence so  soon  after  the  quarantine  of  the  dairy,  and  the  existence 
of  virulent  diphtheria  germs  in  the  throats  of  milkers,  form  a 
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chain  of  circumstantial  evidence  which  leaves  no  grave  questioii 
as  to  the  culpability  of  the  milk.  We  are  also  led  to  believe  that 
persons  Math  bacillus  diphtherias  in  their  throats  are  dangerous 
to  the  community,  however  normal  and  healthy  they  may  appear 
on  clinical  examination. 

•Richard  Cole  Newton  (Pediatrics,  Nov.  15,  1901),  writing  of 
this  same  epidemic,  says  that  what  most  excited  his  wonder  was 
the  age  of  the  patients.  Of  the  21  cases  in  Montclair,  nearly 
all  were  adults,  and  a  large  percentage  were  females.  The 
youngest  patient  was  6  years  old.  No  one  has  even  hazarded  a 
guess  which  can  throw  any  light  on  the  escape  of  the  little  chil- 
dren. The  milk  that  is  fed  to  babies  is  frequently  sterilized 
or  pasteurized,  but  only  in  a  certain  percentage  of  cases,  espe- 
cially in  cold  weather,  whereas  the  milk  for  children  over  2 
must,  as  a  rule,  be  drunk  without  having  been  heated  or  other- 
wise changed.  The  course  of  the  epidemic  appears  to  have  been 
rather  mild.  It  must,  however,  be  borne  in  mind  that  antitoxin 
in  early  and  sufficient  doses  was  exhibited  in  all  the  cases  at  the 
dairy  and  in  most  of  the  cases  in  private  practice.  The  ques- 
tion of  how  the  milk  could  become  infected  in  a  dairy  in  which 
so  much  care  is  taken  as  in  this  one,  the  men  washing  their  hands 
and  the  cows'  teats  between  each  milking,  is  solved  by  recalling 
that  diphtheria  may  be  spread  by  droplets  of  sputum  iu  the 
breath.  The  human  breath,  as  a  veliicle  of  direct  contagion,  has 
not  received  the  attention  from  the  profession  generally  which 
it  deserves.  Aside  from  the  danger  caused  by  coughing  and 
sneezing,  and  so  blowing  particles  of  moisture  from  the  mouth 
into  the  milk,  the  milkers  probably  tallv  and  laugh  together  while 
milldng,  and  this  source  of  danger  should  be  carefuUy  guarded 
against  in  the  model  dairy.  A  shield  of  gauze  or  wire  could 
easily  be  interposed  between  the  milker's  mouth  and  the  milk 
pail. 

Echinococcus  Cysts  of  the  Liver  Treated  by  Baccelli's 
Method. — A.  Claps  {Giornale  med.  del  Regio  Esercito,  Oct.  31, 
1901)  describes  the  case  of  a  Turkish  girl  of  11  years  who  for 
five  years  had  suffered  from  a  tumor  in  the  epigastric  region, 
which  was  constantly  increasing  in  size,  and  for  twenty  days 
past  had  been  causing  disturbances  of  respiration  and  digestion. 
Examination,  including  puncture,  proved  the  presence  of  echi- 
nococcus cysts.  Five  hundred  grammes  of  fluid  at  one  time,  300, 
150,  and  100  grammes,  respectively,  were  extracted  at  different 
times  within  four  days.  This  procedure  alone  caused  an  ap- 
parent cure.  The  tumor  disappeared,  as  did  all  the  symptoms. 
Each  time  after  the  extraction  of  fluid,  washings  were  made  with 
a  1 :1000  bichloride  solution  and  a  1 :100  sterile  salt  solution. 

Enlargement  of  Bronchial  Glands  in  Children, — D.  McM. 
Officer  (Intercolonial  Med.  Jour,  of  Australasia,  Nov.  20,  1901) 
calls  attention  to  the  frequent  occurrence  of  enlargement  of  the 
bronchial  glands  and  to  the  fact  that  this  condition  is  often  a 
starting  point  for  tuberculosis.     In  children  tubercular  disease 
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of  the  lungs,  as  we  see  it  in  adults,  is  peculiarly  rare,  the  usual 
condition  being  an  enlargement  of  the  bronchial  glands,  with  a 
broncho-pneumonia  of  a  chronic  type,  and  the  physical  signs  are 
usually  detected  at  the  base  of  the  lungs  below  the  scapula.  It 
is  exceedingly  rare  in  children  to  find  signs  at  the  apex  alone. 
Influenza  is  another  cause  of  bronchial-gland  enlargement,  and 
so  is  measles.  The  symptoms  of  this  type  of  disease  may  be 
divided  into :  1.  Those  with  simply  the  physical  signs  of  the  con- 
dition itself.  2.  Those  with  obvious  symptoms,  due  probably  to 
pressure.  3.  Those  with  symptoms  due  to  absorption  of  toxins 
with  pulmonary  infection  and  perhaps  infection  of  other  or- 
gans. This  class  usually  exhibits  some  thermal  changes  from 
normal.  In  the  first  group  may  conveniently  be  placed  all  cases 
of  simple  hypertrophy  (non-tubercular),  as  well  as  the  earlier 
stages  of  the  tubercular  variety.  This  condition  is  observed 
after  measles  or  influenza.  Very  few  symptoms  are  present, 
the  only  signs  being  a  diminution  of  the  vesicular  occurrence  on 
the  side  affected.  In  the  second  group  are  the  cases  which 
exhibit  to  a  greater  degree  the  physical  signs  of  the  first  group, 
with  other  symptoms  due  to  pressure  on  important  structures, 
but  without  signs  of  definite  lung  or  other  infection,  and  fre- 
quently without  any  rise  of  temperature.  There  is  apt  to  be  a 
strident  cough,  which  comes  on  particularly  at  night.  There  are 
sometimes  fainting  attacks.  In  the  third  group  the  symptoms 
of  the  two  previous  groups  are  also  found,  such  as  spasmodic 
cough  and  pressure  symptoms,  perhaps  dyspneic  attacks;  but 
there  is  something  superadded.  Symptoms  of  toxic  poisoning, 
such  as  night  sweats  and  rise  of  temperature,  showing  that  the 
lungs  or  other  organs  have  become  affected,  are  in  this  class 
always  evident.  The  lung  signs  are  usually  found  at  or  toward 
the  base  of  the  lungs,  and  usually  marked  by  some  coarse  crepita- 
tion or  small  moist  sounds,  with  perhaps  patchy  areas  of  bron- 
chial breathing,  but  little  if  any  dulness,  though  when  the  lung 
becomes  extensively  affected  this  becomes  marked.  The  wasting 
is  now  usually  extreme,  though  differing  in  degree  in  different 
cases.  The  pressure  symptoms  are  as  marked,  or  even  more  so. 
and  the  physical  signs  easy  of  detection,  the  anemia  also  being 
extreme.  As  to  a  differential  diagnosis,  pleurisy  with  thicken- 
ing is  the  chief  condition  that  is  like  enlarged  bronchial  glands. 
The  diagnosis  of  the  cause  of  the  glandular  enlargement  is  an- 
other matter.  If  it  be  found  that  there  is  definite  enlargement, 
which  persists  for  more  than  a  fortnight  or  so,  it  should  be  as- 
sumed, in  the  majority  of  cases,  that  it  is  tubercular.  Treatment 
includes  open-air  life,  forced  feeding,  careful  attention  to  hy- 
giene, and  guaiacol  and  cod-liver  oil  internally.  For  the  spas- 
modic, jerky  cough  good  results  are  obtained  "by  burning  on  a 
shovel  thirty  drops  of  creosote,  with  or  without  "menthol,  in  the 
room  at  night.  At  any  time  during  treatment  sudden  dissenn'na- 
tion  may  take  place,  such  as  pulmonary  infection,  or  even  a  gen- 
eral tuberculosis.     Caseous  glands  have  been  known  to  rupture 
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into  a  bronchus,  with  perhaps  immediate  suffocation  from  caseous 
material  aspirated  or  suffocation  by  hemorrhage  into  the  bron- 
chial tube. 

Epidemic  Dysentery  in  the  Fetus,  A  Case  of. — iNIarckM^ald 
{Miuich.  incd.  Wochens.,  vol.  xliii.,  No.  48)  reports  the  case  of  a 
six*  to  seven  months  fetus,  born  of  a  mother  who  had  an  acute 
attack  of  dysentery  occurring  during  a  dysentery  epidemic.  The 
infant  lived  two  hours.  At  the  autopsy  the  mesenteric  lymph 
nodes  were  found  to  be  swollen  and  intensely  reddened.  The 
lower  ileum  and  the  colon  were  congested,  with  swelling  of  the 
mucous  membrane,  some  exudate  in  places,  but  no  marked  ulcer- 
ation. Microscopically  the  intestines  showed  an  early  stage  of 
dysentery.  Bacilli  in  small  numbers  were  found  in  the  mucous 
membrane;  there  were  large  numbers  in  the  exudate,  but  none 
could  be  demonstrated  in  the  lymph  nodes.  Cultures  made  at 
the  autopsy  from  the  heart's  blood  showed  a  few  colonies  of 
Kruse's  dysentery  bacillus.  This  organism  was  also  demon- 
strated in  the  feces  of  the  mother.  The  placenta  could  not  be 
examined.  The  case  seems  to  prove  the  transmission  of  maternal 
dysentery  to  the  fetus.  No  similar  case  was  found  in  the  liter- 
ature at  the  writer's  disposal. 

Guaiacol  in  the  Treatment  of  Tuberculosis  in  Infancy  and 
Childhood.— B.  K.  Rachford  {Arcli.  of  Fed.,  Dec.  1901)  holds 
that  this  drug  far  outclasses  all  others  in  the  treatment  of  this 
condition.    The  prescription  which  he  uses  is  the  following: 

5     Guaiacol 3  i. 

Lanolin 3  ij. 

Lard         3  v. 

M.  Sig. :  One  level  teaspoonful  to  be  rubbed  into  the  chest  at  bed- 
time each  day. 

This  prescription  he  has  used  for  the  past  eight  years  in  almost 
every  case  of  tuberculosis  in  infancy  and  childhood  which  he 
has  treated.  Guaiacol  is  one  of  the  few  drugs  which,  when  it  is 
applied  to  the  skin,  is  rapidly  absorbed  by  the  lymph  channels, 
and  is  in  that  way  carried  into  the  general  circulation,  produc- 
ing the  physiological  action  of  the  drug.  Its  great  value  in  the 
lymph-node  tuberculosis  of  infancy  and  childhood  probably  de- 
pends upon  the  fact  that  by  inunction  it  can  readily  be  brought 
into  contact  with  the  diseased  lymph  nodes  and  in  that  way  acts 
as  a  lymphatic  antiseptic. 

Inunctions  of  guaiacol,  notwithstanding  their  great  value  in 
the  treatment  of  tuberculosis  of  infancy  and  childhood,  are  of 
comparatively  little  value  in  the  treatment  of  this  disease  in  the 
adult.  The  reasons  for  this  are  evident.  In  the  first  place,  the 
general  lymphatic  and  glandular  systems  are  more  active  in  the 
child  than  they  are  in  the  adult,  and.  in  the  second  place,  adult 
tuberculosis  is  not,  as  a  rule,  tuberculosis  of  the  lymph  nodes. 

In  acute  tubercular  conditions  marked  by  fever  and  other 
active  symptoms,  the  author  ordinarily  directs  that  a  level  tea- 
spoonful  of  the  above  ointment  be  rubbed  into  the  skin  over  the 
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abdomen  and  chest  night  and  morning.  The  rubbing  should  be 
done  gently  and  firmlj^  and  should  occupy  ten  or  fifteen  minutes. 

This  treatment  may  be  continued  for  from  one  to  two  weeks, 
and  then  one  inunction  a  day  may  be  continued  for  an  indefi- 
nite length  of  time.  It  is  well,  however,  after  the  fever  and 
other  active  symptoms  have  been  controlled,  either  to  discon- 
tinue the  inunctions  for  a  while  or  to  give  them  two  or  three 
times  a  week  as  long  as  it  may  be  deemed  necessary.  This  treat- 
ment is  of  the  greatest  value  in  all  forms  of  lymphatic  tuber- 
culosis, and  even  when  long  continued  can  do  no  harm. 

In  tubercular  peritonitis  the  good  results  which  follow  the  use 
of  this  treatment  commence  at  once,  and  the  patient,  as  a  rule, 
slowly  but  steadily  recovers.  He  has  frequently  seen  the  dis- 
tended, tender,  and  board-like  abdomen  which  this  disease  pro- 
duces lose  its  tenderness,  distension,  and  tumidity  to  a  degree 
which  marked  the  establishment  of  convalescence  within  a  period 
of  three  weeks. 

In  these  cases  Avhen  the  active  symptoms  are  in  abeyance  he 
frequently  substitutes  carbonate  of  guaiacol  internally  for  the 
inunction  treatment.  Carbonate  of  guaiacol  has  the  advantage 
of  being  easy  of  administration,  and  when  mixed  with  a  little 
milk  sugar  can  be  given  in  powder  without  complaint  from  these 
whimsical  little  patients.  The  value  of  cai-bonate  of  guaiacol  in 
the  treatment  of  all  forms  of  tuberculosis  in  infancy  and  child- 
hood is  very  great,  but  it  is  especially  valuable  in  the  treatment 
of  intestinal  and  mesenteric  tuberculosis.  Guaiacol  holds  first 
rank  as  an  intestinal  and  as  a  pulmonary  antiseptic.  And  it  is 
possible  that  a  large  part  of  its  beneficial  action  may  depend  upon 
its  power  to  control  and  destroy  the  streptococci  which  are  con- 
stantly associated  with  the  tubercle  bacilli  in  the  destruction  of 
tissues. 

Hematoma  Osseum  Tibiae. — Stuparich  (Wiener  med.  Prcsse, 
vol.  xlii.,  Xo.  -49  i  reports  the  case  of  a  girl  5  years  old  who  de- 
veloped a  large  and  painful  swelling  of  the  left  leg.  A  fall  was 
said  to  have  occurred  some  weeks  before.  The  tumor  was  smooth, 
hard,  and  presented  an  apparently  fluctuating  spot  anteriorly. 
Incision  at  this  point  showed  an  irregular  cavity  containing  fibrin 
clots,  blood,  and  a  sanguineous  fluid.  The  name  "bony  hemato- 
ma" describes  the  condition  well. 

Hydrocephalus,  The  Cure  of. — Immervol  (Archiv  fiir  Kinder- 
It  eiR  nude,  vol.  xxxii.,  Nos.  5  and  6)  treated  ten  cases  of  hydro- 
cephalus between  the  ages  of  3  months  and  2  years,  nine  being 
of  the  congenital  variety  and  one  acquired.  In  the  congenital 
cases  antisyphilitic  treatment  was  used  together  with  lateral 
puncture  of  the  ventricle  in  five  cases  and  lumbar  puncture  in 
four.  The  acquired  case  and  one  -congenital  case  got  well.  In 
the  other  eight  the  result  was  negative.  Although  the  head  meas- 
ured 49  centimetres  in  circumference  w^hen  first  seen,  at  the 
age  of  6  months,  the  cured  case  of  congenital  hydrocephalus 
was  well  and  intelligent  in  his  sixth  year    The  acquired  hydro- 
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cepliahis  followed  a  serous  meningitis  and  was  cured  by  means 
of  repeated  lumbar  puncture  and  the  administration  of  iodide 
of  soda.  The  author  considers  lumbar  puncture  indicated  in 
every  ease  of  acquired  hydrocephalus,  and  worthy  of  a  trial  in 
the  congenital  variety ;  although  in  the  latter  the  antiluetic  ther- 
apy must  not  be  omitted. 

Infantile  Pleurisy  with  Effusion. — W.  J.  English  {Med. 
Neivs,  Nov.  16,  1901  j  saj^s  that  there  are  few  diseases  in  which 
the  diagnostician  is  more  frequently  at  fault  than  in  pleurisy 
with  effusion  in  the  infant,  the  most  common  error  being  to  con- 
found it  with  pneumonia.  So  great  are  the  difficulties  in  the  way 
of  examination  that  the  only  sure  means  of  diagnosis  consist  in 
the  use  of  the  aspirating  needle.  Occasionally  this  is  a  means 
of  cure  as  well  as  of  diagnosis.  To  leave  the  eases  until  pus  is 
formed  leads  toward  the  worst  sequelae,  for  in  very  young  sub- 
jects, when  the  walls  are  yielding,  the  change  is,  other  things 
being  equal,  very  much  greater  than  in  the  adult.  The  expulsion 
of  the  fluid,  retained  long  enough  to  become  purulent,  has  its  in- 
fluence upon  the  pulmonary  elasticity  as  well  as  upon  the  yielding 
and  tender  parietes.  The  lung  never  again  expands  completely 
and  occupies  less  space  than  formerly.  The  chest  will  be  drawn 
inward,  the  diaphragm  dragged  upward,  the  shoulder  of  the  af- 
fected side  droops,  and,  in  consequence  of  paralysis  of  the  mus- 
cles of  the  back,  the  spine  yields  to  the  traction  of  the  sound  side, 
and  we  may  have  a  distortion  of  the  spinal  column  with  the  con- 
vexity toward  the  active  side.  The  organs  lying  on  the  margin 
of  the  unaffected  side  are  thus  made  to  encroach  uyjon  the  side 
normally  occupied  by  the  lung.  The  diseased  side  no  longer 
develops,  while  the  sound  side  assumes  extraordinary  dimensions 
corresponding  with  its  increased  functions,  and  when  such  a 
series  of  misfortunes  occurs  in  the  very  young  the  deformity  be- 
comes more  unsightly  as  the  size  increases.  Early  evacuation 
of  serous  fluid  should  leave  no  other  evidence  than  the  scar  upon 
the  chest.  Should  pus  form,  aspiration  will  not  meet  the  needs, 
and  an  incision  will  be  the  most  conservative  method,  although 
resection  may  be  required.  Tonic  treatment,  with  change  of  air, 
if  possible,  is  to  be  commended,  and  iron,  arsenic,  strychnine, 
etc.,  should  be  given. 

Treatment  should  include  some  effort  toward  prevention  of  the 
deformities  which  are  apt  to  result.  The  earlier  the  child  is 
taught  to  use  deep  breathing,  the  better  for  the  crippled  lung. 
Forceful  breathing  in  positions  of  advantage  to  the  weakened 
side  may  be  inculcated  as  early  as  the  subject  is  capable  of 
learning.  Prior  to  the  voluntary  self-exercise  the  attendant 
should  lift  the  arm  and  shoulders  off  the  thorax  and  aid  in  pro- 
ducing respiration.  The  shoulder  should  be  raised  from  the 
thorax  during  the  period  of  sleep.  Postural  respiration  will  be 
useful  during  childhood  and  adolescence.  Wlien  the  child  is 
sufficiently  grown  there  will  be  observed  an  inclination  to  carry 
"bundles,  packages,  books,  etc.,  beneath  the  ann  on  the  crippled 
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side,  as  it  seems  better  adapted  therefor  than  the  one  which  is 
excessively  developed.  This  disposition  must  be  corrected,  as  it 
promotes  deformity.  A  habit  of  resting  the  hand  upon  the  hip  or 
other  means  of  support  and  lifting  the  weight  of  the  shoulder  and 
arm  from  the  weakened  side  will  prevent  much  of  the  inequality 
which  otherwise  must  follow.  The  clothing  should  never  be  sus- 
pended from  the  shoulder  of  the  injured  side,  and  during  some 
portion  of  each  day  deep  inspiration  and  forced  expiration  should 
be  practised  with  the  body  inclined  toward  the  sound  side,  while 
the  hand  upon  the  diminished  side  is  grasped  well  above  the  head, 
lifting  the  shoulder  from  the  chest. 

Infantile  Scurvy  and  Marasmus. — Francis  Huber  {Arch,  of 
Ped.,  Nov.,  1901)  reports  the  case  of  a  child  of  13  months  whose 
condition  was  the  most  deplorable  possible.  When  the  patient 
was  stripped,  the  sunken  eyes,  the  retracted  abdomen,  the  partly 
closed  lips,  the  immobility,  the  extensive  blaek-and-blue  discolor- 
ation of  the  body,  and  the  marked  emaciation  in  general,  remind- 
ed the  observer  of  the  corpse  of  an  infant,  who  had  died  of 
marasmus,  undergoing  the  process  of  decomposition.  Tempera- 
ture Avas  95.4°  F. ;  pulse  93  and  hardly  perceptible ;  respirations 
20,  shallow  and  weak ;  weight  eight  pounds  one  ounce :  cry  feeble ; 
gums  swollen,  spongy,  and  bleeding  readily.  Treatment  con- 
sisted of  orange  juice,  whiskey  in  small  amounts,  water  internally, 
and  salt  solution  per  rectum  to  fill  the  blood  vessels  and  supply 
the  necessary  fluids ;  milk  (boiled)  and  barley  water  (1 :4)  in  small 
quantity  hourly,  gradually  inci-eased;  later  mutton  broth  with 
rice  or  barley  water ;  soft-boiled  egg.  and  scraped  meat  or  a  piece 
of  steak  to  suck.  Improvement  was  rapid,  and  in  a  little  over  two 
weeks  the  increase  in  weight  was  nearly  five  pounds.  About  six 
weeks  after  admission  the  child  was  practically  well,  weighing 
thirteen  pounds  one  ounce.  Photographs  show  an  almost  miracu- 
lous change  in  the  appearance  of  the  patient. 

Influenza  in  Children. — R.  R.  Stawell  {Inter colon.  Med.  Jour. 
of  Australasia,  Nov.  20,  1901)  reports  several  cases  in  children 
under  2  years  of  age  in  which  there  was  a  high,  continuous  fever, 
with  perhaps  a  remission  for  a  few  hours  at  some  time  during  the 
morning  of  each  day.  The  duration  of  these  cases  was  from  ten 
to  fourteen  days,  and  in  each  case  the  patient  was  very  ill ;  the 
pulse  was  very  frequent  and  small,  the  extremities  were  cold,  and 
the  internal  temperature  was  high;  twitchings  and  convulsive 
movements  were  constantly  occurring  and  the  child  was  ex- 
tremely fretful,  but  inclined  to  sleep.  As  regards  the  range  and 
type  of  temperature  in  these  cases,  the  author  has  found  that 
either  there  occurs  some  marked  morning  remission  of  an  irregu- 
lar type,  or  that  the  temperature  remains  continuously  high, 
ranging  about  105°  F.  in  the  worst  cases.  Such  eases  are  difficult 
to  diagnose.  They  should  be  differentiated,  on  the  one  hand, 
from  prolonged  cases  complicated  with  pneumonia,  and.  on  the 
other,  from  the  so-called  "chronic"  cases.  In  the  pneumonic 
cases  the  child  is  seriously  ill,  with  an  obvious  acute  organic 
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disease,  which  renders  insignificant  any  even  reasonable  diagnosis 
of  influenza;  and  in  the  "chronic"  cases  the  patient  is  not  ap- 
parently seriously  ill  and  the  temperature,  on  an  average,  does 
not  rise  above  101°  F.,  generally  ranging  between  98.6°  F.  in  the 
morning  and  100.4°  F.  in  the  evening.  The  author  has  been 
particularly  impressed  with  the  type  of  influenza  in  which  there 
has  been  prolonged  high  fever,  apparently  uncomplicated,  and 
with  cases  in  which  the  gastro-intestinal  symptoms  have  been 
marked  and  in  which  severe  vomiting  occurred. 

Intussusception. — Edmund  Owen  {British  Med.  Jour.,  Sept. 
7,  1901)  is  strongly  of  the  opinion  that  all  cases  of  intestinal  ob- 
struction are  surgical  from  the  very  beginning,  and  that  they  are 
quite  out  of  place  in  a  medical  ward.  The  symptoms  are  usually 
as  follows :  A  healthy  infant  or  young  child  is  suddenly  seized 
with  a  pain  in  the  abdomen;  he  rolls  screaming  on  the  floor  or 
in  his  cot,  and  is  found  "doubled-up"  and  much  collapsed. 
Probably  he  vomits,  and  in  a  straining  act  of  defecation  he  passes 
a  little  mucus  or  some  mucus  and  blood  with  scanty,  liquid  feces 
(were  his  trouble  due  to  a  tw^ist  or  a  band  nothing  would  pass 
per  anum).  There  may  be  no  distension  of  the  bowel,  for  the 
case  is  not  one  of  actual  intestinal  obstruction — there  may  even 
be  some  diarrhea.  The  distress  comes  on  in  paroxysms,  and  be- 
tween whiles  the  little  patient  may  lie  quite  placidly.  So  the 
surgeon  must  sit  by  and  watch.  If  the  abdomen  remains  flat, 
there  may  be  no  difficulty  in  making  out  the  presence  of  a  "  thick- 
ening" or  a  "lump"  in  the  region  of  the  ascending  colon.  Books 
speak  of  this  mass  as  "sausage-shape,"  but  this  is  by  no  means 
always  the  case.  The  author  deems  it  nothing  less  than  a  calam- 
ity that  physicians  have  every  now  and  then  managed  to  chase 
back  an  intussuscepted  piece  of  bowel  by  using  an  enema.  It 
Avould  be  an  interesting  speculation  as  to  the  percentage  of  cases 
in  which  the  receptive  piece  of  bowel  has  been  ruptured  or  in 
which  the  child  has  died  unrelieved.  A  column  of  water  exerts 
its  pressure  equally  in  all  directions.  That  is  to  say,  in  the  case 
of  injection  being  resorted  to  for  the  relief  of  an  intussusception, 
the  pressure  against  the  wall  of  the  bowel  exactly  equals  that 
exerted  against  the  intussuscepted  piece  of  bowel.  And  is  it  not 
more  likely  that  the  distended  sheath  of  bowel  will  give  way 
than  that  the  immigrant  piece  will  be  forced  back?  Hitherto 
the  results  of  abdominal  section  for  this  form  of  strangulation 
have  been  highly  unsatisfactory.  But  it  must  be  remembered 
that,  as  a  rule,  operation  has  been  resorted  to  only  after  the 
child  has  been  "messed  about"  with  inflations  or  injections. 
What  should  we  think  of  a  surgeon  who,  going  back  to  the  time 
of  Pott,  advanced  any  other  treatment  for  a  strangulated  ingui- 
nal hernia  than  a  cutting  operation?  Whether  a  strangulation 
of  the  intestine  is  by  an  ensheathing  piece  of  bowel  or  by  the  neck 
of  a  hernial  sac,  the  efl'ects  are  very  much  the  same,  and  delay  in 
affording  relief  is  likely  to  be  fatal.  The  best  way  of  affording 
prompt  and  certain  relief  is  by  cutting  down  to  the  seat  of 
strangulation  and  putting  it  right. 
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Bernard  Pitts  reaches  the  following  conclusions  from  his  study 
of  the  subject:  1.  Try  inflation  only  when  the  case  is  seen 
within  a  few  liours  of  onset  and  is  not  of  a  very  acute  character. 
In  the  great  majority  of  hospital  cases  it  is  better  to  open  the 
abdomen  at  once.  2.  Inflation  may  be  tried  in  certain  other 
cases  for  the  purpose  of  reducing  the  main  portion  of  the  intus- 
susception and  enabling  the  incision  to  be  made  directly  over  the 
cecum.  3.  When  reduction  is  found  impossible  in  chronic  cases, 
a  resection  may  usually  be  done  through  an  incision  in  the  en- 
sheathing  bowel.  4.  In  acute  cases,  and  especially  if  gangrene 
is  present  or  the  condition  of  the  bowel  requires  its  removal,  a 
wide  resection  should  be  undertaken  as  rapidly  as  p  ssible  and 
the  ends  biought  outside  the  abdomen ;  continuity  should  l)e  re- 
stored at  a  subsequent  operation.  5.  In  exceptional  cases  of 
enteric  intussusception  resection  and  immediate  restoration  of 
continuity  gives  the  only  chance. 

Mesenteric  Cyst  with  Volvulus  of  the  Small  Intestine. — Blum 
(Wivner  klin.  WocJiens.,  vol.  xiv..  No.  48)  reports  the  case  of  a 
6-year-old  girl  who  had  five  or  six  attacks  of  severe  colic  with 
constipation  during  the  year  before  she  developed  the  signs  of 
intestinal  obstruction.  In  the  intervals  between  the  attacks  no 
digestive  disturbances  had  been  noted.  T^aparatomy  was  per- 
formed, and  the  lowest  portion  of  the  ileum  was  found  to  be  con- 
stricted by  a  band  lying  in  the  mesentery.  Near  this  there  was  a 
fluctuating  tumor  between  the  layers  of  the  mesentery,  hanging 
from  a  coil  of  small  intestine.  The  growth  was  as  large  as  a  man 's 
fist.  Almost  the  entire  ileum  was  entangled  around  that  piece  of 
intestine  from  which  the  cyst  depended.  The  constricting  bands 
were  cut  and  the  cyst  removed.  The  child  died  five  hours  later. 
At  the  autopsy  chronic  tuliercnlosis  of  the  upper  lobe  of  the  left 
lung  and  of  the  mesenteric  lymph  nodes  was  found ;  also  recent 
diffuse  peritonitis  after  volvulus  of  the  ileum.  The  association  of 
the  cyst  with  tuberculosis  of  the  mesenteric  lymph  nodes  can 
hardly  have  been  a  coincidence.  From  a  study  of  this  case  and 
similar  ones  from  the  literature  it  seems  that  there  may  be  a 
specific  form  of  degeneration  of  the  mesenteric  lymph  nodes 
which  causes  the  origin  of  serous  mesenteric  cysts,  namely,  tuber- 
culous changes  in  the  intestinal-gland  apparatus.  Typhoid  fever 
may  have  a  similar  result. 

Ulcers  of  the  Larynx  follovi^ing  Intubation,  their  Local 
Treatment. — Bokay  (Dent.  med.  Wocliens.,  vol.  xxvii.,  No.  47) 
followed  the  directions  of  O'Dwyer  in  five  cases  with  excellent 
results.  The  presence  of  laryngeal  ulceration  being  appai-ent, 
bronze  tubes  with  a  smaller  neck  and  coated  with  gelatin  im- 
pregnated with  alum  were  inserted.  The  method  is  simple,  easily 
performed,  and  successful.  It  is  to  be  recommended  in  all  cases 
in  which  intubation  has  lasted  more  than  one  hundred  hours,  and 
where  the  progressive  shortening  of  the  exturbation  periods  leads 
to  a  suspicion  of  ulceration.  Secondary  tracheotomy  will  often 
be  avoided  bv  this  means. 
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As  "decicluoma  malignum, "  "sarcoma  deciduo-cellulare, " 
'' '  sarcoma  chorio-cellulare, "  "  syncytioma  malignum, "  "  carcinoma 
syncytiale, "  " chorio-epithelioma  malignum,"  and  other  terms 
which  have  been  applied,  peculiar  forms  of  tumors  have  been 
described  which  occur  only  in  women,  seem  to  bear  a  close  rela- 
tionship with  pregnancy,  and  are  characterized  by  a  very  rapid 
malignant  groAvth  resembling  in  nature  some  forms  of  carcinoma 
arid  sarcoma. 

That  there  has  been,  and  is  now,  a  diversity  of  opinion  as  to 
the  origin  and  nature  of  these  growths  is  shown  by  the  large 
number  of  names  which  have  been  applied  to  them  and  by  the 
failure  heretofore  to  definitely  and  properly  classify  them. 

Our  knowledge  of  these  tumors,  for  which  I  have  chosen  the 
name  applied  by  Marchand,  "chorio-epithelioma  malignum,"  is 
comparatively  recent.  It  was  not  until  1888  that  anything  re- 
garding its  definite  nature  was  recognized  and  that  together 
Anth  its  relationship  to  a  preceding  gravid  state  described. 

^Read  before  the  Chicago  Gynecological  Society,  December  20,  1901. 
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At  this  time  Sanger,  before  the  Obstetrical  Society  of  Leip- 
zig, described  a  tumor  Avhich  he  had  met  with.  His  ease,  stated 
briefly,  was  as  follows :  A  young  woman,  four  months  married, 
aborted  in  the  eighth  week  of  pregnancy  as  the  result  of  an  acci- 
dental injury.  The  abortion  was  incomplete  and  the  patient 
suffered  for  three  weeks  with  hemorrhages.  In  the  fourth  week 
there  began  a  foul-smelling  discharge  from  the  uterus  and  a 
high  fever  developed.  Sanger  first  saw  the  patient  at  this  stage, 
and  he  found  her  verj^  anemic,  showing  all  the  signs  of  retention 
of  putrid  parts  of  the  ovum  and  suffering  from  septicemia.  The 
uterus  was  emptied  by  curettage  and  the  hemorrhages  and  dis- 
charge ceased  for  a  time.  The  temperature  fell  to  normal,  but 
the  pulse  remained  over  100.  Improvement  in  general  was  very 
slow  and  it  was  live  months  before  the  patient  could  leave  her 
bed.  Having  been  up  but  a  short  time,  she  was  obliged  to  go  to 
bed  again  omng  to  another  rise  of  temperature  and  a  pain  which 
developed  in  the  left  hypogastrium.  There  soon  appeared  in  the 
right  iliac  fossa  a  swelling,  of  about  the  size  of  an  apple,  which 
was  soft,  elastic,  and  tender  on  pressure.  Presuming  an  abscess 
formation,  an  incision  was  made;  but  instead  of  finding  pus  the 
knife  cut  through  the  spongy  mass  of  a  tumor  which  extended 
down  to  the  bone  and  had  destroyed  a  portion  of  its  periosteum. 
Owing  to  the  weakened  condition  of  the  patient,  removal  of  the 
mass  was  postponed,  and,  cough  and  dyspnea  soon  afterward 
developing,  nothing  more  could  be  done.  The  patient  died  in 
a  few  weeks.  A  postmortem  examination  showed  several  tumors 
within  the  uterus  and  metastases  in  the  lungs,  diaphragm,  ribs, 
and  elsewhere.  The  uterine  mucosa  was  smooth.  A  micro- 
scopical examination  led  Sanger  to  believe  that  the  growth  was 
from  decidua  cells  and  he  gave  it  the  name  "deciduoma  malig- 
num."  To  justify  this  view  he  pointed  out  the  apparent  iden- 
tity of  the  tumor  cells  met  with  and  physiological  and  pathologi- 
cal decidua  cells. 

A  year  later  Pfeiffer,  a  pupil  of  Chiari,  reported  a  similar 
case,  and,  without  knowledge  of  Sanger's  previous  article,  gave 
the  tumor  the  same  name. 

In  1893,  after  a  more  careful  study  of  his  specimens,  Sanger 
gave  up  the  name  "deciduoma  malignum,"  since  by  such  a  term 
it  would  be  implied  that  all  the  elements  of  the  decidua,  includ- 
ing the  glands,  took  a  part,  and  consequently  called  the  tumor  a 
"sarcoma  deciduo-cellulare,"  as  more  clearly  defining  the  nature 
and  origin  of  the  groAvth.  believing,  as  he  did,  that  it  was  made 
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up  of  decidiia  cells  only,  which  had  undergone  a  sarcomatous 
degeneration.  From  his  own  observations,  and  in  view  of  others 
by  Schmorl  and  Gottschalk,  he  divided  the  "sarcoma  deciduo- 
cellulare ' '  into  two  groups  of  cases : 

1.  Those  Avithout  a  proved  connection  with  disease  of  the  fetal 
membranes. 

2.  Those  with  disease  of  the  fetal  membranes. 

]Most  of  the  later  authors  accepted  this  new  classification, 
though  in  France  and  England  the  name  "deciduoma  malig- 
num''  was  largely  retained. 

At  about  the  same  time  in  1893  Gottschalk  published  an  article 
taking  up  the  subject  from  a  different  point  of  origin,  and 
called  his  tumor  a  "sarcoma  chorio-cellulare. "  His  opinion, 
from  the  study  of  cases,  was  that  the  chorionic  villi  had  under- 
gone a  process  of  malignant  degeneration  which,  destroying  the 
serotina,  had  projected  itself  within  the  maternal  tissues  and 
destroyed  the  uterine  wall.  He  includes  within  the  growth  a 
degeneration  not  only  of  the  epithelial  covering  of  the  villi,  but 
also  of  the  stroma  of  the  villi.  He  stated  that  the  tumor  be- 
longed to  a  class  where,  under  the  ordinary  methods  of  examin- 
ation, distinction  from  a  carcinoma  or  sarcoma  was  difficult  to. 
make. 

No  new  light  was  thrown  upon  the  subject  until  a  year  later,, 
when  L.  Frankel  described  a  tumor  following  a  hydatid  mole  as  a 
"carcinoma  of  the  uterus  derived  from  the  epithelium  of  the 
chorionic  villi. ' '  Here  for  the  first  time  the  tumor  was  described 
as  derived  solely  from  the  epithelium  covering  the  villi.  This 
paper  differed  from  Gottschalk 's  mainly  in  that,  in  spite  of  mole 
formation,  Frankel  could  find  nothing  to  suggest  a  sarcomatous; 
degeneration  of  the  stroma,  and  therefore,  owing  to  the  purely- 
epithelial  origin,  designated  the  tumor  as  a  carcinoma. 

In  1895,  through  the  classical  work  of  Marchand,  a  more 
definite  explanation  of  the  pathological-anatomical  relationships; 
was  described,  Avhich,  with  some  modifications,  is  the  accepted 
view  of  a  greater  number  of  authorities  on  the  subject  at  this 
time.  While  Frankel  spoke  of  the  chorionic  epithelium  only  in 
general,  Marchand,  on  the  other  hand,  sought  to  discover  to  what 
extent  the  two  constituent  parts  of  the  same— namely,  syncytium 
and  Langhans  cells — took  part  in  the  structure  of  the  growths. 
His  work  was  based  upon  findings  in  two  cases,  the  first  of  which 
was  from  material  sent  him  from  a  case  operated  upon  by  Ahl- 
feld.     This  case  Avas  of  a  young  woman  of  17  operated  upon  for 
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persistent  hemorrhage  from  the  uterus  and  the  presence  of  a 
small  tumor  in  the  vagina,  also  enlargement  of  one  tube.  The 
uterus  was  curetted  and  the  vaginal  tumor  and  enlarged  tube 
removed.     Death  followed  soon  afterward  from  sepsis. 

A  macroscopical  and  microscopical  examination  of  the  tube 
gave  all  the  signs  of  a  tubal  pregnancy,  though  there  was  nothing 
in  the  history  of  the  case  to  suggest  it,  and  in  addition  it  showed 
a  tumor  tissue  exactly  similar  to  what  will  be  described  as  found 
in  the  vaginal  tumor. 

The  uterus,  removed  post  mortem,  was  found  slightly  enlarged 
and  the  endometrium  presented  a  normal  appearance. 

Microscopical  examination  of  sections  from  the  vaginal  tumoi 
showed  the  following  structures : 

(a)  Diffuse,  irregularly  shaped,  homogeneous  protoplasmic 
masses,  of  a  dark  red  or  reddish-brown  color,  containing  nuclei, 
but  without  cell  limit,  simulating  the  syncytium  of  a  chorionic 
villus. 

(&)  Cellular  masses  in  close  relationship  with  the  protoplas- 
mic masses,  simulating  Langhans  cells. 

He  designated  the  protoplasmic  masses  as  multinucleated 
syncytium.  The  masses  were  made  up  either  of  large  cells  con- 
taining a  nucleus  rich  with  chromatin,  or  in  the  form  of  clumps 
of  protoplasm  containing  many  nuclei,  or  as  a  trabecular  net- 
work of  protoplasmic  masses  containing  vacuoles  and  enclosing 
blood  spaces  in  which  the  relationship  was  similar  to  the  syncy- 
tium and  intervillous  blood  spaces.  The  outer  border  of  the 
masses  was  more  homogeneous  than  the  inner  part.  The  nuclei 
contained  were  of  different  size  and  shape,  in  general  more  oval, 
being  about  twice  as  long  as  broad,  and  usually  arranged  with 
their  long  axis  parallel  to  the  border  of  the  masses.  The  nuclei 
stained  deeply  and  contained  several  nucleoli.  Mitoses  were 
not  found.  The  vacuoles  were  also  of  different  size  and  shape, 
and  some  contained  red  blood  corpuscles,  round  cells  of  the 
property  of  leucocytes,  and  here  and  there  a  fibrinous  network 
(Fig.  5,  s). 

The  groups  of  cells  filled  the  spaces  between  the  branching 
iramework  of  protoplasm ;  they  were  mostly  polyhedral  in  shape, 
of  different  size,  and  lay  next  to  one  another,  there  being  no 
intercellular  connective-tissue  substance.  Within  these  cells  nu- 
merous mitoses  were  found. 

These  cell  masses  do  not  proliferate  in  previously  formed 
spaces,  but  they  separate  the  soft  tissues  from  one  another  and 
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produce  in  them  degeneration  and  necrosis.  The  cells  contain 
glycogen.  The  nuclei  are  relatively  large,  round  or  oval,  and 
contain  one  or  more  large  nucleoli.  They  do  not  stain  as  deeply 
as  the  syncytial  nuclei  (Fig.  5,  Lc). 

From  his  findings  in  the  specimens,  from  a  physiological- 
anatomical  standpoint,  Marehand  showed  that  the  tumor  cells 
had  nothing  to  do  with  decidua  cells  and  nothing  to  do  with  the 
stroma  of  the  villi,  but  consisted  solely  of  proliferated  chorionic 
epithelium,  and  he  endeavored  to  point  out  the  direct  similarity 
of  tumors  previously  described  by  Sanger,  Gottschalk,  and  others 
with  these  described  by  him.  He  demonstrated  the  whole  tran- 
sition from  normal  villi  to  villi  with  proliferating  epithelium, 
and  showed  hoAv  the  cell  masses  broke  off  from  the  villi  and  con- 
tinued to  grow  further  (Figs.  1,  2,  3,  4), 


u.t- 
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Fig.  1. — Section  of  a  normal  villus  from  a  very  young  placenta.      X  205. 

Abbreviations  applying  to  all  the  illustrations  : 

S,  syncytium  :  Lc,  Langlians  cells  :  N,  nuclei ;  St,  stroma  of  villus  :  Ti,  villus 
process :  St,  syncytia!  buds ;  Ya,  vacuoles  in  syncytium  ;  Bs,  blood  spaces  or 
lacunae :  D,  blood  ;  F,  fibrin  and  blood  coagula ;  L,  liver  substance ;  Gc,  syncytial 
giant  cells  ;  A'c,  necrosis. 

His  second  case  he  called  a  malignant  proliferation  of  the 
serotina  derived  from  the  original  uterine  syncytium  of  the 
chorionic  villi  and  the  ectodermal  cell  layer,  his  belief  being  at 
that  time  that  the  syncytium  was  of  maternal  origin.  He 
showed,  moreover,  that  the  frequency  with  which  these  tumors 
are  met  with  following  hydatid  mole  is  in  no  way  accidental. 

The  conclusions  drawn  from  his  research  were : 

1.  The  tumor  is  made  up  of  two  kinds  of  tissue :  (a)  Syncy- 
tium derived  from  the  uterine  epithelium.  (&)  Langhans  cells, 
or  ectodermal  cells  of  the  villi. 

2.  These  two  forms  of  tissue  can  undergo  a  malignant  pro- 


326 


PIERCE:    CHORIO-EPITHELIOMA    MALIGNUM. 


liferation  in  which  the  elements  have  the  same  relationship  to 
one  another  as  in  the  chorionic  villi. 


Fig.'  2. — Section  from  villi  of  young  placenta,  showing  syncytial  budding  and 
syncytial  masses  which  have  become  separated  from  the  parent  villus.      X  41. 

3.  The  syncytium  takes  the  following  forms:  (a)  Large  cells 
with  large  nuclei  rich  in  chromatin.  (&)  Protoplasmic  masses 
with  a  large  number  of  nuclei,  the  syncytial  giant  cells,     (c)  Tra- 


PiG.  3. — Section  from  an  early  hydatid  mole,  showing  proliferation  of  syncy- 
tium and  Langhans  cells  from  the  end  of  a  villus.     X  87. 

becular  multinucleated  protoplasmic  structures  surrounded  by 
blood  spaces  which  bear  the  same  relationship  to  these  as  the 
syncytium  does  to  the  intervillous  blood  spaces. 
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4.  The  Langhans  cells  consist  of  polyhedral  clear  cells  rich 
in  glycogen,  and  which  divide  by  indirect  division  of  the  nucleus. 
They  are  usually  smaller  than  the  syncytial  giant  cells. 

5.  Hydatid  mole  favors  the  growth  of  these  tumors. 

6.  Characteristic  decidua  cells  take  no  part  in  the  growths. 

7.  JNIetastases  form  by  way  of  the  blood  vessels. 
Marchand's  teaching,  then,  is  that  the  so-called  "deciduoma 

malignum,"  for  which  he  gives  the  name  "  chorio-epithelioma 
malignum,"  is  a  tumor  which  originates  at  the  point  of  placental 
insertion  from  the  syncytium  and  Langhans  cells  of  the  chorionic 
villi;  that  it  consists  of  interwoven  masses  of  cells  and  proto- 
plasmic masses,  contains  neither  connective-tissue  substance  nor 
blood  vessels,  but  often  areas  of  necrosis  (Fig.  5). 


_--  i_.c. 


Fig.  4. — Section  from  early  hydatid  mole,  showing  marked  proliferation  of 
cells    from    end    of   villus.      X  41. 

This  most  excellent  work,  together  with  a  second  paper  pub- 
lished three  years  later,  formed  the  first  true  foundation  for  the 
study  of  these  tumors,  and  most  of  the  later  articles  which  have 
appeared  have  been  able  merely  to  confirm  his  tindings.  His 
second  paper  was  in  every  respect  similar  to  the  first  regarding 
the  structure  of  these  tumors.  Owing  to  other  investigations 
which  had  been  published  during  the  interval,  however,  regard- 
ing the  genetic  origin  of  the  syncytium,  Marchand  expressed 
some  doubt  as  to  his  earlier  views,  and  took  into  consideration  the 
possibility  of  its  being  of  fetal  origin  as  opposed  to  those  who 
strongly  defended  the  uterine-epithelium  theory.  A  discussion 
of  these  theories  will  be  taken  up  later. 

There  are  still  a  few,  prominent  among  whom  is  Veit,  who  are 
of  a  different  mind.     Veit  holds  that  the  cells  described  as  Lang- 
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hans  cells  are  decidual  cells  whicli  have  undergone  a  sarcomatous 
degeneration,  and  that  the  syncytial  elements  are  not  derived 
only  from  the  chorionic  epithelium,  but  that  they  may  be  formed 
from  other  cells  or  tissue,  with  pregnancy  as  an  influencing  cause. 
He  admits  the  finding  of  chorionic  elements  in  some  cases,  but 
claims  that  their  presence  is  only  accidental,  that  they  are  not 
the  important  factors  and  of  themselves  do  not  form  malignant 


Fig.  5. — Section  from  a  chorlo-epithelioma  of  the  uterus.      X  87. 

growths.  He  holds  that  the  primary  seat  of  disease  is  in  the 
uterus  itself,  that  the  condition  is  present  before  pregnancy  oc- 
curs, and  that  only  through  the  influence  of  pregnancy  does  it 
later  reach  a  characteristic  malignant  nature. 

Van  der  Hoeven  describes  the  tumors  as  consisting  of  syncy- 
tium, of  syncytium  and  Langhans  cells,  of  Langhans  cells,  or  of 
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Langlians  cells  and  stroma.  Where  stroma  is  present  it  arises, 
according  to  him,  from  a  villus  which  has  broken  off  from  the 
parent  stem  and  been  carried  to  some  distant  point  by  the  blood 
current,  or  is  derived  directly  from  the  Langhans  cells.  The 
tumor,  he  says,  presents  a  different  picture  according  to  whether 
it  develops  in  a  free  space  or  if  the  space  is  limited. 

When  we  consider  the  dilficulty  met  with,  previous  to  Sanger 's 
first  paper  on  this  subject,  in  differentiating  between  some  forms 
of  carcinoma  and  sarcoma  of  the  uterus,  it  is  not  surprising  that 
many  conflicting  ideas  should  be  advanced  in  cases  where  the 
influence  of  pregnancy  is  shown  to  play  an  important  factor  in 
the  formation  of  tumors  which  differ  materially  from  all  others 
met  with,  but  which  in  many  cases  simulate  very  closely  a  mixed 
form  of  carcinoma  and  sarcoma.  Virchow,  Elebs,  and  others 
had  pointed  out  the  great  difficulty  of  diagnosing  some  cases  in 
which  pregnancy  played  no  part,  and  Klebs  proposed  to  call 
them  by  the  term  carcinosarcoma. 

Where  the  tumor  appears  during  or  after  a  pregnancy,  on 
the  other  hand,  the  difficulty  increases.  It  is  not  to  be  denied 
that  a  carcinoma  or  sarcoma  may  be  present  in  the  uterus  before 
pregnancy  occurs,  and  then  through  its  influence  take  on  a  very 
rapid  and  malignant  development.  The  microscopical  examin- 
ation of  these  cases  shows  structures  which  are  very  difficult  to 
interpret  correctly.  Sarcoma  of  a  rapidly  growing  type  in  other 
organs  of  the  body  is  quite  uniformly  of  the  small-cell  variety, 
and  when  it  occurs  in  the  uterus  where  pregnancy  has  not  oc- 
curred, or  at  least  has  not  been  present  for  a  long  time,  this 
variety  is  met  with.  In  cases  of  sarcoma  following  closely  a 
pregnancy,  however,  we  may  meet  with  large  cells  which  bear  a 
close  resemblance  to  decidua  cells,  to  syncytial  giant  cells,  and 
to  the  so-called  Langhans  cells.  Carcinoma  in  a  pregnant  uterus 
may  likewise  so  closely  resemble  in  structure  the  tissue  elements 
found  .in  a  uterus  soon  after  delivery  that  great  difficulty  will 
arise  in  making  a  proper  diagnosis. 

As  has  been  pointed  out  by  Webster,  the  genetic  influence  of 
fertilization  which  at  first  leads  to  the  formation  of  decidua  in 
the  uterus,  be  the  seat  of  development  of  the  ovum  intra-  or 
extrauterine,  is  probably  not  lost  for  some  time  after  pregnancy, 
and  the  presence  of  a  new  growth  may  so  excite  the  connective- 
tissue  elements  that  they  will  multiply  rapidly  and  take  on  the 
formation  of  cells  of  large  size,  to  which  they  are  physiologically 
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-disposed.  How  long  this  influence  holds  following  delivery  is 
not  known. 

In  a  normal  uterus  following  delivery  we  find  remains  of 
decidua  cells  and  glandular  elements,  and  in  many  cases,  lying 
superficially  in  the  muscular  layer  beneath  the  site  of  placental 
insertion,  we  find  a  varying  number  of  syncytial  giant  or  wan- 
dering cells.  Normally  these  disappear,  but  just  how  soon  after 
delivery  has  not  been  determined,  nor  is  it  determined  the  rela- 
tionship between  the  disappearance  of  these  cells  and  the  genetic 
influence  of  pregnancy. 

From  the  similarity  of  carcinomatous  and  sarcomatous  tumors 
—especially  the  latter,  so  changed  by  the  influence  of  pregnancy 
as  to  take  on  the  formation  of  large  cells,  as  above  described,  to- 
gether with  the  rapidity  of  growth  which  is  a  characteristic  of 
malignant  tumors  of  the  uterus  during  or  immediately  following 
pregnancy — with  the  chorio-epitheliomata,  it  is  not  surprising, 
then,  that  so  much  difficulty  has  arisen  in  differentiating  them. 
As  has  been  stated,  the  difficulty  was  great  in  separating  such 
tumors,  on  account  of  the  resemblance  of  the  structural  elements 
to  decidua  cells  and  glandular  elements  found  in  the  uterus;  but 
when  we  introduce  the  syncytium  and  Langhans  cells  as  impor- 
tant factors  in  the  development  of  a  tumor  entirely  distinct  from 
the  carcinomata  and  sarcomata  as  met  with,  then  the  question  of 
differentiation  becomes  all  the  more  complex.  The  great  simi- 
larity at  times  of  the  Langhans  cells  to  decidua  cells  and  cells  of 
carcinoma  and  sarcoma,  and  the  resemblance  of  syncytial  ele- 
ments to  large  giant  cells  of  sarcoma,  must  lead  to  much  confu- 
sion and  occasional  mistaken  diagnoses. 

It  is  not  to  be  wondered  at,  then,  that  Sanger,  whose  case  was 
the  first  to  be  described  as  bearing  a  relationship  to  pregnancy, 
should  meet  with  this  difficulty  of  diagnosis  and  should  attribute 
the  origin  of  so  peculiar  a  tumor  to  the  decidua  cells.  He 
recognized  an  atypical  cell  structure  in  the  tumor  which  differed 
from  the  forms  of  carcinoma  and  sarcoma  which  had  previously 
been  described,  hence  his  diagnosis.  ]\Iarchand's  first  paper 
pointed  out  the  similarity  between  his  cases  and  the  one  described 
by  Sanger,  and  he  showed  that  the  cells  in  each  were  of  the 
same  nature.  From  the  history  of  Sanger's  case,  and  in  view 
of  more  recent  observations  in  the  study  of  these  tumors,  it  is 
probable  that  this  case  properly  belongs  to  the  "chorio-epithe- 
liomata. ' ' 

Pf eifter  undoubtedly  made  the  same  error  as  Sanger ;  leaving 
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out  of  consideration  the  possibility  of  fetal  elements  playing  an 
important  part  in  the  development  of  these  tumors,  and  meeting 
with  the  same  difficulties  as  former  investigators,  he  could  only 
account  for  the  growth  as  composed  of  degenerated  decidua  cells. 

Frankel,  as  we  have  seen,  was  the  first  to  consider  the  growth 
as  derived  entirely  from  the  proliferated  chorionic  epithelium, 
and  it  is  not  surprising  that  he  should  class  it  among  the  car- 
€inomata. 

Only  by  the  careful  study  of  specimens  showing  the  transi- 
tion from  normal  villi  to  villi  with  marked  proliferation  of  the 
chorionic  epithelium,  and  observing  how  the  syncytium  and  Lang- 
hans  cells  penetrate  and  extend  into  the  uterine  tissues,  become 
broken  off  from  the  parent  stem,  and  continue  to  grow  deeper 
into  the  body  of  the  uterus,  can  one  determine  definitely  the  true 
origin  of  the  growths.  This  Marchand  did,  and,  seeing  in  them 
a  type  of  tumor  different  from  anything  previously  described 
among  the  carcinomata  and  sarcomata,  placed  them  in  a  separate 
■class  by  themselves.  His  error  lay  in  considering  that  the  tu- 
mors were  made  up  partly  of  maternal  and  partly  of  fetal  tissue, 
whereas  both  layers  of  the  chorionic  epithelium  being  of  fetal 
origin,  as  I  shall  show  later,  the  tumors  are  composed  entirely  of 
fetal  tissue. 

As  to  Veit's  theory  that  the  primary  seat  of  the  disease  is  in 
the  uterus  itself  and  was  present  before  the  pregnancy  occurred, 
he  has  probably  been  led  to  error  on  account  of  the  great  simi- 
larity of  the  "chorio-epitheliomata"  with  some  cases  of  sarcoma 
following  or  during  pregnancy,  which  similarity  I  have  pre- 
viously shown.  On  the  other  hand,  he  may  have  based  his 
opinion  upon  a  tumor  which  was  really  a  sarcoma  which  had 
undergone  the  changes  produced  by  pregnancy. 

Since  these  tumors  were  first  described  more  diligent  search 
has  been  made  for  them,  and  no  doubt  tumors  have  been  described 
as  "chorio-epithelioma  malignum"  which  in  reality  are  car- 
cinoma or  sarcoma.  It  is  highly  probable,  however,  that,  from 
the  histories  and  findings,  a  majority  of  the  cases  previously  de- 
scribed under  the  names  I  have  given  are  of  the  type  described 
by  Marchand  and  are  made  up  of  syncytium  and  Langhans  cells. 

I  would  define  the  "chorio-epithelioma,"  then,  as  a  peculiar 
form  of  tumor  occurring  only  in  women,  and  during  or,  as  is 
more  usual,  following  pregnancy,  whose  parenchyma  consists  of 
the  epithelial  elements  of  the  chorionic  villi,  which  have  pro- 
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liferated  and  developed  as  a  malig-nant  growth  in  maternal  tis- 
sues. 

CLASSIFICATION. 

How  shall  we  classify  these  tumors?  Accepting  Marchand's 
view  that  their  stiTicture  is  made  up  of  the  epithelial  coverings 
of  the  chorionic  villi,  later  investigations  have  been  more  to 
determine  the  true  genesis  of  these  two  layers. 

Langhans  first  described  the  two  layers  in  1882.  He  held 
originally  that  the  outer  layer  was  derived  from  the  fetal  ecto- 
blast  and  that  the  inner  layer  of  cells  was  a  derivative  of  the 
mesoderm.  Later  he  changed  his  views  and  believed  the  outer 
layer  was  of  maternal  origin,  on  account  of  finding  a  ciliated 
structure  on  the  outer  border  of  the  protoplasmic  masses  by  him- 
self, Klebs,  and  others.  This  structure  has  since  been  described 
by  Webster,  Kworostansky,  A^on  Spee,  and  a  few  others,  none 
of  whom  see  any  relationship  between  this  and  the  cilia  of  the 
uterine  epithelium.  In  a  very  recently  published  article  Lang- 
hans takes  up  the  derivation  of  the  two  layers  from  three  points 
of  view : 

1.  Kastchenko's  theory  that  the  two  layers  are  of  fetal  epithe- 
lial origin ;  that  the  syncytium  is  primary  and  from  it  the  Lang- 
hans cells  are  formed. 

2.  Theories  of  Hubrecht  and  Duval,  who,  from  studies  of  early 
placentae  in  animals,  conclude  that  the  cell  layer  is  first  and  that 
the  syncytium  is  derived  from  it. 

3.  Theory  of  Strahl  that  the  Langhans  cells  are  derived  from 
the  fetal  ectoderm,  and  that  the  syncytium  comes  from  the 
uterine  epithelium. 

In  the  determination  of  the  origin  of  these  two  layers,  he  says, 
one  cannot  be  too  careful  about  the  freshness  of  the  material 
used  and  the  method  of  preserving.  He  discredits  many  findings 
in  the  early  ova  described  by  Von  Heukelom  and  Peters,  on  the 
ground  that  the  specimens  may  not  have  been  fresh  enough  when 
preserved.  He  uses  special  methods  of  staining  to  bring  out  the 
two  layers  distinctly,  while  differentiation  is  much  more  difficult 
using  the  ordinary  stains.  In  conclusion,  he  says  that  the  origin 
of  the  syncytium  from  the  uterine  epithelium  is  still  a  theory  for 
discussion,  and  cannot  be  settled  until  it  is  proved  in  what  man- 
ner the  epithelium  disappears. 

Gunsser  and  Kossmann  have  each  described  an  early  tubal 
pregnancy  as  showing  the  cylindrical  epithelial  cells  of  the  mu- 
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cosa  being  changed  into  a  low  cubical  cell  which  had  no  clear 
outline.  This  homogeneous  epithelial  layer  they  describe  as 
going  over  from  the  surface  of  the  tubal  mucosa  to  the  villi, 
covering  them  as  a  second  homogeneous  layer. 

In  1896  Graf  von  Spec,  from  the  study  of  a  five-weeks  abor- 
tion, gave  as  his  view  that  the  outer  layer,  syncytium,  was  de- 
rived from  the  connective-tissue  elements  of  the  uterus.  He 
thought  it  could  not  come  from  the  ectoblast,  because  he  found 
between  the  two  epithelial  layers  a  very  thin  layer  to  which 
he  gave  the  name  "cuticula."  He  explained  this  middle  layer 
as  a  possible  remains  of  the  zona  pellucida.  He  believed  the 
syncytium  to  be  derived  from  the  connective-tissue  elements, 
because  he  found  that  in  the  guinea-pig  the  ovum  breaks  through 
the  uterine  epithelium  and  develops  first  in  the  uterine  connec- 
tive tissue.  He  prophesied  at  the  time  that  the  study  of  a  very 
early  human  ovum  would  show  the  same  method  of  embeddation. 
Webster,  in  his  "Ectopic  Pregnancy,"  gives  as  his  view  that 
both  layers  are  probably  derived  from  the  chorionic  epithelium, 
the  original  fetal  ectoblast.  In  his  "Placentation"  he  considers 
these  views  proved  by  the  findings  in  the  ovum  described  by 
•  Peters. 

In  1898  Siegenbeck  von  Heukelom,  from  the  study  of  a  very 
young  ovum,  gave  as  his  opinion  that  the  outer  layer  was  formed 
from  the  cells  of  the  germinal  sac— the  ectoblast,  or,  as  was  called 
by  him,  the  trophoblast— and,  therefore,  of  fetal  origin.  His 
views  were  founded  considerably  upon  supposition  and  theory, 
for  his  specimen  was  not  a  perfect  one. 

It  remained  for  Peters,  in  1889,  to  show  and  prove  conclu- 
sively the  true  genesis  of  these  two  layers.  His  work  was  upon 
the  youngest  human  embryo  ever  obtained  (the  age  was  esti- 
mated at  four  or  five  days),  and  he  was  able  not  only  to  verify 
Von  Spec's  prophecy  as  to  the  method  of  embeddation  of  the 
ovum,  but  also  to  study  the  syncytium  in  its  earliest  stages  of 
development.  He  demonstrated  that  when  the  ovum  embeds 
itself  in  the  decidua  compacta,  the  ectoblast,  or  so-called  tropho- 
blast, proliferates  rapidly  and  penetrates  the  decidua  in  all 
diroctions,  where,  meeting  with  the  maternal  blood,  which  acts 
destructively  upon  it,  it  undergoes  a  degenerative  process  and 
is  changed  into  syncytium  and  Langhans  cells.  The  mesoblast 
grows  down  into  the  trophoblastic  masses  at  about  the  end  of  the 
first  week,  becomes  covered  by  the  two  layers  of  transformed 
trophoblastic  cells,  and  thus  forms  the  chorionic  villi.     During 
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the  degenerative  process  vacuoles  and  blood  spaces  are  formed 
within  the  trophoblastic  masses.  The  blood  spaces  are  lined  with 
syncytium,  filled  with  maternal  blood,  and  form  the  intervillous 
spaces. 

This  direct  transition  from  trophoblast  to  syncytium  and 
Langhans  cells,  as  pointed  out  by  Peters,  and  as  has  been  ac- 
cepted by  a  majority  of  the  authorities  on  the  subject  since  that 
time,  establishes  without  doubt  the  fetal  origin  of  these  layers. 

Leopold  and  Van  der  Hoeven,  while  believing  the  syncytium  to 
be  derived  from  the  ectoblast,  Avrongly  attribute  the  Langhans 
layer  as  coming  from  the  somatopleure,  or  parietal  mesoblast. 

Kworostansky  believes  in  a  transitional  tissue  from  the  Lang- 
hans cells  to  syncytium,  and  thinks  to  see  in  the  protoplasmic 
masses  traces  of  earlier  cell  outline.  Spuler  and  Polano  in  their 
investigations  thought  they  could  trace  the  same  changes. 

The  traces  of  an  earlier  cell  outline,  if  found,  need  not  imply 
that  the  syncytium  must  have  come  from  the  Langhans  cells,  for 
the  early  trophoblast  from  which  it  is  originally  derived  is  made 
up  of  cells  with  a  distinct  cell  outline. 

Franz,  before  the  German  Gynecological  Association  in  May, 
1901,  demonstrated  a  specimen  of  ovarian  pregnancy  of  two 
months'  duration.  He  showed  that  most  of  the  chorionic  villi 
had  a  double  epithelial  covering,  syncytium  and  Langhans  cells, 
and  there  being  nothing  to  suggest  their  origin  from  the  tissues 
of  the  ovary  led  him  to  conclude  that  both  layers  must  be  of 
fetal  origin.  Doubt  as  to  this  case  must  arise,  however,  on  the 
ground  that  a  true  ovarian  pregnancy  has  not  been  satisfactorily 
proved. 

There  are  still  a  few  who  stick  to  the  old  theory  that  the  syncy- 
tium is  of  maternal  origin,  prominent  among  whom  is  Kossmann. 
At  this  same  congress  he  demonstrated  photographic  views  of 
sections  through  the  ovum  and  uterine  mucosa  of  a  rabbit  shortly 
after  impregnation.  SjTicytial  masses  were  shown  as  developing 
from  the  glandular  epithelium,  standing  in  direct  connection 
with  the  same,  and  in  places  with  which  the  ovum  had  not  come 
in  contact. 

Pfannenstiel,  in  the  discussion,  did  not  contest  the  syncytial 
formation,  but  was  not  convinced  of  its  identity  with  that  found 
in  the  placenta.  He  did  not  admit  the  conclusion  as  bearing 
upon  the  human  ovum,  because  deviations  occur  in  the  develop- 
ment of  the  placenta  in  different  classes  of  animals.     He  thought 


PIERCE:    CHORIO-EPITHELIOMA    MALIGNUM.  335 

Ihe  question  of  the  syncytium  could  only  be  settled  by  the  study 
of  an  earlier  human  ovum  than  had  as  yet  been  described. 

Gottschalk  believed  that  the  uterine  epithelium  as  well  as 
fetal  tissue  could  form  syncytium.  He  has  since  described  a 
specimen  showing  syncytial  bud  formation  on  the  glandular 
epithelium  in  a  three-months  pregnancy.  These  buds  have  the 
appearance  of  syncytial  buds  on  the  chorionic  villi,  but  Gott- 
schalk is  convinced  that  they  are  derived  from  the  glandular 
cells  themselves. 

Blacher,  in  a  recent  article,  claims  that  the  syncytium  is  de- 
rived from  maternal  endothelium,  and  that  under  the  influence 
of  pregnancy  it  can  arise  in  any  place  where  an  endothelial  layer 
is  present.  This  idea  is  disproved,  however,  by  recent  investi- 
gations of  early  specimens. 

Discussion  of  these  theories  probably  will  not  end  for  some 
time  to  come ;  but  however  the  views  may  differ,  and  until  an 
earlier  ovum  is  described  as  showing  a  different  method  of  de- 
velopment, Peters'  work  must  stand  to-day  as  the  most  authorita- 
tive on  the  subject. 

Accepting  Peters'  views  that  the  two  layers,  syncytium  and 
Langhans  cells,  are  histogenetically  identical  with  each  other  and 
arise  from  the  ectoblast,  together  with  the  accepted  views  of 
IMarchand  on  the  formation  of  these  tumors  from  these  tAvo 
tissue  elements,  makes  a  classification  of  the  growths  more  possi- 
ble. That  the  "chorio-epithelioma  malignum"  belongs  to  a  sepa- 
rate class  Iw  itself  is,  I  think,  evident.  A  foreign  tissue,  sui 
generis,  growing  into  maternal  tissues  and  forming  metastases 
therein,  is  Avithout  analogy  in  pathology. 

ETIOLOGY. 

The  real  cause  of  the  disease  is  obscure,  and  we  must  seek 
for  an  explanation  in  the  relationships  and  conditions  in  which 
the  tumors  are  met  with.  From  statistics  we  know  that  it  occurs 
only  in  women  and  during  or  following  a  pregnancy.  It  may 
develop  at  any  age  of  reproductive  life.  It  may  occur  follow- 
ing a  normal  labor,  after  an  abortion,  intrauterine  or  tubal,  or, 
as  is  most  frequent,  following  a  hydatid  mole. 

Some  statistics  showing  its  occurrence  are  as  follows:  Ulesco- 
Stroganowa  found  in  40  cases  that  it  occurred  15  times  after 
hydatid  mole,  11  times  after  normal  labor,  6  times  after  abor- 
tion, 3  times  after  tubal  pregnancy.     Out  of  45  cases  collected 
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by  Herbert  Spencer  in  1896,  45  per  cent  were  following  hydatid 
mole.  From  13  cases  collected  by  A.  Pick  in  1897,  7  followed 
hydatid  mole,  3  followed  normal  labor,  2  followed  abortion,  1 
followed  tubal  pregnancy.  Among  78  cases  recently  collected 
by  MacKenna  it  occurred  35  times  after  hydatid  mole,  22  times 
after  normal  labor,  12  times  after  abortion.  These  statistics 
taken  together  show  the  preponderance  of  hydatid  mole  ovei 
other  conditions  as  a  predisposing  cause. 

A  careful  histological  study  of  the  structure  of  a  hydatid  mole 
furnishes  an  interesting  relation  to  the  findings  in  the  "chorio- 
epitheliomata,"  but  I  shall  limit  myself  in  this  paper  to  a  few 
of  the  direct  relationships. 


F  - 


Fig.   6. — Section  from  a  metastatic  growth  of  chorio-epithelioma  in  the  liver, 
and  showing  predominance  of  the  Langhans  cells.      X  87. 


All  recent  observers  agree  to  a  marked  proliferation  of  both 
layers  of  the  chorionic  epithelium,  which  takes  place  mostly  at 
the  ends  of  the  villi  (Fig.  4),  but  also  occurs  on  the  sides  through 
the  formation  of  new  villi,  buds  from  old  ones.  The  Nitabusch 
fibrin  layer  is  penetrated  or  in  places  destroyed,  and  the  syncy- 
tial masses  together  ^^dth  the  groups  of  Langhans  cells  penetrate 
into  the  uterine  wall,  destroying  the  tissues  met  with,  penetrating 
blood  vessels,  and  where  masses  are  broken  off  in  the  vessels  they 
may  be  carried  by  the  blood  to  other  parts  of  the  body,  notably 
to  the  vagina  and  lungs. 

Veit,  in  a  recently  published  article,  claims  that  physiologi- 
cally, in  uterine  as  well  as  extrauterine  pregnancy,  villi  can 
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appear  in  veins  seemingly  sepai'atecl  from  placental  villi,  but  in 
close  proximity  to  them.  He  has  not  found  them  in  arteries. 
and  explains  their  presence  in  the  veins  as  having  been  carried 
there  from  the  intervillous  blood  spaces  by  means  of  the  blood 
curi*ent.  He  demonstrated  specimens  showing  veins  filled  with 
Langhans  cells  which  by  serial  sections  show  no  direct  connection 
with  the  placental  villi. 

The  change  in  the  stroma  of  a  villus,  which  has  been  described 
by  many,  notably  Virchow,  as  a  myxomatous  degeneration,  ha: 
been  proved  by  ]\Iarchand,  Van  der  Hoeven,  and  others  to  be 
a  hydrops  accompanied  by  necrosis. 


&.    - 


Vi.- 


FiG.   7. — Section    from    a    primary    chorio-epithelioma    of    the    vagina.      x  41. 
From  Schmidt's  case. 


In  view  of  the  similarity  of  these  growths  and  the  frequence 
with  which  the  "chorio-epithelioma"  follows  a  hydatid  mole,  the 
question  arose  whether  it  could  be  determined  from  the  examin- 
ation of  the  latter  if  a  malignant  tumor  would  eventually  follow. 

Sanger  separated  the  destructive  mole  from  the  malignant 
growths  for  the  reason  that  in  the  former  the  maternal  tissues 
remained  passive,  or,  at  the  most,  that  there  occurred  in  them 
an  inflammatory  process  in  the  immediate  surrounding  of  the 
villi,  due  to  disease  of  the  chorion. 

Marchand  separated  them  on  the  ground  that  the  mole  was 
22 
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different  from  a  characteristic  malignant  growth.  In  the  former 
he  found  no  atypical  cell  proliferation,  but  villi  where  the  two 
epithelial  layers  maintained  their  normal  relationship  to  one 
another.  Malignancy  following  a  mole  is  explained  by  him  in 
the  higher  degree  and  greater  persistency  of  proliferation  of 
the  chorionic  epithelium  than  in  normal  pregnancy.  This  high 
degree  of  proliferation  is  followed  by  breaking  off  of  small  syn- 
cytial masses  which  penetrate,  as  "wandering"  cells,  into  the 
musculature  of  the  uterus  and  other  parts  of  the  maternal 
organism. 

Van  der  Hoeven  claimed  that  the  mole  remained  benign  as 
long  as  it  had  space  to  grow  in,  but  when  the  space  became 


Fig.  8. — Section  from  a  "malignant  mole,"'  in  the  sense  of  Neumann,  showing 
proliferation  of  cells  into  stroma  of  villus.      X  87. 

limited,  as  in  the  wall  of  the  uterus,  it  might  assume  a  malig- 
nant nature.  In  a  more  recent  article  he  believes  that  every 
mole  is  malignant,  the  prognosis  depending  upon  how  deep  the 
proliferated  elements  lie,  and  whether  by  the  birth  of  the  mole 
all  is  expelled  or  not.  Malignancy,  he  says,  begins  when  the  mole 
is  formed  by  breaking  through  the  Nitabusch  fibrin  layer  by 
the  syncytium  and  Langhans  cells. 

Neumann,  in  the  examination  of  eight  specimens  of  mole  from 
patients  some  of  whom  later  died  from  malignant  tumor,  found 
these  interesting  facts:  In  5  cases  which  were  not  followed  by 
a  malignant  growth  the  epithelium  proliferated  only  outwardly 
toward  the  uterine  tissue,  while  in  the  remaining  3,  where  ma- 
lignancy developed  later,  the  epithelium  proliferated  not  only 
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outAvardly  but  also  inAvardly,  and  syncytial  giant  cells  were 
found  in  the  connective-tissue  stroma  of  the  villi.  To  this  latter 
form  he  gave  the  name  "malignant  mole"  as  compared  with  the 
first  or  benign  form.  He  believed  this  inward  proliferation  to 
be  the  cause  of  the  development  of  a  "  chorio-epithelioma, "  and 


Fig.  9. — Section  showing  different  forms  of  syncytial  tissue ;  a,  large  cells 
with  large  nucleus  ;  h,  multinucleated  giant  cells ;  c,  trabeculated  masses  contain- 
ing nuclei,  vacuoles,  and  lacunse.      X  87. 

thought  that  one  was  warranted,  finding  such  a  condition,  in 
doing  a  total  extirpation  of  the  uterus.  He  also  attempted  to 
show  that  the  older  the  mole  the  greater  was  the  tendency  to  ma- 
lignancy (Figs.  8  and  10), 

This  view  of  Neumann  was  not  generally  recognized,  and  with 
right,  for  eases  of  nephritis  and  lead  poisoning  have  since  been 


Fig.  10. — A  protoplasmic  mass  of  syncytium  lying  within  the  stroma  of  a 
villus,  from  a  case  of  hydatid  mole.      X  87. 

described  where  the  same  cells  were  found  in  the  stroma  of 
normal  villi.  Hence  their  presence  can  have  no  special  patho- 
logical significance  in  hydatid  mole. 

We  know  that  the  syncytial  giant  cells  can  wander  deeply 
into  the  uterine  tissues,  and  they  are  met  with  normally  in  the 
muscular  layer  of  the  uterus  beneath  the  site  of  placental  inser- 
tion.    Veit  expresses  doubt  whether  these  cells  found  at  the 
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end  of  pregnancy  are  derived  from  the  syncytium  of  the  villi, 
but  gives  no  better  explanation  of  their  origin.  Some  authorities 
are  of  the  belief  that  they  are  transformed  muscle  cells.  I  can 
^see  no  ground  for  this  belief. 

AVhy  certain  moles  later  become  malignant,  others  not,  we 
are  unable,  from  investigations  so  far,  to  determine.  In  a  recent 
paper   on  this  subject  Butz   draws   the   following   conclusions: 

1.  Malignancy  does  not  lie  in  the  inward  proliferation  of  syn- 
cytial elements,  as  claimed  by  Neumann. 

2.  The  peculiarity  of  the  case  described  by  him  was  in  showing 
small  villous  processes  and  a  scarcity  of  mole  vesicles. 

3.  AVhere  the  mole  is  only  partly  expelled  spontaneously,  the 
remainder  being  removed  in  pieces  by  the  curette  or  finger,  the 
liability  to  malignancy  is  greater  than  where  the  mole  is  ex- 
pelled entire. 

4.  Specimens  from  a  curettement  of  his  case  showed  a  pro- 
liferation of  fetal  cells  into  the  depths  of  the  mucous  membrane 
no  further  than  is  observed  after  a  normal  birth,  but  in  much 
larger  quantity. 

5.  Malignancy  lies  in  disease  of  the  uterus,  not  in  the  mole 
itself. 

Kworostansky  gives  as  a  predisposing  cause  a  condition  of  the 
patient  in  which  the  chorionic  villi  cannot  get  enough  nourish- 
ment from  the  mucosa  of  the  uterus,  and  consequently  penetrate 
deeper  and  deeper  into  the  muscularis  and  veins.  He  has  never 
found  a  penetration  of  syncytium  into  glands. 

Primary  disease  of  the  uterus,  as  brought  out  by  Veit,  may 
exert  an  influence  on  account  of  its  furnishing  a  limited  supply 
of  nourishment  to  the  villi ;  but  we  cannot  agree  ^vith  him  that 
this  uterine  disease  plays  the  essential  part  in  the  development 
of  a  "  chorio-epithelioma, "  since  we  recognize  that  the  tumors 
are  made  up  of  fetal  elements. 

Why  these  tumors  should  occur  following  an  abortion  or 
normal  labor  is  more  difficult  of  explanation.  AVhile  in  the  mole 
we  see  a  cause  in  the  excessive  proliferation  of  epithelial  elements 
of  the  chorionic  villi,  and  penetration  through  the  fibrin  layer 
deep  into  the  maternal  tissues,  in  normal  labor  and  abortion,  on 
the  other  hand,  the  fibrin  layer  completely  separates  the  chori- 
onic villi  of  the  placenta  from  the  maternal  tissue.  As  Veit 
has  shown,  however,  epithelial  elements  of  the  villi,  and  even 
whole  villi  themselves,  demonstrated  by  Pick  and  others,  may 
be  deported  from  the  placental  tissue  to  a  distant  point  in  the 
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uterus  by  the  blood  current.  The  explanation  of  this  process  is 
that  buds  of  villi  which  float  free  in  the  intervillous  blood  spaces 
become  broken  off,  and  may  then  be  carried  away  by  the  efferent 
vessels  into  the  uterine  veins.  A\Tiere,  as  a  rule,  these  deported 
villi  usually  die,  under  suitable  conditions  they  may  continue  to 
live,  and  the  syncytium  and  Langhans  cells  may  proliferate  to 
such  a  degree  as  to  form  a  malignant  tumor.  Just  what  condi- 
tions must  be  present  to  favor  the  continued  proliferation  of 
the  epithelial  elements  has  not  been  determined;  it  is  probable, 
however,  that  the  cause  lies  in  some  disease  of  the  endometrium. 

SYMPTOMS    AND    COURSE. 

The  symptoms  and  course  of  the  disease  are  of  a  more  definite 
nature.  As  already  stated,  the  disease  always  accompanies  a 
pregnancy,  either  after  a  normal  labor,  an  abortion,  tubal  preg- 
nancy, or  after  hydatid  mole,  Avhich  seems  to  have  a  special 
predisposition  toward  it.  It  has  also  occurred  during  a  preg- 
nancy, as  in  a  case  described  by  L.  Pick,  where  in  the  fourth 
month  of  pregnancy  a  tumor  appeared  in  the  upper  posterior 
wall  of  the  vagina,  which  upon  removal  and  examination  was 
found  to  contain  a  group  of  somewhat  distended  chorionic  villi 
with  proliferated  syncytium.  Two  days  following  the  operation 
the  patient  expelled  a  mole. 

One  case  is  described  by  Neumann  occurring  four  and  a  half 
years  after  a  hydatid  mole  and  three  and  a  half  years  after  the 
menopause.  Doubt  must  be  expressed  as  to  the  true  nature  of 
this  case,  on  account  of  the  long  interval  of  time  elapsed. 

The  usual  time  elapsing  from  the  pregnancy  to  an  appearance 
of  symptoms  varies  from  a  few  days  to  as  many  months.  Mac- 
Kenna  found,  in  the  cases  collected  by  him,  that  the  average 
time  of  occurrence  following  all  causes  was  about  ten  weeks. 

The  first  symptom  is  usually  hemorrhage,  which  almost  inva- 
riably is  attributed  to  retention  of  a  part  of  the  placenta  or 
membranes.  This  may  occur  during  the  involution  period,  or 
may  first  manifest  itself  several  weeks  later,  after  the  patient 
has  been  up  and  around.  The  hemorrhages  increase  in  severity, 
become  more  frequent,  are  more  profuse  than  those  usually 
following  an  abortion,  and  are  more  or  less  of  a  spouting  nature 
characteristic  of  a  hemorrhage  following  the  opening  of  vessels. 
The  patient  becomes  excessively  anemic,  and  from  this  cause 
alone  death  may  result. 
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Following  the  hemorrhage  there  occurs  comparatively  early  a 
profuse  discharge  of  a  dirty  watery  nature,  which  usually  per- 
sists between  the  hemorrhages.  The  patient  becomes  weaker, 
there  is  loss  of  appetite  and  flesh,  and  she  soon  bears  the  cachec- 
tic look  of  one  suffering  from  malignant  or  advanced  organic 
disease. 

The  symptoms,  which  are  at  first  referred  only  to  the  uterus, 
may  soon  manifest  themselves  in  other  organs  of  the  body  from 
metastases  in  them.  Among  the  most  frequent  metastases  are 
those  found  in  the  upper  posterior  wall  of  the  vagina.  These 
vaginal  tumors  produce  no  symptoms  at  first  and  they  are  only 
discovered  by  an  examination;  later  they  may  develop  more 
rapidly  and  become  more  manifest.  IMacroscopically  they  usual- 
ly appear  lying  beneath  the  mucous  membrane  and  of  about  the 
size  of  a  walnut.  They  are  of  a  bluish  or  purplish  color  and 
appear  much  as  a  mass  of  varicose  veins. 

Quite  as  frequent  are  metastases  of  the  lungs,  producing 
the  sjnnptoms  of  a  pulmonary  embolus  or  inhalation  pneumonia. 
On  external  examination  one  may  find  little  areas  of  dulness. 
over  which  bronchial  breathing  is  heard  and  rales  of  various 
kinds.  A  cough  is  usually  present  and  may  be  accompanied  by 
a  purulent  or  hemorrhagic  expectoration.  Other  organs  fre- 
quently involved  are  the  intestines,  spleen,  kidneys,  thyroid 
gland,  liver,  and  more  rarely  the  brain. 

The  disease  is  usually  attended  with  fever  which  may  reach 
100°-104°  F.,  and  a  pulse  characteristic  of  the  marked  anemia. 
Pain  is  not  usual,  but  when  present  is  generally  referred  to 
the  sacral  region. 

The  physical  signs  most  commonly  met  with  are  increase  in 
size  of  the  uterus ;  the  body  of  the  uterus  is  softer  than  normal, 
somewhat  tender  on  pressure,  and  freely  movable.  The  surface 
may  present  some  irregularities.  Ordinarily  the  os  is  partly 
dilated,  enough,  maybe,  to  admit  a  finger. 

Within  the  uterus  one  may  find  a  soft,  friable  mass,  which 
bleeds  easily  and  resembles  placental  tissue,  attached  to  the 
uterine  wall  by  a  broad  base.  In  some  cases  the  uterine  mucosa 
appears  smooth  and  bulged  forward  into  the  uterine  cavity  by 
a  tumor  lying  beneath  it.  Macroscopically  these  tumor  masses 
are  of  a  porous,  spongy  consistence,  diffusely  filled  with  blood, 
or  contain  single  circumscribed  hemorrhages.  The  color  is  from 
a  mottled  red  to  dark  purple.  The  tissue  is  very  succulent  and 
bulges  on  a  cut  surface.     The  surface  is  usually  uneven  and 
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partly  necrotic.  Through  Marchand's  excellent  work  we  are 
able  microscopically  to  recognize  the  two  forms  of  tissue  pre- 
viously described  as  making  up  the  tumors. 

Later  investigators  have  shown  that  there  are  also  tumors  in 
which  only  syncytial  elements  are  present,  and  again  those  in 
which  Langhans  cells  largely  predominate  (Fig.  6).  The  time 
will  surely  come  when  tumors  composed  entirely  of  Langhans 
cells  will  be  described.  This  latter  form,  if  met  with,  will  be 
more  difficult  to  diagnose  than  cases  where  syncytium  is  present, 
on  account  of  the  great  similarity  of  the  cells  with  diseased 
decidua  cells  and  cells  of  carcinoma  and  sarcoma,  as  previously 
pointed  out. 

Until  recently  one  has  been  accustomed  to  look  for  the  pri- 
mary tumor  in  the  uterus,  but  we  know  now,  from  cases  described 
by  Schmorl,  Schlagenhaufer,  Schmidt,  and  Lindfors,  that  tumors 
are  found  in  the  vagina  while  the  uterus  itself  remains  entirely 
free.  Two  explanations  have  been  given  for  this  occurrence. 
It  was  first  thought  that  the  disease  located  within  the  uterus 
formed  a  vaginal  metastasis,  and  that  then  the  uterine  tumor 
was  completely  expelled.  This  is  not  likely,  for,  as  Van  der 
Hoeven  has  pointed  out,  the  malignancy  of  the  growth  depends 
upon  the  depths  to  which  the  proliferated  elements  have  pene- 
trated. More  probable  is  the  second  explanation.  From 
Schmorl's  case  w^e  know  that  syncytial  elements  can  be  carried 
over  the  whole  body,  and,  according  to  Pick  and  Schmidt,  not 
only  the  epithelium  of  the  villi  but  whole  villi  themselves  can 
be  transported  to  other  parts  of  the  body,  more  often  to  the 
vagina.  As  a  rule  these  villi  die,  but  under  suitable  conditions 
the  epithelial  coverings  may  continue  to  grow  and  a  primary 
malignant  tumor  develop  (Fig.  7). 

The  case  described  by  Lindfors  is  interesting  on  account  of 
the  unusual  site  of  the  tumor  and  the  later  history  of  the  case. 
In  this  case,  one  month  after  a  premature  labor,  ;;  tumor  ap- 
peared in  the  anterior  wall  of  the  vagina  in  the  neighborhood  of 
the  urethral  orifice.  This  tumor  was  about  the  size  of  a  walnut, 
was  of  a  bluish  color,  and  had  an  eroded  surface.  When  re- 
moved and  examined  microscopically  it  was  recognized  as  a 
' '  chorio-epithelioma. "  Nothing  was  found  in  the  uterus  by 
physical  examination  nor  by  curettage.  Six  months  after  opera- 
tion the  patient  developed  symptoms  of  a  left-sided  pleurisy 
with  effusion  and  was  admitted  to  the  hospital.  She  stated  that 
a  month  previous  she  had  had  influenza  and  was  obliged  to  go 
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to  bed  shortly  after  the  attack  began.  She  grew  steadily  worse 
and  died  about  a  week  after  coming  to  the  hospital.  A  post- 
mortem examination  showed  tumors  in  the  left  lung  extending 
to  the  diaphragm  and  pericardium,  the  right  lung,  spleen,  kid- 
neys, liver,  small  intestines,  and  brain.  These  tumors,  examined 
microscopically,  were  seen  to  be  identical  with  the  primary  vag- 
inal tumor  previously  removed.  The  uterus  and  other  genital 
organs  were  entirely  free  from  disease. 

The  disease  develops  very  rapidly.  One  case  is  described  by 
Marchand  where,  five  days  after  a  thorough  curettement,  the 
uterine  cavity  was  again  completely  filled  by  the  tumor  masses. 
Metastases  form  quickly  and  develop  rapidly,  except  the  vaginal 
tumors,  which  at  first  develop  slowly. 

DIAGNOSIS. 

In  advanced  cases  the  diagnosis  is  comparatively  easy,  less  so 
in  the  early  development  of  the  disease. 


i 


® 


Fig.  11.  Fig.  12. 


Fig.  11. — Langhans  cells  from  a  normal  villus,  same  as  Fig.   1.      X  385. 
Fig.  12. — Langlians  cells  from  a  hydatid  mole.      X  385. 

Clinically  the  physician  should  be  able  to  watch  the  patient. 
AVhen,  after  an  abortion,  hydatid  mole,  or  labor  at  term,  the 
physician  is  called  on  account  of  continued  hemorrhages,  he 
should  determine  if  anything  remains  in  the  uterus,  and,  if  so, 
remove  it.  When,  in  spite  of  the  removal  of  any  retained  tis- 
sues, after  the  course  of  a  few  weeks,  or,  as  in  Marchand 's  case, 
only  a  few  days,  the  hemorrhage  begins  anew  and  a  second 
examination  shows  the  uterine  cavity  again  filled  with  soft, 
friable  masses,  we  can  with  much  certainty  make  a  correct  diag- 
nosis of  "  chorio-epithelioma  malignum. "  If  the  case  is  seen 
only  after  a  second  physician  has  previously  examined  her,  one 
is  uncertain  whether  all  was  removed  the  first  time,  and  should, 
therefore,  empty  the  uterus  again  before  making  a  positive 
diagnosis. 

In  advanced  cases  especially,  the  uterus  should  be  emptied  by 
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means  of  the  finger  and  the  placental  forceps.  The  use  of  the 
curette  in  these  cases  is  dangerous  not  only  from  the  liability  to 
puncture  the  uterus,  but  especially  from  the  liability  of  spread- 
ing the  disease.  This  is  brought  about  by  small  fragments  of 
tlje  fragile  masses  being  broken  off  by  the  instrument  and 
pressed  into  the  uterine  veins,  through  which  they  are  carried  to 
other  organs  of  the  body. 


Fig.   13. — Langhans  cells  from  chorio-epithelioma  of  the  uterus.      X  385. 

Other  symptoms  which  help  to  make  the  diagnosis  are  marked 
anemia,  foul  discharge  from  the  uterus,  rise  of  temperature. 
More  important  than  these  are  the  physical  findings,  namely, 
large  uterus,  partly  dilated  os,  palpation  of  soft,  friable  tumor 
masses   within  the   uterus,   and   perhaps   a   vaginal   metastatic 


Fig.  14. — Same  as  Fig.  13.      X  385. 

tumor.     Lastly,  by  Avliich  means  only  a  positive  diagnosis  can 
be  made — the  microscope. 

The  difficulty  in  making  an  early  diagnosis  from  uterine  scrap- 
ings lies  in  drawing  a  line  between  the  benign  and  malignant 
proliferation  of  the  fetal  elements.  By  the  benign  I  mean  the 
degree  of  proliferation  met  with  in  normal  cases.  As  has  been 
mentioned,  syncytial  wandering  cells  are  found  normally  in  the 
muscular  layers  beneath  the  serotina  in  many  cases.  In  the 
benignant  moie  we  find  this  proliferation  increased,  together  with 
a  marked  proliferation  of  the  Langhans  cells.  The  malignancy 
of  the  mole  seems  to  lie  in  the  intensity  of  the  cell  proliferation. 
Extreme  caution  must,  therefore,  be  used,  especially  when  the 
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case  is  that  of  a  young  M^oman,  and  not  remove  the  uterus  where 
the  possibility  of  benignancy  cannot  be  excluded.  Where  it 
becomes  so  difficult  to  determine,  and  if  one  can  keep  the  patient 
under  observation,  wait  a  short  time  and  then  curette  again.  If 
malignancy  is  present  one  will  find  in  the  second  scrapings  the 
same  increased  proliferation  as  in  the  first.  If  benign,  one  will 
find  a  smaller  quantity  of  proliferated  elements  or  none  at  all. 

The  ' '  chorio-epithelioma ' '  bears  a  similarity  to  both  carcinoma 
and  sarcoma,  as  has  been  already  considered,  and  is  often  diffi- 
cult of  differentiation  from  them.  It  differs  from  carcinoma  in 
that  it  has  no  stroma ;  metastases  are  not  carried  by  the  lymph- 
atics, though  a  few  cases  have  been  described  where  lymphatic 


Fig.  15. — Decidua  cells.        X  385. 

glands  were  involved;  metastases  are  carried  by  the  blood  ves- 
sels; it  develops  more  rapidly  and  attacks  the  blood  vessels 
differently  from  carcinoma. 

The  age  at  which  the  disease  occurs  is  also  of  some  moment 
as  compared  with  carcinoma.  Though  occurring  at  any  age  of 
reproductive  life,  it  is  much  more  frequent  before  35,  while 
carcinoma,  as  is  known,  occurs  more  frequently  at  or  following 
the  menopause.  In  3,500  cases  of  carcinoma  of  the  uterus  col- 
lected by  Gusserow  over  70  per  cent  occurred  after  40. 

From  sarcoma  it  differs  chiefly  in  that  it  is  composed  of  epithe- 
lial elements. 

It  differs  from  both  carcinoma  and  sarcoma  in  the  relative 
infrequency  Avith  which  liver  metastases  occur. 

PROGNOSIS. 

The  prognosis  is  bad.     If  taken  very  early,   recovery  may 
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follow,  but  in  most  cases  the  diagnosis  is  made  only  after  metas- 
tases have  developed.  For  this  reason  comparatively  little  can 
be  done,  and  the  only  hope  lies  in  an  early  diagnosis. 

In  28  cases  collected  by  Marchand  in  1895  death  occurred  in 
24.  The  causes  of  death  were  sepsis,  peritonitis,  intra-  and 
extraperitoneal  hemorrhage,  and  metastases.  Metastases  were 
found  twelve  times  in  the  vagina,  thirteen  times  in  the  lungs, 
and  once  in  the  brain.  Other  organs  involved  were  the  blad- 
der, urethra,  kidneys,  intestines,  stomach,  liver,  spleen,  and 
bronchial  glands.  Gottschall  recently  describes  an  interesting 
case  where  death  followed  from  hemorrhage  from  a  ruptured 
uterus.  The  tumor  was  found  to  have  broken  through  the  uter- 
ine wall  at  several  points  and  thus  led  to  fatal  hemorrhage. 

The  relation  to  time  at  which  death  occurred  in  the  cases  col- 
lected by  Marchand  was :  2  to  6  months  after  birth  or  abortion. 
11  times ;  6  to  12  months,  5  times ;  12  to  15  months,  4  times ;  22 
months,  once;  3  years,  once. 

Statistics  by  Eiermann  show  that  the  "chorio-epithelioma" 
belongs  to  the  most  malignant  of  all  forms  of  tumor,  death  occur- 
ring in  most  cases  within  six  months,  whether  operated  upon  or 
not. 

A  peculiarity  is  furnished  by  the  vaginal  tumors  in  that  they 
appear  relatively  benign.  Through  this  apparent  benignancy 
Veit  attempts  to  prove  his  theory  that  the  malignant  tumors  are 
of  a  sarcomatous  nature,  derived  from  degenerated  decidua  cells. 
He  admits  cases,  such  as  described  by  Pick,  Schmidt,  and  others, 
where  whole  villi  have  been  transported  from  the  uterus  to 
other  parts  of  the  body,  but  claims  that  their  presence  in  ma- 
lignant metastases  is  only  accidental  and  that  they  are  of  them- 
selves of  benign  character.  He  claims  to  have  had  complete 
recovery  after  extirpating  the  uterus  in  a  few  cases  where  metas- 
tases were  present,  claiming  that  the  metastatic  growths  were 
made  up  entirely  of  fetal  elements  and  therefore  benign. 

Cases  of  recovery  following  extirpation  of  the  uterus  where 
there  was  supposedly  a  metastatic  growth  in  the  lungs,  as  is 
claimed  by  Veit,  may  be  explained  on  the  ground  that  the  pul- 
monary symptoms  were  a  reflex  phenomenon  caused  by  the 
uterine  tumor. 

In  a  case  described  by  Gottschalk  there  was  a  cough  which 
raised  the  suspicion  of  pulmonary  involvement,  but,  disregard- 
ing this  symptom,  the  uterus  was  extirpated  and  the  patient 
recovered,  the  cough  disappearing  soon  after  the  operation. 


348  PIERCE:    CHORIO-EPITHELIOMA    MALIGNUM. 

Butz  claims  that  tlie  metastatic  growths  are  not  as  serious  as 
generally  considered,  and  that  their  malignancy  depends  on  the 
extent  of  hemorrhage  which  has  occurred.  Where  only  the  syn- 
cytium and  Langhans  cells  are  present  in  a  metastatic  growth,  he 
believes  that  they  do  not  continue  to  proliferate  at  that  point, 
and  that  the  prognosis  depends  upon  removing  the  source  from 
which  new  cells  are  produced,  namely,  the  uterus.  Recovery, 
he  says,  may  follow,  depending  on  the  extent  of  hemorrhage. 
AATiere  whole  villous  processes  are  present  the  cells  may  continue 
to  proliferate  and  the  picture  is  entirely  different. 

This  view,  as  will  be  seen,  assumes  that  the  proliferation  oi 
the  chorionic  epithelium  is  dependent  on  the  stroma  of  the 
villi,  either  that  the  cells  are  directly  derived  from  the  stroma 
tissue  or  that  it  exerts  some  other  unknown  influence.  How, 
then,  does  he  explain  the  marked  proliferation  in  hydatid  mole, 
where  we  may  find  a  hj^drops  and  necrosis  involving  the  entire 
stroma  of  villous  processes? 

The  relative  beniguanc}'  of  these  vaginal  tumors  does  not  lie 
in  a  histological  difference  from  the  uterine  tumor,  but  from 
the  fact  that  through  their  being  located  in  the  vagina  they  are 
diagnosed  early,  while  they  are  very  small,  and  they  appear 
large  on  account  of  the  surrounding  blood.  When  given  time  to 
grow  the  vaginal  tumors  become  just  as  malignant  as  those  of 
the  uterus. 

TREATMENT. 

There  is  only  one  method  of  treatment— total  extirpation  of 
the  uterus  as  soon  as  the  diagnosis  can  be  made. 

A  prophylactic  treatment  advised  by  Rissmann  is  to  curette 
the  uterus  ten  to  fourteen  days  after  the  expulsion  of  a  hydatid 
mole.  If,  upon  the  examination  of  the  scrapings,  an  abnormally 
deep  proliferation  of  fetal  elements  is  found,  he  considers  it  an 
indication  to  remove  the  uterus. 

]\[ost  of  the  operations,  if  not  all,  up  to  this  time  have  been 
done  by  the  vaginal  route;  but  I  believe  that  the  danger  of 
spreading  the  disease  is  increased  by  the  manipulations  of  the 
uterus  in  this  operation,  and,  therefore,  stand  in  favor  of  the 
abdominal  route.  A  case  which  I  saw  in  one  of  the  foreign 
clinics  leads  me  to  this  conclusion.  A  vaginal  hysterectomy  was 
done  for  a  chorio-epithelioma  of  the  uterus  in  a  patient  apparent- 
ly free  from  any  complication  or  affection  of  other  organs. 
Fourteen  days  following  the  operation  the  whole  organism  was 
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affected  with  metastases  and  death  soon  followed.  At  the  post- 
mortem examination  metastatic  growths  were  found  in  nearly 
every  organ  of  the  body,  and  I  cannot  escape  the  conviction  that 
these  metastases  were  caused  by  fragments  of  the  uterine  tumor 
being  forced  into  the  uterine  veins  and  thence  to  the  systemic 
veins  through  the  manipulations  of  the  uterus  during  the  opera- 
tion. 

In  favor  of  the  abdominal  route  is  the  fact  that  very  much 
of  the  manipulations  of  the  uterus  can  be  avoided,  until  a  time, 
at  least,  when  the  vessels  have  been  secured. 

The  uterine  tumor,  as  well  as  the  metastases,  of  this  last  cas& 
cited  was  composed  largely  o*  Langhans  cells. 

Where  vaginal  metastatic  or  primary  tumors  are  met  with 
their  removal  as  soon  as  possible  is  the  proper  treatment. 
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RETROVERSION  AND  RETROFLEXION  OF  THE  UTERUS.' 


EDWARD  P.  DAVIS,  A.M.,  M.D., 

Professor   of   Obstetrics   in  the   Jefferson  Medical   College ;    Professor   of   Obstet- 
rics   and    Diseases    of    Infancy    in    the    Philadelphia    Polyclinic ; 
Visiting  Obstetrician  to  the  Jefferson,  Philadelphia, 
and    Polyclinic    Hospitals,    etc., 
Philadelphia. 


The  following  cases  suggest  points  of  interest  and  practical 
value  in  the  treatment  of  common  forms  of  disease  affecting  the 
pelvic  organs. 

Case  I.— A  slender,  anemic  woman,  aged  about  40.  had  been 
married  twenty  years,  had  never  had  severe  illness.  Ten  years 
previously  gave  birth  to  a  male  child  after  a  long  labor.  Had  no 
fever  after  confinement,  but  did  not  nurse  the  child.  Could 
recall  no  especial  symptoms  of  pelvic  disease  until  a  year  before 
coming  under  observation.  Is  habitually  constipated.  A  year 
ago  had  what  was  diagnosticated  as  severe  congestion  in  the 
pelvis,  which  improved  under  rest  and  hot  douches.  A  retro- 
version of  the  womb  was  also  diagnosticated,  and  a  mass  in  the 

^Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  December  19,  1901. 
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pelvis  which  disappeared  under  treatment.  During  the  follow- 
ing winter  in  Berlin  she  consulted  physicians  and,  declining  ope- 
ration, was  treated  by  pelvic  massage.  By  this  she  was  told  that 
the  uterus  was  made  movable  and  its  adhesions  broken  up.  An 
effort  was  made  to  select  a  pessary  which  would  give  the  patient 
comfort,  and,  after  trying  five  different  sorts,  she  secured  in 
London  a  rubber  ring  pessary  which  gave  comfort  for  a  con- 
siderable time.  Menstruation  was  regular,  without  much  pain, 
and  the  flow  much  less  than  some  months  before  coming  under 
observation.  She  had  a  fair  appetite,  became  asthmatic  upon 
exertion  or  apprehension,  had  no  headache,  was  accustomed  to 
plain  food,  but  habitually  deficient  in  excretion. 

On  examination  the  uterus  was  retroverted  and  retroflexed. 
There  was  no  tumor  in  the  pelvis,  the  pelvic  floor  was  elastic  and 
had  not  been  seriously  lacerated,  and  there  was  not  much  tender- 
ness upon  examination.  The  mobility  of  the  uterus  was  con- 
siderably limited.  The  fundus  could  be  raised  to  a  point  near 
the  pelvic  brim,  but  could  not  be  brought  into  its  usual  position. 
The  effort  was  made  to  replace  the  womb  by  the  knee-chest  pos- 
ture and  the  use  of  Sims'  speculum  with  moderate  pressure,  but 
this  effort  failed.  Examination  of  the  rectum  was  negative. 
The  patient  positively  declined  any  form  of  operation,  but  was 
willing  to  employ  such  local  treatment  as  gave  prospect  of  suc- 
cess. She  was  accordingly  treated  by  tampons  of  carded  wool, 
by  a  tonic  addressed  to  her  general  nutrition,  and  by  regulating 
the  action  of  the  intestine.  Her  complaint  had  been  of  pain  in 
the  back  and  thighs,  of  a  dragging  and  bearing-down  sensation, 
and  general  malaise.  Under  this  treatment  her  symptoms 
diminished  and  she  was  finally  able  to  wear  a  soft,  inflated  rub- 
ber ring  pessary.  This  was  applied  with  the  patient  in  the 
knee-chest  posture  and  gave  very  satisfactory  results.  The  pa- 
tient left  the  city  and  passed  from  observation.  At  no  time  in 
this  case  could  a  prolapse  of  the  ovary  or  Fallopian  tube  be 
detected.  The  uterus  could  not  be  moved  freely  away  from  the 
connective  tissue  in  front  of  the  rectum,  and  evidently  some  ad- 
hesion had  existed  or  did  exist  between  the  bowel  and  the  womb. 

Case  II.— A  widow,  aged  28,  gave  a  family  history  of  paraly- 
sis and  of  removal  of  the  ovaries  in  her  mother  for  some  pelvic 
disease.  Has  suffered  from  frequent  catarrhs  of  the  respiratory 
organs.  Is  subject  to  bilious  attacks.  She  had  had  typhoid 
fever,  had  menstruated  normally,  and  was  married  ten  years 
before  coming  under  observation.     She  had  one  normal  labor. 
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and  after  this  indulged  in  violent  exertion  followed  by  hemor- 
rhage and  backache.  Several  months  before  coming  under  ob- 
servation she  had  an  abortion  produced  at  two-months  gestation, 
followed  by  a  curetting.  Her  menstruation  was  profuse  after- 
ward, and  she  suffered  from  pain  in  the  left  side  of  the  pelvis. 
She  had  been  subjected  during  her  married  life  to  great  anxiety, 
sorrow,  and  responsibility,  and  was  excessively  nervous  and  con- 
siderably depressed  when  seen.  She  enjoyed  exercise  and  felt 
better  after  riding  or  driving.  AValking  seemed  to  give  pain 
in  the  back  and  abdomen.  She  had  been  seen  by  several  physi- 
cians and  abdominal  section  had  been  proposed  but  had  been 
declined.  The  patient  declined  any  form  of  operation  requir- 
ing incision. 

On  examination  the  pelvic  floor  was  relaxed,  but  had  healed 
properly  after  labor.  The  womb  was  enlarged,  retroverted, 
retroflexed,  and  slightly  prolapsed.  Upon  the  left  side  of  the 
womb  and  behind  it  there  was  a  painful  body  which  was  evi- 
dently a  prolapsed  ovar}'-.  As  the  patient  was  first  seen  during 
the  summer,  it  was  impossible  to  do  more  than  suggest  a  palli- 
ative treatment.  She  was  put  in  charge  of  a  nurse,  taught  to 
use  the  knee-chest  posture  and  given  a  general  tonic,  and 
urged  to  take  as  much  rest  as  possible.  In  the  early  autumn 
she  came  to  Philadelphia  for  a  more  thorough  treatment.  At 
my  request  she  was  seen  by  Dr.  F.  X.  Dercum,  who  found  her 
nervous  system  suffering  from  the  prolonged  anxiety  and  de- 
pression which  she  had  undergone.  The  patient  was  not  especially 
hysterical,  but  was  sadly  in  need  of  rest.  She  was  accordingly 
placed  in  a  rest  cure  and  the  treatment  of  the  pelvic  organs  and 
of  the  nervous  system  was  undertaken  at  the  same  time.  As  the 
I)atient  would  consent  to  nothing  else,  she  was  anesthetized  and 
a  thorough  examination  made  of  the  pelvic  organs.  The  womb 
was  then  dilated  by  bougies,  thoroughly  curetted,  tamponed 
with  gauze,  and  raised  in  the  pelvis  as  high  as  possible.  Upon 
examination  under  ether  it  was  found  that  the  prolapsed  ovary 
had  risen  considerably  in  the  pelvis  and  that  the  uterus  could 
be  manipulated  without  pressing  upon  the  ovary.  The  patient 
made  a  very  satisfactory  recovery  under  the  double  treatment 
employed.  She  gained  in  weight,  the  uterus  became  of  normal 
size,  and  the  prolapsed  ovary  could  not  again  be  felt.  She  could 
not  wear  the  ordinary  corset  and  experienced  a  return  of  back- 
ache and  abdominal  pain  when  this  was  applied.  With  suitable 
23 
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dress  she  was  in  excellent  health  and  enjoyed  any  form  of  exer- 
tion. 

The  circumstances  surrounding  these  patients  were  favorable 
to  any  form  of  treatment.  Each  could  enjoy  luxury  and  each 
was  in  an  independent  position  so  far  as  duty  to  others  was  con- 
cerned. The  interesting  question  arises:  "AVhat  result  could 
have  been  obtained  for  these  patients  had  a  more  radical  treat- 
ment been  possible?"  As  it  was,  each  patient  was  made  com- 
fortable and  improved  greatly  in  general  health  and  strength. 

For  the  older  of  these  patients  ventrosuspension  would  have 
been  proposed  and  seemed  the  most  available  form  of  treatment 
in  this  case.  It  would  have  been  necessary  to  have  separated  the 
uterus  from  the  rectum  before  performing  the  ventrosuspension. 
I'or  Case  2,  had  the  patient  consented  to  operation,  it  is  ques- 
tionable whether  any  form  of  suspensory  operation  would  have 
been  indicated.  The  patient  is  not  likely  to  remain  unmarried, 
and  further  pregnancy  and  childbearing  would  be  seriously  em- 
barrassed by  any  operation  which  limited  the  mobility  of  the 
uterus.  The  proposed  removal  of  the  Fallopian  tube  and  pro- 
lapsed ovary,  which  had  a  good  deal  frightened  the  patient  and 
made  her  averse  to  any  operation,  was  proved  to  be  unnecessary 
by  her  recovery  without  it. 

The  importance  of  retroversion  and  retroflexion  of  the  uterus 
in  producing  disability  and  disease  is  not  at  present  considered 
so  great  as  in  former  years.  NageP  found  retroversion  of  the 
w^omb  the  only  displacement  of  the  uterus  during  the  period  of 
embryonal  development ;  Ruge  found  two  cases  of  retroflexion  of 
the  uterus  in  new-born  children,  Kiistner  a  retroversion  of  the 
uterus  in  an  embryo  twenty-three  centimetres  long ;  and  Kolliker 
and  Tschaussow  found  retroflexion  of  the  uterus  in  new-born 
infants. 

The  occurrence  of  this  condition  among  adults  has  been  made 
the  subject  of  statistical  study.  Schroder-  examined  411  pa- 
tients at  Konigsberg.  Of  these,  82  were  patients  in  the  gyneco- 
logical polyclinic,  184  in  the  obstetrical  polyclinic,  and  145  in  the 
medical  clinic.  Of  these  women,  118,  or  28.71  per  cent,  had 
retroversion  and  retroflexion;  and  among  these,  76,  or  18.49  per 
cent,  had  retroversion  and  42,  or  10.23  per  cent,  retroflexion. 

The  interesting  question  arises :  In  how  many  of  these  patients 
did  the  condition  of  retroversion  and  retroflexion  cause  suffer- 

'Archiv  fiir  Gynakologie,  Bd.  xli.,  p.  244. 

^Zeitsctirift  fiir  Geburtshiilfe  und  Gj'nakologie,  Bd.  xliii.,  4,  3,  1901. 
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ing?  Of  the  411,  303  had  no  symptoms  referred  to  the  pelvic 
region,  and  among  these  there  were  79  cases  of  retroversion  and 
retroflexion  of  the  uterus,  or  26.7  per  cent.  The  remaining  108 
patients  complained  of  pelvic  disorders,  and,  among  these,  39, 
or  36.11  per  cent,  had  retroversion  or  retroflexion  of  the  uterus. 
These  statistics  indicate  that  among  patients  who  have  no  pelvic 
disorders  more  than  one-fourth  have  retroversion  or  retroflexion 
of  the  womb,  and  among  those  who  suffer  from  pelvic  disease 
more  than  one-third  have  retroflexion  or  retroversion  of  the 
womb.  Schroder  makes  a  further  separation  of  his  cases  into 
patients  in  whom  nothing  could  be  found  abnormal,  or  who  are 
described  as  absolutely  sound,  and  among  these  there  were  23.66 
per  cent  who  had  retroversion  or  retroflexion  of  the  uterus. 
These  statements  coincide  with  those  of  Carl  Schroder  in  his 
"Gynecology"  and  Kiistner  in  "Veit's  Handbook  of  Gyne- 
cology." 

Those  general  symptoms  most  frequently  found  associated 
with  backward  displacement  of  the  uterus  pertain  largely  to 
the  nervous  system.  They  were  hysteria,  neurasthenia,  head- 
ache and  backache,  headache  alone,  backache  alone,  syncope,  pain 
in  the  stomach,  and  lumbago.  In  cases  suffering  from  pelvic 
disorder  and  having  backward  displacement  of  the  uterus,  men- 
struation was  increased  in  most  cases  and  abortion  happened  in 
about  one-third  of  those  who  became  pregnant.  It  has  been  a 
common  belief  that  many  cases  of  retroversion  and  retroflexion 
of  the  womb  arise  from  subinvolution  after  abortion  or  labor. 
A  closer  study  of  this  subject  does  not  bear  out  this  belief,  and 
among  Schroder's  cases  33;;^  per  cent  of  nulliparous  women  had 
retroversion  or  retroflexion  of  the  womb,  while  but  25.72  per 
cent  of  women  who  had  borne  children  were  found  with  this 
condition.  It  is  more  than  probable  that  the  use  of  improper 
clothing  during  the  period  of  puberty,  and  lack  of  proper  exer- 
cise and  development,  cause  retroversion  and  retroflexion  of  the 
uterus  more  often  than  subinvolution  after  abortion  or  labor. 

Our  present  knowledge  seems  to  indicate  that  Schroder's  con- 
clusion is  essentially  correct  that  retroversion  or  retroflexion  of 
the  uterus,  uncomplicated  by  disease  of  the  tubes  and  ovaries, 
does  not  materially  influence  the  health  of  the  patient  and  does 
not  in  itself  demand  treatment.  In  the  two  cases  reported  each 
patient  was  greatly  benefited  by  treatment  addressed  to  the  ner- 
vous system  in  the  form  of  general  tonics  and  rest.     There  must 
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be  no  interference  with  the  mobility  of  the  abdominal  and  pelvic 
viscera  if  the  patient  is  to  remain  in  a  condition  of  comfort,  and 
hence  the  ordinary  corset  must  be  discarded  and  the  clothing 
especially  adapted  to  each  case.  Where  the  patient  is  annoyed 
by  sensations  of  dragging  or  heaviness  in  the  pelvis,  the  assump- 
tion of  the  knee-chest  posture  will  usually  bring  relief.  If  the 
patient  has  been  accustomed  to  wear  a  support  and  believes  that 
such  is  necessary,  that  form  which  exercises  least  pressure, 
although  it  may  raise  the  uterus  but  slightly,  will  be  found  most 
successful. 


PRIMARY  CARCINOMA   OF   THE  UTERINE   FUNDUS.' 


J.  M.  BALDY,  M.D., 
Philadelphia,  Pa. 


The  old  adage  that  it  never  rains  but  it  pours  holds  good  with 
surprising  frequency  in  surgery.  Primary  carcinoma  of  the 
uterine  fundus  is  comparatively  rare.  In  a  paper  on  this  sub- 
ject read  before  the  American  Gynecological  Society  last  spring, 
at  the  Chicago  meeting,  I  reported  a  series  of  twenty-four  cases, 
twenty-one  cases  operated  ujwn  in  an  experience  of  sixteen 
years'  practice  in  gynecology.  I  have  now  to  report  to  your 
society  three  additional  cases  which  occurred  in  my  practice  in 
the  course  of  three  weeks  during  the  present  fall. 

Case  I.— Mrs.  B.,  aged  54  years,  had  passed  the  menopause 
some  six  years  ago,  the  function  being  completed  in  that  no 
blood  M'as  seen  after  that  time  until  about  one  year  ago.  At  this 
time  (one  year  ago)  she  had  vaginal  show  of  blood  with  symp- 
toms of  bearing-down,  backache,  and  pain  in  abdomen.  She  had 
a  prolapse  of  uterus  and  vagina  beginning,  and,  the  symptoms 
being  attributed  to  this  condition,  a  successful  operation  was 
performed  and  the  prolapse  relieved.  Subsequently  she  passed 
into  the  hands  of  another  physician,  and,  her  symptoms  continu- 
ing, he  curetted  the  uterus,  sent  the  specimens  to  the  laboratory, 
and  diagnosed  cancer  of  the  fundus  uteri.  He  referred  her 
(with  the  microscopic  slides)   to  me  for  a  confirmation  of  his 

^Read  before  the   Section   on   Gynecology,   College  of   Physicians   of 
Philadelphia,  December  19,  1901. 
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diagnosis  and  an  operation.  On  submitting  the  slides  to  the 
Ayer  Laboratory  of  tlie  Pennsylvania  Hospital  the  disease  was 
pronounced  carcinomatous.  I  removed  the  uterus  and  appen- 
dages complete  by  abdominal  section,  and  the  patient  died 
pr6mptly  from  a  quick  septic  infection  of  the  wounds  due  to  the 
foul,  putrid  condition  of  the  uterus. 

Case  II. — Mrs.  B.,  aged  51  years,  married  twenty-one  years, 
and  always  regular  with  her  menstrual  period.  Four  years  ago 
the  uterus  had  been  curetted  for  too  free  bleeding,  when  the 
menstruation  ceased  altogether  for  tAvo  years.  For  the  past 
two  years  had  been  seeing  a  little  flow  at  three  or  four  week 
intervals,  irregular  and  uncertain  as  to  time  and  quantity.  Had 
lost  a  good  deal  of  flesh  in  the  past  eight  months.  During  June 
last  her  physician  sent  me  from  Virginia  scrapings  from  her 
uterus,  saying  he  suspected  cancer.  The  report  from  the  Ayer 
Laboratory  of  the  Pennsylvania  Hospital  was  as  follows :  Sec- 
tions show  irregular  growth  of  large  masses  of  epithelial  cells 
in  form  of  alveoli  penetrating  into  the  wall  of  the  uterus.  Diag- 
nosis :  cancer  of  uterus.  The  results  of  the  examination  were 
forwarded  by  mail  to  the  physician  with  instructions  to  send  the 
patient  to  me  at  once,  in  order  that  the  operation  could  be  per- 
formed before  I  left  the  city  for  the  summer.  This  fall  I  re- 
ceived a  letter  from  the  physician  stating  that  his  patient  and  he 
were  waiting  very  anxiously  to  hear  from  me.  My  letter  of  the 
sunnner  had  miscarried,  causing  a  delay  of  three  months  or  more. 
On  removal  of  the  uterus  it  was  found  that  the  disease  had 
passed  through  the  fundus  at  one  point  and  had  infiltrated 
the  tissues  just  over  the  sacrum.  The  operation  is  too  late,  I 
fear,  to  be  of  permanent  benefit. 

Case  III. — Mrs.  A.  was  sent  me  from  the  interior  of  Pennsyl- 
vania for  an  opinion  as  to  her  condition.  She  had  fully  com- 
pleted the  menopause  and  several  years  afterward  had  begun  to 
bleed  irregularly  and  slightly.  Indefinite  pains  in  the  back  and 
pelvis,  with  loss  of  strength  and  flesh,  gradually  showed  them- 
selves. The  cervix  had  completely  disappeared  and  the  fundus 
was  somewhat  enlarged.  Cancer  of  the  fundus  was  diagnosed 
from  the  symptoms,  and  a  vaginal  hysterectomy  furnished  the 
specimens,  which  at  the  Ayer  Laboratory  of  the  Pennsylvania 
Hospital  Avere  pronounced  carcinoma. 

Three  cases,  all  of  which  had  suffered  with  a  single  symptom 
for  a  year  or  more,  which  in  itself  makes  it  inexcusable  that  an 
operation  was  delayed  for  so   long.     It  is  to  be   remembered 
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1,hat  in  each  of  these  cases  the  physician  who  finally  brought  the 
patient  to  the  operating  table  did  so  within  a  few  weeks  after 
first  seeing  the  patients.  The  one,  exception  was  the  Virginia 
patient,  and  the  delay  there  was  caused  solely  by  a  miscarriage 
of  the  United  States  mails.  The  doctor  did  his  full  duty.  But 
M^hat  can  be  said  of  the  physicians  in  whose  hands  these  three 
cases  rested  for  the  year  prior  to  their  operations?  They  had 
all  three  passed  the  menopause,  the  monthly  flow  had  ceased 
entirely  and  completely,  and  after  an  interval  of  years  (two  at 
the  shortest)  a  show  of  blood  had  occurred  from  the  vagina. 
The  day  has  passed,  gentlemen,  when  any  man  practising  medi- 
cine can  justify  himself  for  such  a  neglect  (that  is  the  very 
mildest  term  possible  under  the  circumstances).  There  is  little 
use  trying  to  mince  words  on  this  subject,  and  there  is  no  possi- 
bility of  our  shirking  our  duty  in  the  premises.  Such  a  history 
means  cancer,  and  nothing  but  cancer,  in  ninety-five  cases  out  of 
one  hundred.  The  symptom  of  bleeding  after  the  natural 
bleeding  has  ceased  is  such  a  grave  symptom  that  no  practi- 
tioner of  medicine  of  average  intelligence  should  overlook  it, 
and,  having  once  observed  it,  no  possible  excuse  should  be  ac- 
cepted for  not  acting  upon  the  hint,  not  in  a  month,  not  in  a 
week,  but  instantly. 

In  my  paper  read  before  the  American  Gynecological  Society 
and  in  one  read  before  the  American  Medical  Association  last 
spring  I  called  particular  attention  to  the  woful  lack  of  early 
diagnosis  in  cases  of  cancer  of  the  uterus,  both  of  the  cervix  and 
of  the  fundus,  and  there  laid  particular  stress  upon  this  symp- 
tom of  irregular,  otherwise  unexplainable  bleeding.  At  times 
the  symptom  is  not  so  plain  and  its  significance  so  apparent  as 
in  these  three  cases,  and  yet  is  sufficiently  so  to  put  a  careful  man 
on  his  guard  in  time  to  save  his  patient. 

Our  hope  of  saving  cancer  cases  rests  largely  in  the  ability  of 
physicians  to  diagnose  the  disease  early  enough  for  us  to  operate 
with  success.  What  of  these  three  cases  ?  One  dead  from  septic 
infection  of  the  wounds  due  to  advanced  cancer  which  could 
easily  have  been  diagnosed  a  year  earlier,  before  the  tissue  was 
in  such  a  condition  as  to  be  dangerous  from  the  foul  discharges. 
A  second  one  with  adherent  fundus  to  sacrum  and  infiltration 
through  the  point  of  adhesion— practically  certain  recurrence. 
A  diagnosis  which  should  have  been  readily  made  a  year  before 
would  have  found  the  disease  early  with  no  adhesion  and  no 
infiltration.     A  third  case  in  an  extremely  doubtful  condition 
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as  to  recurrence,  when  a  year  before  there  would  have  been  the 
greatest  chance  for  a  permanent  cure. 

A  year's  delay,  unnecessary,  unjustifiable,  in  three  cases,  with 
a  probable  result  of  three  deaths.  Is  it  pleasant  to  contemplate  ? 
Is*  it  a  credit  to  our  profession  that  such  terribly  fatal  neglect 
can  exist  in  this  age  and  in  the  full  knowledge  of  the  importance 
of  these  symptoms? 

I  ask  the  question  advisedly:  Where  lies  the  fault?  Is  it  in 
ourselves  as  teachers  or  in  the  profession  at  large  as  pupils  ?  In 
answer  I  am  free  to  confess  that  fault  lies  in  both  directions. 
If  self-condemnation  will  add  one  atom  to  our  teaching  of  the 
future,  let  us  not  spare  ourselves  for  failing  to  impress  at  all 
times  and  in  the  most  vigorous  manner  the  supreme  importance 
of  a  close  and  critical  study  of  the  bleedings  of  every  woman 
who  passes  through  our  hands  professionally,  in  order  that  we 
may  the  more  freely  and  unhesitatingly  condemn  such  palpable 
neglect  to  which  these  three  women  have  been  subjected. 


THE    UNIFORM    PRINCIPLE    IN    PERFORMING    OPERATIONS 

FOR    LACERATED    PERINEUM,    CYSTOCELB,    RECTO- 

CELE,    AND    PROLAPSE.^ 


HENRY  J.  KREUTZMANN,  M.D., 
San  Francisco,  Cal. 


It  is  a  universally  accepted  axiom  in  medicine  and  surgery 
that  the  larger  the  number  of  remedies,  of  treatments,  or  of  ope- 
rations recommended  for  the  cure  of  a  certain  disease  or  injury, 
the  smaller  is  the  result  obtained  by  the  same.  The  number  of 
remedies  and  operations  is  disproportionate  to  the  number  of 
cures,  as  a  rule.  Gynecology  does  not  make  any  exception. 
The  truth  of  this  statement  is  demonstrated  especially  with  rela- 
tion to  plastic  operations  on  vagina  and  perineum. 

The  number  of  methods  of  operation,  their  modifications  and 
modified  modifications,  for  the  cure  of  torn  perineum  and  its 
consequences,  is  large  and  ever  increasing;  sometimes  methods 
that  were  doomed  to  oblivion  are  reinvented  and  put  on  the 

^Read  before  the  San  Francisco  County  Medical  Association,  Decem- 
ber 10.  1901. 
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market  as  the  latest  thing  out.  The  mere  fact  that  a  great  deal 
of  ingenuity  is  applied  in  devising  constantly  new  methods  of 
operation  demonstrates  clearly  the  dissatisfaction  of  operators 
with  the  usual  methods  recommended  in  text  books.  On  the 
other  hand,  this  activity  in  devising  new  methods  shows  also  that 
it  is  indeed  a  difficult  matter  to  repair  a  lacerated  perineum ;  to 
restore  not  only  the  form  and  appearance  of  the  organs,  but 
also  to  re-establish  and  preserve  their  unrestricted  physiological 
functions,  menstruation,  coition,  parturition. 

I  have  personally  gone  the  same  way  as  probably  most  of  my 
colleagues  have  gone.  I  have  tried  many  different  methods, 
have  been  satisfied  with  one  for  some  time,  and  have  been  in- 
duced to  try  another.  Years  ago  I  assisted  and  witnessed  fre- 
quently the  performance  of  the  typical  Hegar  operation;  later 
I  performed  the  same  myself.  I  was  then  tempted  to  make  a 
trial  with  the  Ijawson  Tait  flap-splitting  method,  described  and 
made  accessible  by  Sanger.  I  have  been  Avorking  after  the  ad- 
vice of  Walcher,  well  known  to  American  physicians  through 
the  recommendation  of  his  n(ingelage—Y)Oshion  of  suspension— 
to  facilitate  parturition  in  contracted  pelves;  this  author  has 
written  also  an  excellent  essay  on  the  subject  under  discussion 
and  developed  original  ideas  about  perineorrhaphy.  I  have  ope- 
rated and  I  have  seen  others  operating  after  T.  A.  Emmet,  his 
original  method  as  well  as  the  modification  of  Howard  Kelly. 
Fritsch  has  devised  a  very  simple  method  for  restoration  of 
the  lacerated  perineum,  his  method  being  an  extended  Lawson 
Tait,  and  from  Fritsch 's  method  I  have  gradually  evolved  the 
operation  which  I  noAV  employ. 

In  presenting  this  short  essay  it  is  not  my  intention  to  go 
into  any  detail  over  the  anatomy  of  the  perineum  and  its  in- 
juries—a task  which  has  been  done  many  times  to  perfection, 
quite  recently  in  Kelly's  beautifully  illustrated  work  on  "Oper- 
ative Gynecology. ' '  I  want  to  outline  in  a  general  way  the  princi- 
ples which  should  govern  us  in  our  operations  for  the  restoration 
of  lacerated  perineum  and  its  sequelae.  Still  I  shall  mention  a 
few  things  that  I  have  come  to  consider  of  great  interest,  in  order 
to  fully  understand  the  pathological  condition  of  the  organs 
under  discussion,  and  to  be  enabled  to  apply  the  proper  means 
and  procedures  to  the  restoration  of  their  physiological  status. 

In  the  first  place,  in  order  to  form  a  correct  idea  of  the  anatom- 
ical and  pathological  conditions  of  these  organs,  it  is  necessary 
not  only  to  learn  the  anatomy  of  the  perineum  in  the  cadaver 
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and  from  good,  reliable  reproductions,  but  it  is  also  of  the  very 
greatest  importance  to  study  their,  appearance  and  functions  in 
the  living.  Not  only  the  sense  of  view  but  also  the  sense  of 
touch  must  be  resorted  to.  To  judge  about  the  extent  of  a 
lacei'ation  of  the  perineum,  or  to  pass  judgment  upon  the  result 
of  the  restoration  of  the  same,  the  finger  is  of  even  greater  service 
than  the  eye.  No  opportunity  should  be  lost  during  examin- 
ation to  study  in  a  well-developed,  non-parous  woman,  or  in  a 
woman  whose  perineum  has  escaped. injury  during  parturition, 
the  appearance  of  the  vulva,  perineum,  and  vagina :  we  can  never 
enough  impress  upon  our  eye,  our  finger,  our  mind  the  com- 
plexity of  formation  of  these  organs,  their  strength  and  wonder- 
ful elasticity.  The  operation  of  restoration  of  torn  vaginal 
walls,  or  an  operation  for  prolapsed  uterus,  is  a  piece  of  art; 
and  as  the  artist  has  to  be  familiar  with  the  anatomy  as  well  as 
with  the  living  subject,  so  it  behooves  the  operator  to  study  the 
organs  in  the  living  woman. 

Another  point  of  importance  is  keeping  in  mind  the  resem- 
blance, the  analogon,  between  rectocele  and  cystocele  on  the  one 
side  and  ventral  hernia  after  operation  on  the  other  side.  This 
is  not  by  any  means  a  new  suggestion ;  the  comparison  was  made 
long  ago,  time  and  again,  but  it  is  good  to  emphasize  the  exist- 
ence of  the  similarity.  If  we  examine  the  different  layers  of 
tissue  in  both  instances  we  may  be  justly  astonished  by  the  simi- 
larity. The  skin  of  the  abdomen  corresponds  to  the  vagina ;  the 
aponeurosis  of  the  broad  abdominal  muscles,  to  the  fascia  and 
septum  between  vagina,  rectum,  and  bladder  respectively;  the 
muscles  of  the  abdomen  are  represented  by  the  muscles  of  the 
vagina  and  of  the  perineum,  and  under  the  whole  structure  there 
are  to  be  found  in  both  instances  intestines. 

Furthermore,  if  we  consider  that  a  tear  may  occur  through 
the  fleshy  part  of  the  perineum  only ;  that  a  tear  may  be  running 
into  the  left  or  into  the  right  sulcus,  or  into  both  sides;  that 
an  external  and  internal  tear  may  exist  simultaneously;  that 
the  subcutaneous  laceration,  without  separation  of  the  mucous 
membrane,  may  occur;  that  the  injury  may  heal  quite  irreg- 
ularly; that  the  consequences  in  their  extent  may  be  different— 
from  all  this  and  from  many  other  reasons  it  is  apparent  that  no 
two  cases  can  be  alike,  and  it  is  evident  that  we  must  employ 
different  means  to  obtain  our  object  in  view:  the  restoration  to 
the  normal.  It  is  clear  that  one  certain  method  cannot  answer 
all  purposes  by  any  means. 

The  object  of  plastic  operative  interference  is  to  restore  the 
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parts  to  tlieir  normal  condition,  to  bring  those  layers  of  tissue 
into  apposition  again  that  have  been  in  apposition  before  their 
separation  occurred  through  injury.  If  we  scrutinize  the  usual 
so-called  "classical"  operations,  such  as,  e.g.,  Hegar's  and  Em- 
met's, we  find  that  they  consist  in  the  denudation  of  the  vaginal 
tissue  over  the  injured  part  and  in  union  of  the  wound  surface 
through  suture,  or,  following  Lawson  Tait's  plan,  the  septum  is 
separated  and  the  separated  surface  then  united  again  by  suture. 
It  is  certainly  possible,  and  in  fact  it  happens,  that  with  an  opera- 
tion after  one  of  these  plans  perfect  restoration  is  attained ;  but 
the  very  important  point,  in  my  opinion,  lacking  in  every  one 
of  these  operations  thus  performed,  is  the  surety,  the  certainty, 
to  bring  the  proper  tissue  into  apposition  in  every  case  operated 
upon.  It  seems  to  me  that  we  do  not  have  it  in  our  control 
whether  we  obtain  the  desired  end  or  not;  it  is  more  or  less 
hazardous  whether  we  succeed  or  not. 

The  operation  for  ventral  hernia  can  serve  here  as  an  illustra- 
tion. Nobody  will  venture  to  restore  the  ventral  hernia— ie., 
imperfect  healing  of  the  separated  abdominal  walls— by  making 
a  denudation  of  the  skin  in  a  certain  shape  over  the  hernia  and 
by  uniting  the  wound  surface.  The  rational  operation  that  will 
bring  success  here  consists  in  separation  of  the  wrongly  united 
layers  by  careful  dissection  and  by  direct,  exact  union  of  those 
layers  of  tissue  which  belong  to  each  other.  And  that  is  exactly 
the  principle  that  should  be  applied  in  operations  for  restor- 
ation of  injuries  of  the  pelvic  outlet,  for  rectocele,  for  cystocele, 
with  or  without  prolapse.  The  practical  application  of  this 
principle  in  the  operations  under  discussion  might  be  divided 
into  four  different  acts : 

First,  dividing  the  vagina,  cutting  down  into  the  septum 
between  vagina  and  bladder  or  between  vagina  and  rectum. 

The  second  act  consists  in  the  detachment  of  the  prolapsed 
diverticulum  of  the  bladder  from  the  vagina,  if  necessary  from 
the  uterus,  or  separation  of  the  rectum  from  the  vagina. 

The  third  act  is  the  careful  apposition  of  the  fascial  tissue  and 
of  the  muscles  that  belong  to  each  other,  by  direct,  exact,  buried 
suture. 

Fourthly,  to  finish  the  operation,  the  vaginal  flaps  may  be 
resected  and  united,  or  they  may  be  united  without  any  resec- 
tion, as  the  individual  operator  sees  fit  in  every  single  case. 

The  way  in  which  division  of  vagina  and  septum  is  made  is 
immaterial.  I  make  a  short  incision,  in  the  case  of  cystocele, 
over  its  lower  part,  longitudinal  or  T-shaped,  and  divide  from 
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there  bluntly  to  the  sides  and  upward,  separating  the  vagina 
from  the  bladder;  then  the  median  incision  is  carried  forward 
as  far  as  the  case  demands  it,  forming  thus  two  flaps.  In  opera- 
tions upon  the  posterior  vaginal  wall  I  make  a  crescentie 
indision  from  caruncle  to  caruncle  on  the  margin  between 
the  vaginal  mucous  membrane  and  the  outside  skin,  and 
separate  bluntly  the  vagina  from  the  rectum,  assisted  by  occa- 
sional cuts  with  scissors  and  knife.  The  division  in  every  case 
is  carried  as  far  as  it  is  necessary  for  the  exposure  of  the  septum 
fascia  and  muscles  upward  and  to  the  sides.  In  order  to  be 
enabled  to  unite  the  septum  fascia  it  is  necessary  to  carefully 
preserve  it  on  the  anterior  as  well  as  on  the  posterior  vaginal 
wall.  It  is  done  either  when  dissection  is  made  or  when  the 
vaginal  flaps  are  resected.  The  septum  fascia  is  naturally  very 
thin,  distended,  in  the  middle  part  of  eveiy  cele,  but  it  can  be 
found  distinctly  toward  the  sides.  The  union  is  made  by  direct- 
ly suturing  this  torn  and  stretched  fascia  and  the  muscles.  It 
depends  entirely  on  how  much  is  taken  up  in  the  grasp  of  the 
needle  whether  one  or  two  tiers  of  sutures  are  made,  but  that  which 
is  important  is  that  the  separated  tissues  are  brought  into  exact 
apposition  under  control  of  the  eye  and  under  control  of  the 
finger.  The  union  is  made  in  front  of  the  bladder  or  in  front  of 
the  rectum,  these  organs  being  pushed  back  so  that  the  needle 
will  not  enter  into  their  structure.  No  fear  need  be  entertained 
of  hemorrhage. 

For  this  procedure  no  claim  is  made  in  this  paper  to  any 
originality  or  priority,  because  the  different  steps  described  here 
have  been  advocated  by  different  writers;  but  what  I  do  is  to 
emphasize  the  uniformity  of  the  principle  for  all  operations : 
No  matter  what  the  operation  is,  whether  on  the  anterior  or  pos- 
terior wall,  whether  for  a  slight  laceration,  for  cystocele,  or  for 
complete  prolapse,  the  principle  of  procedure  is  always  exactly 
the  same.  The  different  operations  differ  only  in,  first,  the 
extent  to  which  the  separation  of  the  layers  is  carried,  and, 
secondly,  in  the  extent  to  which  auxiliary  operations  are  called 
into  requisition. 

The  first  point  is  self-evident;  it  depends  entirely  upon  the 
extent  of  the  injury.  Under  the  second  point  come  operations 
upon  the  uterus  and  upon  the  adnexa ;  curettement  uteri ;  ampu- 
tation of  the  cervix  (this  I  have  done  frequently  by  dividing  the 
cervix  sagittally  and  sewing  the  vagina  to  it  in  a  sagittal  direc- 
tion) ;  extirpation  of  the  uterus,  which  may  be  necessary  on 
account  of  a  diseased  condition  of  this  organ;   removal  of  a 
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fibroid ;  and  different  methods  for  rectifying  the  position  of  the 
uterus. 

As  far  as  the  latter  group  of  operations  is  concerned,  a  few 
remarks  may  be  in  order.  The  opinions  are  divided  over  the 
importance  of  backward  displacements  of  the  uterus :  it  has  been 
stated  many  times,  and  quite  recently  again,  that  retrodisplace- 
ments  of  the  uterus  are  pathological  and  productive  of  many  dis- 
turbances. On  the  other  side  many  men  hold  the  view  that  a 
movable  retroflexion  in  healthy  surroundings  is  of  no  clinical  sig- 
nificance whatsoever.  The  case  is  different  if  the  retroposition 
is  complicated  with  descensus  of  the  uterus.  Even  if  in  the 
latter  instance  there  were  not  present  any  symptoms,  restoration 
of  the  uterus  to  its  normal  position  is  of  importance  to  prevent 
its  further  descent,  since  it  is  universally  acknowledged  that  the 
intra-abdominal  pressure  bearing  upon  the  retrodisplaced  uterus 
is  apt  to  force  the  organ  constantly  more  downward,  under  cer- 
tain conditions. 

It  becomes,  therefore,  necessary,  at  the  same  time  that  plastic 
operations  are  done,  to  restore  the  uterus  to  its  normal  position 
if  misplaced,  and  the  only  proper,  permanent,  radical  procedure 
to  this  end  is  operation.  It  is  hard  to  understand  how  anybody 
may  maintain  the  idea  that  a  plastic  operation  should  be  done, 
and  that  after  this  a  pessary  should  be  applied  to  keep  the  uterus 
in  position.  The  application  of  the  pessary  is  one  of  the  most 
unsatisfactory  actions  of  the  gynecologist.  In  every  nine  out  of 
every  ten  cases  the  womb  will  relapse  backward  after  the  pessary 
has  been  removed.  The  only  true,  sure,  radical  cure  is  to  be 
obtained  from  operation. 

When  the  patient,  for  the  purpose  of  a  plastic  operation,  has 
entered  the  hospital,  when  the  preparations  have  been  made,  the 
patient  narcotized,  why  not  at  the  same  time,  without  any  addi- 
tional risk,  perform  some  operation  that  will  insure  permanently 
the  uterus  in  good  position,  without  submitting  the  patient 
furthermore  to  the  unclean,  untidy  pessary?  Therefore  either 
we  perform  the  Alexander  operation  or  we  make  vaginal  fixation. 

Real  vaginal  fixation  certainly  should  be  done  only  in  women 
who  are  beyond  the  possibility  of  conception.  If,  in  cases  of 
complete  prolapse,  we  suture  the  uterus  into  the  vagina  after  the 
bladder  has  been  pushed  up  sufficiently,  if  we  sew  the  vaginal 
flaps  directly  on  the  uterus,  we  use  the  uterus  as  a  pelote,  pre- 
venting thus  the  descent  of  the  bladder  without  in  any  way  pro- 
ducing inconvenience  to  the  patient.  The  uterus  in  such  a  case 
must  be  fixed  in  the  paracolpal  tissue  to  insure  its  staying  there ; 
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it  is  fastened  to  the  fascial  tissue  running  down  from  the  pu- 
bis. 

But  the  real  vaginal  fixation  should  not  be  made  in  women 
who  might  become  pregnant;  here  a  fixation  of  the  vaginal  flaps 
upQn  the  lower  part  of  the  uterus,  without  opening  the  vesico- 
uterine pouch,  is  in  order. 

I  have  not  mentioned  ventral  suspension  or  ventral  fixation 
of  the  uterus,  for  the  simple  reason  that  I  consider  these  ope- 
rations unphysiological,  irrational,  and  dangerous.  Nowhere  in 
the  abdominal  cavity  is  found  in  normal,  healthy  conditions  such 
a  bridge  of  tissue  between  the  organs  as  is  artificially  made  by 
suspension  or  ventrofixation  of  the  uterus.  A  few  cases  have 
been  reported  where  intestinal  obstruction  occurred  in  conse- 
quence of  this  operation,  a  loop  of  intestines  having  been  caught 
and  strangulated  under  this  unnatural  ligament.  Certainly 
more  such  cases  have  occurred,  but,  owing  to  the  bad  habit  of 
physicians  of  publishing  unsuccessful  cases  very  reluctantly,  if 
at  all,  we  may  assume  that  many  more  strangulations  of  the  intes- 
tines have  occurred  in  consequence  of  ventrofixation  or  suspen- 
sion of  the  uterus  On  the  other  side,  notwithstanding  extensive 
statistics  based  on  reports  in  medical  journals  have  been  made, 
where  it  has  been  shown  that  parturition  is  very  little  obstructed 
apparently  by  ventral  suspension  or  by  ventrofixation  of  the 
uterus,  I  am  fully  convinced  that  dystocia  occurs  more  frequently 
than  we  are  led  to  believe  by  these  statistics.  Quite  recently 
before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists a  report  was  made  of  eleven  cases  of  Cesarean  section ;  two 
of  these  were  indicated  through  the  impossibility  of  a  natural 
delivery  in  consequence  of  ventrofixation  of  the  uterus. 

1018  Sutter  street. 


A   CONTRIBUTION   TO   THE    SURGICAL   TREATR^ENT    OF 
LACERATION   OF   THE   FEMALE   PERINEUM.' 
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Washington,  D.  C. 


Laceration  of  the  female  perineum  and  the  surgical  treatment 
of  it  have  been  so  frequently  and  thoroughly  discussed  during  the 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
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past  forty  years  that  it  hardly  seems  possible  to  offer  anything 
new  concerning  them;  and  to  tax  the  time  of  an  obstetrical 
society  with  a  dissertation  on  either  of  those  subjects  without 
offering  something  new  should  be  preceded  by  an  apology.  I 
am  constrained  to  offer  this  preliminary  apology  and  then  risk 
your  marked  disapprobation  while  I  mention  a  few  points  in 
the  surgical  portion  of  the  subject  that  have  seemed  to  me  of 
some  value  and  interest.  They  are  the  result  of  considerable 
experience  mingled  with  some  study  of  methods  and  ideal  results. 

Fortunately  this  subject,  early  in  the  development  of  gyne- 
cology, received  the  attention  of  T.  Addis  Emmet,  one  of  the 
greatest  plastic  surgeons  of  the  past  hundred  years.  To  him 
more  than  to  all  others  is  due  the  credit  of  the  present  technique 
of  perineorrhaphy.  The  operations  devised  for  repair  of  the 
torn  perineum  are  legion,  all  of  which  to  prove  successful  must 
have  the  essential  features  of  those  planned  by  Emmet.  Some 
of  them  have  gone  too  far  in  approximation  of  opposite  sides, 
destroying  all  resemblance  of  the  lower  portion  of  the  vulva  to 
its  original  appearance.  Others  have  failed  in  not  properly 
adjusting  the  deeper  structures  and  consequently  leaving  them  in 
a  crippled  condition.  This  defect  in  any  operation  on  this  part 
of  the  body  should  be  considered  a  fatal  one.  Some  operations, 
though  appearing  to  differ  materially  from  Emmet's,  are  essen- 
tially the  same,  slight  differences  in  technique  accounting  for 
this  seeming  variance.  This  is  strikingly  noticeable  in  the  Tait 
operation  when  applied  to  moderate  degrees  of  laceration.  As 
infection  of  the  perineal  structures  following  perineorrhaphy 
is  not  unknown,  I  have  planned  and  practised  a  few  points  differ- 
ing, as  I  believe,  from  the  work  of  any  other  operator,  and  I 
humbly  lay  them  before  you  for  your  lenient  consideration.  I 
do  not  see  a  single  new  idea  in  the  work,  but  merely  a  com- 
bination of  interesting  points,  all  taken  from  the  work  and 
recommendations  of  various  gynecological  surgeons.  It  em- 
bodies largely  the  principles  laid  down  by  Emmet;  the  ideas  of 
Tait  of  putting  the  sutures  through  the  subdermal  structures 
only  and  of  employing  two  or  three  principal  sutures :  of  Marcy 
in  employing  his  buried  absorbable  material,  kangaroo  tendon, 
and  Ristine's  modification  in  complete  laceration— the  result 
being  that  all  important  sutures  are  buried  and  none  whatever 
need  removal,  that  the  wound  is  well  protected  against  subse- 
quent infection,  and  that  the  results  are  very  satisfactory. 

The  operation  in  incomplete  laceration  is  done  as  follows: 
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Grasping  the  lowest  myrtiform  caruncle  on  either  side,  the 
tongue  of  mucous  membrane  in  the  posterior  vaginal  wall,  and 
the  upper  end  of  the  sulcus  which  represents  the  laceration,  on 
one  or  both  sides  as  may  be  necessary,  the  mucous  membrane  is 
removed  as  usually  done  by  Emmet,  though  in  some  cases  the 
plan  of  Tait  in  this  respect  is  followed.  If  the  Emmet  denuda- 
tion is  done,  the  mucous  membrane  on  the  two  sides  of  each  of 
the  denuded  triangles  is  partially  or  completely  approximated 
with  a  continuous,  over-and-over  catgut  suture.  When  partial- 
ly approximated  the  suture  is  placed,  but  not  drawn  taut  until 
the  deeper  structures  are  approximated.  When  this  is  finished 
the  forceps  are  removed  from  the  points  high  in  the  vagina. 
While  sufficient  traction  is  made  upon  the  middle  tongue  of 
tissue  in  the  posterior  vaginal  wall  to  bring  it  forward  and  up- 
ward to  the  position  it  formerly  occupied,  a  continuous  suture  of 
kangaroo  tendon  is  used  to  close  the  lateral  triangular  spaces  in 
the  sulcus  representing  the  original  tear.  This  suturing  is 
brought  to  about  one  inch  from  the  perineal  skin  and  tied.  The 
sutures  do  not  enter  the  rectal  or  vaginal  mucosa.  The  re- 
mainder of  the  perineal  wound  is  now  closed  precisely  as  by 
Tait,  except  that  kangaroo  tendon  is  employed  and  the  ends  cut 
close  against  the  knot.  The  skin  closes  over,  leaving  them  un- 
exposed. For  complete  laceration  of  the  perineum  the  surfaces 
are  denuded  as  described  by  Ristine,  which  causes  a  flap  to  be 
dropped  downward,  covering  the  rectum  in  front.  Then  a  row 
of  continuous  catgut  or  fine  kangaroo  tendon,  beginning  at  the 
upper  end  of  the  crater  and  close  to  the  base  of  the  flap  and  end- 
ing at  the  sphincter  ani  muscle,  is  placed  to  approximate  struc- 
tures just  immediately  above  or  in  front  of  this  flap.  The  ends 
of  this  torn  muscle  are  dissected  out  and  united  by  two  to  four 
interrupted  sutures  of  catgut  or  fine  kangaroo  tendon,  after  care- 
fully stretching  it.  The  suturing  of  the  vaginal  mucosa  is  now 
placed,  and  following  this  comes  the  insertion  of  the  deep  sutures, 
three  or  four  in  number,  as  in  the  operation  for  incomplete  lacer- 
ation. Particular  care  is  necessary  to  include  the  whole  septum 
down  to  the  rectal  flap,  and  in  all  cases  that  the  sutures  pass  suf- 
ficiently deep  laterally  to  make  the  apposed  surfaces  between  the 
bottom  of  the  wound  and  the  skin  surface  the  longest  possible. 
The  finger  is  never  inserted  into  the  rectum,  except  in  stretching 
the  sphincter  ani  muscle,  which  is  the  last  step  of  the  operation 
for  incomplete  laceration  and  comes  earlier  when  that  muscle  is 
severed.     The  after-treatment  consists  in  keeping  the  skin  side 
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of  the  perineum  covered  with  corrosive  sublimate  gauze,  the 
bowels  emptied  daily,  catheterization  for  a  few  days,  and  liquid 
diet  for  the  first  five  days.  The  patient  is  allowed  out  of  bed  in 
two  weeks.  Every  operator  whose  work  consists  to  a  consider- 
able extent  of  perineorrhaphy  has  planned  what  he  considers  the 
best  operation,  though  having  occasionally  to  modify  it  to  a 
greater  or  lesser  degree  according  to  existing  circumstances. 
This  is  the  one  I  have  thus  planned,  and,  believing  it  a  good  one, 
submit  it  for  your  consideration. 

Many  differences  of  opinion  exist  as  to  methods  of  perineor- 
rhaphy, as  evidenced  by  the  remarkably  large  number  of  methods 
extant.  I  do  not  expect  all  of  you  to  believe  this  the  best,  but 
my  experience  with  it  has  been  quite  large  and  very  satisfactory 
and  for  these  reasons  I  recommend  it.  I  have  not  gone  into  the 
details  of  the  anatomy  and  physiology  of  the  parts  involved  nor 
the  relative  values  of  the  different  operations.  The  princi- 
pal points  of  the  operation  I  have  described  are :  ( 1 )  The  use 
of  buried  and  absorbable  material  for  the  principal  sutures; 
(2)  placing  the  deep  ones  in  such  manner  that  no  skin  suturing 
is  required;  (3)  placing  them  so  that  the  tension  of  the  levator 
ani  and  its  auxiliaries  is  restored;  (4)  avoidance  to  a  high  degree 
of  infection  from  the  rectum ;  ( 5 )  the  facility  of  the  operation ; 
and   (6)  emptying  the  bowels  every  day  after  operation. 


THE  TECHNIQUE  OF  AMPUTATION  OF  THE  CERVIX  UTERI.^ 


CHARLES  P.   NOBLE,   M.D., 
Surgeon-in-Chief,    Kensington    Hospital    for    Women,    Pliiladelpliia. 


(Willi  one  illustration.) 


The  technique  of  amputation  of  the  cervix  has  been  developed 
from  the  original  work  of  Sims  and  of  Schroder.  Subsequent 
operators  have  varied  their  methods,  but  all  aim  at  the  same  result 
—to  remove  more  or  less  of  the  vaginal  portion  of  the  cervix,  to 
secure  primary  union  of  the  wound,  and  to  secure  a  patulous 
external  os  to  the  cervical  canal.     As  a  result  of  my  own  work 

'Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
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in  this  direction  I  have  developed  a  systematic  technique  which 
has  given  me  perfect  satisfaction  for  a  number  of  years. 

The  method  of  amputating  the  cervix  depends  upon  the  con- 
ditions present.  If  the  cervix  is  but  moderately  hypertrophied 
and  the  amputation  is  done  either  for  excessive  ectropion  of  the 
cervical  mucous  membrane,  either  without  or  with  laceration  of 
the  cervix,  or  is  done  for  long-standing  laceration  of  the  cervix 
with  such  degenerative  changes  as  to  make  the  operation  of 
trachelorrhaphy  inadvisable,  but  little  tissue  is  removed.  The 
diseased  mucous  membrane  is  cut  away  with  enough  of  the 
underlying  tissue  to  secure  tlaps,  but  the  uterus  itself  is  short- 
ened no  more  than  is  necessary  to  accomplish  this  end.  The 
method  employed  is  to  seize  each  lip  of  the  cervix  with  volsella 
forceps,  to  split  the  cervix  bilaterally  down  to  sound  tissue,  and 
then  to  cut  away  first  one  and  then  the  other  lip  transversely, 
removing  the  diseased  mucous  membrane  and  enough  of  the 
subjacent  tissue  to  make  a  flap. 

AVhen  the  cervix  is  much  hypertrophied,  and  Avhen  the  opera- 
tion is  done  for  procidentia  of  the  uterus,  it  is  desirable  to  re- 
move a  considerable  portion  of  the  cervix.  In  these  cases  the 
amputation  is  made  as  follows :  The  anterior  and  posterior  lips 
of  the  cervix  are  seized  with  volsella  forceps,  the  cervix  is  split 
bilaterally  until  the  vaginal  vault  is  reached  and  the  bases  of 
the  broad  ligaments  are  exposed.  In  splitting  the  cervix  to  this 
extent  the  circular  artery  of  the  cervix  may  or  may  not  be  cut; 
if  cut,  it  is  ligated.  Each  lip  is  amputated  in  turn.  The  ampu- 
tation is  begun  at  the  angle  formed  by  splitting  the  cervix,  and 
the  vaginal  wall  is  cut  through  down  to  the  cervix,  and  the 
incision  is  carried  across  the  cervix  to  the  angle  upon  the  oppo- 
site side.  By  making  firm  traction  with  the  volsella  forceps  it  is 
comparatively  simple  to  scalp  the  cervix  with  the  knife,  remov- 
ing a  thin  layer  of  cervical  tissue  with  the  vaginal  wall  and  sub- 
jacent connective  tissue.  In  this  way  it  is  easy  to  avoid  wound- 
ing the  bladder  in  front  and  to  avoid  opening  Douglas'  pouch 
behind.  This  maneuvre  is  continued  until  the  point  is  reached 
on  the  anterior  and  posterior  walls  opposite  the  transverse  split 
in  the  cervix.  Each  half  of  the  cervix  is  then  amputated,  either 
with  the  knife  or  scissors.     The  cervix  is  cut  squarely  across. 

The  mode  of  suturing  is  the  same  after  both  methods  of  ampu- 
tation. Six  sutures  are  used  to  make  the  new  os.  One  suture 
is  used  upon  each  side  of  the  os  to  fasten  the  vaginal  walls  firmly 
to  the  cut  surface  of  the  cervix.  And  one  suture  is  introduced 
24 
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from  each  side  of  the  cemdx,  not  only  to  fasten  the  vagina  to  the 
lateral  walls  of  the  cervix,  but  also  to  secure  the  cervical  vessels 
which  penetrate  the  cervix  along  its  lateral  borders.  These  two 
sutures  Avhen  tied  act  as  ligatures.  Occasionally  it  is  desirable 
to  secure  the  cer\dcal  vessels  by  passing  a  suture  under  them 
from  the  side  before  proceeding  with  the  usual  sutures. 


Sutures  in  amputation  of  cervix  uteri. 


Of  the  six  sutures  which  are  introduced  to  secure  a  patulous 
OS,  two  are  deep  sutures  and  four  are  superficial.  Suture  No.  1 
(see  illustration)  is  introduced  through  the  vaginal  wall  and 
through  the  entire  thickness  of  the  cervix,  coming  out  through 
the  cervical  canal.  It  is  then  reintroduced  near  the  cut  margin 
of  the  vaginal  wall,  and  emerges  near  the  original  point  of  entry. 
This  suture  when  tied  fastens  the  flap  securely  against  the  cen- 
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tral  portion  of  the  cervix  in  the  larger  amputations,  and  doubles 
the  flap  firmly  upon  itself  in  the  lesser  amputations.  The  super- 
ficial sutures,  Nos,  2  and  2',  are  introduced  through  the  cut  mar- 
gin of  the  vaginal  mucous  membrane  and  through  the  cervical 
mucous  membrane.  When  tied  they  serve  to  approximate  accu- 
rately the  vaginal  mucous  membrane  to  that  of  the  cervical 
canal.  Corresponding  sutures  are  introduced  in  the  remaining 
lip  of  the  cervix.  Sutures  Nos.  3  and  3'  are  introduced  through 
the  cut  surface  of  the  anterior  vaginal  wall,  through  the  entire 
thickness  of  the  cervix,  and  out  through  the  posterior  vaginal 
wall.  These  sutures  when  tied  firmly  fasten  the  vaginal  flaps 
to  the  cut  end  of  the  cervix.  Sutures  Nos.  4  and  4'  are  intro- 
duced through  the  vaginal  wall  well  out  on  the  lateral  border  of 
the  cervix.  The  needle  passes  through  the  cervix  to  the  cervical 
canal,  out  of  which  it  is  withdrawn.  It  is  then  passed  into  the 
cervical  canal  and  made  to  penetrate  the  entire  thickness  of  the 
cervix  and  also  the  vaginal  wall,  to  correspond  with  its  mode  of 
entrance  (see  illustration).  When  sutures  Nos.  4  and  4'  are 
tied  they  act  as  ligatures  to  secure  all  the  vessels  supplying  the 
lower  portion  of  the  cervix.  As  a  rule,  when  the  above  sutures 
are  tied  the  operation  is  completed.  At  times  one  or  more 
superficial  sutures  are  required  to  secure  perfect  approximation. 
This  method  of  denudation  and  suturing  is  thoroughly  sys- 
tematic and  has  given  me  such  satisfaction  that  I  can  confidently 
recommend  it. 


ON  THE  ETIOLOGY,  HISTOLOGY,  AND  USUAL  COURSE  OF 
ECTOPIC  GESTATION.^ 


BY 

SAMUEL   WYLLIS   BANDLER,    M.D., 
Adjunct  Gynecologist  to  the  Beth  Israel  Hospital,  New  York. 


(With  illustrations.) 


The  structure  of  the  tube  is  so  different  from  that  of  the 
uterus,  and  the  views  concerning  the  histology  of  tubal  ges- 
tation are  so  much  at  variance,  that  it  is  necessary  to  first 
consider  the  histology  of  uterine  gestation;  for  even  there 
opinions  differ  concerning  the  base  in  which  the  ovum  develops, 
^Continued    from    p.    217,    February    Jourxal. 
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the  embeddino-  of  the  ovum,  the  syncytium  and  cells  of  Lang- 
hans,  the  origin  of  the  villi,  their  connection  with  maternal  tis- 
sues, and  also  concerning  the  differentiation  between  fetal  and 
maternal  cells. 

Decidua  Menstrualis.  — In  the  menstrual  decidua  the  super- 
ficial capillaries  become  greatly  dilated,  and  serous  infiltration 
of  the  endometrium  takes  place,  which  separates  the  meshes  of 
the  stroma,  accompanied  by  a  gradual  but  decided  dilatation  of 
all  the  blood  vessels  and  lymph  channels.  There  occur  a  growth 
of  round  cells  in  the  interglandular  tissvie  and  an  entrance  of 
leucocytes  into  the  mucous  membrane.  The  glands  become 
larger  and  wider,  being  often  filled  with  secretion. 

This  sAvelling  of  the  mucous  membrane,  the  dilatation  of  the 
blood  vessels,  the  production  of  round  cells,  and  the  growth  of 
the  superficial  layer  of  the  endometrium  produce  the  so-called 
decidua  menstrualis.  Although  in  the  connective  tissue  large 
cells,  not  to  be  distinguished  from  young  stages  of  decidua  cells, 
are  found,  it  is  to  be  noted  that  typical  decidua  cells  do  not,  as 
a  rule,  develop  at  this  time  in  the  superficial  layer.  These 
round  cells  are  the  beginnings  of  the  decidua  cells.  The  endo- 
metrium is  at  this  period  from  6  to  7  millimetres  in  thickness. 

Decidua  Graviditatis  in  the  First  Week. — On  the  occur- 
rence of  pregnancy,  as  will  be  noted  below,  the  superficial  por- 
tion of  the  mucosa  is  later  composed  mainly  of  cells  and  is  called 
the  compacta.  The  deeper  layer  is  composed  mainly  of  glands 
and  is  called  spongiosa.  In  the  first  week,  however,  as  may  be 
seen  from  the  description  of  Peters,  there  is  a  decided  division 
into  compacta  and  spongiosa  only  near  the  ovum.  There  is  at 
this  time  no  real  decidua  elsewhere  and  no  difference  exists 
between  the  connective-tissue  cells  of  the  superficial  and  deep 
layers.  The  tissue  between  the  glands,  however,  is  thicker 
toward  the  surface.  AA^e  find  spindle-shaped  connective-tissue 
cells  mainly.  The  spaces  between  the  cells  are  filled  wdth  a  pale 
homogeneous  plasma,  and  the  tissue  looks  like  reticular  embiy- 
onal  connective  tissue.  The  nuclei  in  the  more  superficial  cells 
are  somewhat  larger,  and  numerous  small  round  cells  are  pres- 
ent which  represent  the  early  stages  of  decidua  cells.  The 
epithelium  of  the  superficial  glands  and  of  the  uterine  surface 
is  somcAA^hat  flattened.  An  hypertrophy  of  the  glands,  •  espe- 
cially in  the  deeper  layers,  is  present,  and  in  transverse  section 
they  are  lined  Avith  'papillary  projections  on  which  are  long, 
high,  cylindrical  cells,  often  looking  like  heaker  cells.     Numer- 
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Oils  epitlielia  are  found  free  in  the  glands.  These  glandular 
changes  are  marked  mainly  near  the  ovum. 

Embeddixg  of  the  Ovim.  — Spee  and  Yon  Herff  have  shown 
that  in  the  guinea-pig  the  ovum  forms  an  opening  through  the 
epithelial  lining  of  the  uterus,  and  that,  after  having  passed 
entirely  through  the  mucous  membrane,  it  develops  further  in 
the  region  of  the  subepithelial  connective  tissue.  The  opening 
thus  formed  is  closed  by  lymph  exudation,  and  there  results 
about  the  ovum  a  so-called  lymph  space,  showing  that  an  ex- 
change betAveen  the  ovum  and  the  surrounding  tissue  exerts  upon 
the  latter  a  certain  reaction.  That  the  same  process  of  cen- 
trifugal descent  of  the  ovum  into  its  bed  occurs  in  the  human 
being  is  to  be  expected,  for  the  foUoAving  reasons  :  1.  By  analogy 
with  the  above  process.  2.  In  human  beings  there  is  no  epithe- 
lium, nor  are  there  any  gland  openings  on  the  surface  of  the 
so-called  reflexa.  facing  the  ovum.  3.  The  youngest  human  ova 
found  in  the  uterus  show  no  prominence  into  the  uterine  cavity, 
which  would  be  the  case  if  they  developed  upon  the  decidua 
vera  and  were  surrounded  by  a  decidua  reflexa. 

Decidua  Graviditatis.— These  typical  changes  occur,  chrono- 
logically, at  a  later  period  in  the  entire  uterus.  Since,  however, 
they  are  marked  in  the  first  two  weeks  immediately  adout  the 
ovum,  they  are  mentioned  now.  It  is  especially  necessary  to 
consider  the  base  in  which  the  ovum  develops,  as  it  is  difficult 
at  all  times,  even  as  early  as  the  first  week,  to  distinguish  in 
many  areas  between  fetal  and  maternal  cells.  The  mucosa  of 
the  pregnant  uterus,  at  its  thickest,  increases  to  ten  times  its 
original  depth  by  the  growth  of  all  its  elements.  At  the  end  of 
the  first  month  it  is  one  centimetre  thick.  Its  surface  is  uneven, 
deep  grooves  dividing  into  irregular  fields.  These  changes  are 
greatest  at  the  fundus.  In  the  region  of  the  internal  os  the 
changes  are  less  marked,  the  lining  of  the  cervix,  except  for  a 
high  degree  of  hyperemia,  having  no  part  in  these  changes.  The 
increase  in  the  volume  of  the  decidua  depends  greatly  upon  the 
growth  of  round  cells  in  the  endometrium  and  upon  their  change 
into  decidua  cells.  The  round  cells  of  the  connective  tissue,  sit- 
uated in  a  meshwork  of  spindle-  and  star-shaped  cells  forming 
the  stroma,  enlarge.  The  protoplasm  increases  greatly  in 
amount  and  the  nucleus  becomes  larger.  The  cells  are  closely 
grouped,  pale  and  epithelial  in  appearance.  They  are,  like  the 
connective-tissue  cells  of  the  normal  uterus,  infiltrated  by  capil- 
laries and  larger  vessels  whose  endothelium  borders  immediately 
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on  the  individual  cells.  The  nuclei  are  round  and  long,  8  to 
10  /^long  and  10  to  12  jj.  wide.  They  stain  lightly  because  their 
chromatin  network  is  very  fine.  There  are  nucleoli.  Mitosis  is 
rarely  observed,  but  two  nuclei  may  be  present.  They  generally 
retain  their  spindle-shaped  form  or  are  round  polygonal.  There 
is  often  a  fine  space  between  the  individual  cells,  filled  with  a 
homogeneous  intercellular  substance.  These  cells  appear  at  first 
in  the  upper  layer,  and  so  prominently  that  this  layer  of  the 
gra\4d  decidua  is  called  the  compacta.  Later,  as  a  result  of 
pressure,  the  cells  resemble  squamous  epithelium. 

The  external  layer  near  the  muscle  contains  so  many  gland 
lumina  that  the  intergiandular  tissue  is  in  the  background.  This 
interglandular  tissue  disappears  more  and  more,  so  that  finally 
a  tissue  honeycombed  by  glands  results.     This  layer,  in  contrast 
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Fig.  1. — A  gland  in  the  decidua  graviditatis,  sliowing  tlie  erroneously  named 
"syncytial  change"  of  the  lining  epithelium.  Taken  from  the  curetted  mucosa 
of  a  uterus  two  weeks  gravid. 

to  the  superficial,  is  known  as  the  spongiosa.  The  compacta  is 
thro-v^Ti  off  with  the  ovum;  the  spongiosa  remains  to  regenerate 
the  glands. 

The  gland  cells  lose  their  cylindrical  form  and  become  cubical 
and  spherical.  The  protoplasm  grows  and  the  nuclei  are  there- 
fore further  apart.  Into  the  gland  extend  prominences  cov- 
ered with  groups  of  epithelium  (Fig.  1).  Sometimes  the  cell 
boundaries  become  indistinct,  giving  the  so-called  "syncytial 
change,"  which  has  nothing  to  do,  however,  with  real  syncytium. 
The  epithelium  of  the  surface  is  subjected  to  pressure  and  is 
flattened,  becoming  later  thin  as  endothelium. 

Ovum  in  the  Earliest  Stages.— Peters  examined  a  growing 
ovum  supposedly  three  days  old.  The  uterus  was  slightly  en- 
larged and  soft.     The  decidua  at  the  fundus  and  on  the  posterior 
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wall  was  8  millimetres  thick ;  on  the  anterior,  5  millimetres.  The 
lining  of  the  cervix  was  hyperemic.  On  the  posterior  wall  was 
a,  slight  prominence,  which  proved  to  be  the  ovum,  whose  largest 
diameter  was  found  to  be  1.6  millimetres.  The  ovum  was  em- 
bedded in  the  compact  part  of  the  deciclua,  which  portion,  as 
before  stated,  shoAved  only  a  slight  prominence.  The  summit 
of  the  ovum  was  uncovered  'by  a  capsule,  but  showed  a  spot  of 
blood  granulation. 

Only  in  the  immediate  circumference  of  the  ovum  was  there 
a  clear  division  into  compacta  and  spongiosa.  The  nearer  to 
the  ovum,  the  more  frequently  were  free  red  and  white  blood 
cells  found  between  the  cells  of  the  stroma  and  in  the  plasma. 
Nowhere  was  there  an  evidence  of  fatty  changes  in  the  super- 
ficial layers.  The  mucosa  was  everywhere  extremely  vascular. 
The  venous  channels  showed,  superficially,  often  only  a  simple 


Fig.  2. — Schematic  representation   of  the  earliest  stage  in  the  embedding  of 
the  human  ovum.      (Peters.) 

canal  of  thin  endothelium,  -without  adventitia.  The  arteries  pre- 
served their  adventitia  up  to  the  covering  epithelium.  The 
nearer  to  the  ovum,  the  greater  was  the  vascularization.  In  this 
case  fecundation  took  place  shortly  before  the  expected  men- 
strual period.  The  fact  that  this  ovum  had  made  its  way  into 
the  decidua,  wherein  it  was  firmly  embedded,  proves,  analogous 
to  the  observation  of  Spec,  that  an  ovum  can  develop  only  on  a 
spot  free  of  epithelium,  and  that,  through  reaction  upon  the  sur- 
rounding tissue,  an  ovum  sinks  into  the  decidua,  and  that  this 
reaction  causes  a  dilatation  of  the  surrounding  lymph  spaces, 
with  a  resulting  localized  edema  (Fig.  2). 

In  the  edges  of  the  groove  in  which  the  ovum  was  embedded, 
and  also  deeper  doAvn,  a  more  decided  hemorrhagic  edema  took 
place  and  minute  blood  extravasations  forced  their  way  up  to 
the  epithelium  and  lifted  it  off.     The  resulting  coagulation,  con- 
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taining  likewise  the  remains  of  these  cells,  serves  to  close  the 
opening  and  to  cover  the  ovum  (Fig.  3). 

Capsularis.—ln  place  of  the  old  view  of  a  reflexa  growing  up 
and  above  the  ovum  supposedly  situated  on  the  epithelium 
lining  the  uterus,  a  ceidrifugal  descent  of  the  ovum  must  be 
taken  for  granted.  In  v.  Spec's  young  ovum  the  capsularis  had 
not  yet  united  at  the  summit.  In  Leopold's  case  (ovum  seven  to 
eight  days)  union  had  already  occurred.  In  Peters'  case  the 
summit  was  closed  by  fibrin.  Leopold  and  almost  all  investi- 
gators find  the  structure  at  this  point  atypical.  The  same 
changes  are  found  as  Sanger  remarked  in  the  organization  of 
hematocele  capsules,  i.e.,  fibrin,  connective  tissue,  and  capillaries. 


Fig.  3. — Schematic  representation  of  .a  centrifugal ly  embedded  human  ovum. 
(Peters.)      The  summit  of  the  capsularis  is  composed  of  a  fibrin  plug. 

Keibel,  KoUman,  and  Reichert  say  that  at  the  summit  of  the 
capsule  union  results  in  the  formation  of  Avhat  may  be  called 
a  cicatrix,  to  which  is  given  the  name  cicatrix  of  Reichert. 

As  proof  of  the  ready  and  early  connection  between  maternal 
hlood  and  fetal  tissues,  it  may  be  mentioned  that  the  tissue  which 
separates  the  capillaries  from  the  uterine  epithelium  becomes 
extremely  thin  in  the  decidua  menstrualis.  The  capillaries 
which  run  a  t^^^sted  course  between  the  glands  of  the  spongy 
layer  extenr^  up  to  the  epithelium  under  the  mucosa.  In  the 
compacta  or  superficial  layer  they  often  possess  only  an  endo- 
thelial wall.  AA^hen  the  ovum  sinks  into  the  decidua  the  decidua 
basalis  presents  in  addition  a  huge  dilatation  of  the  capillaries. 
The  zone  which  surrounds  the  ovum  is  formed  by  the  compacta. 
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As  the  ovum  descends,  gradually  more  compacta  surrounds  it, 
forming  the  so-called  enveloping  zone. 

The  Enveloping  Zone  is  the  layer  of  the  compacta  immediately 
'about  the  ovum.  It  furnishes  the  blood  supply  to  the  growing 
blastocyst.  Through  its  edematous  infiltration  it  renders  the 
centrifugal  descent  of  the  ovum  easy. 

TrophoUast.—The  outer  layer  of  the  ovum  consists  of  tropho- 
blast.  It  is  a  product  of  the  ectoderm  and  from  it  develop  the 
future  syncytium  and,  according  to  most  authors,  the  cells  of 


U.E. 


E.Z. 


Tr. 


Cap.        Bl.L. 


Fig.  4. — Low-power  drawing  of  the  trophoblast,  enveloping  zone.  etc..  of  an 
ovum  three  days  old.  in  transverse  section.  rPeters.)  Sp-.  syncytium:  P.P., 
plug  of  fibrin  at  the  summit  of  the  capsularis  ;  BJ.L.,  blood  lacunae  ;  Tr.,  tropho- 
blast;  J/.,  mesoderm:  Cap.,  capillaries:  Gl.,  glands;  E.Z..  enveloping  zone; 
E.F.,  embryo  formation  :   Comp.,  compacta  ;   I.E.,  uterine  epithelium. 


Langhans.  The  "trophoblast,''  according  to  Hubreeht,  "is  the 
epiblast  of  the  blastocyst,  as  far  as  it  has  a  direct  nutritive  sig- 
nificance as  indicated  by  proliferating  processes,  by  immediate 
contact  with  maternal  tissues,  maternal  blood,  or  secreted  ma- 
terial." It  consists  of  small  and  large  cells  of  various  forms. 
Shortly  after  the  ovum  descends  into  the  mucosa  a  connection 
between  the  trophoblast  and  the  maternal  blood  takes  place.  As 
all  the  capillaries  near  the  trophoblast  consist  of  endothelium 
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and  evidence  many  blood  sinuses,  the  tropliablast  is  infiltrated 
with  blood  lacunse  which  are  separated  from  each  other  by 
these  trophoblast  cell  groups.  As  a  result  of  the  growth  of  these 
cells,  of  congestion  and  of  pressure,  the  blood  takes  its  exit 
from  the  capillaries  and  bathes  the  cells.  The  lacunce,  then, 
represent  a  united  system  fed  by  peripheral  capillaries  and  are 
separated  externally  from  the  decidua  by  a  thin  layer  of  ecto- 
dermal trophoblast  cells,  but  the  tropliohlast  at  various  points 
may  extend  much  further  into  the  compacta. 

The  ectoblast  cells  are  of  varying  form :  1.  Cubical,  with  large, 
strongly  stained  round  or  oval  nucleus  containing  granules  and 

Sy. 
Sy  ^  .     '  . 


EM.  -,««S*S''''ti2r**  ■'      ■'■■■'■'^'^-'^^^T7^      Tr 


mf{:« 


K*\<r 


31.L 


'H^^i^^ 


sy.  Tr. 


Fig.  5. — Section  through  the  central  portion  of  the  trophoblast  layer.  The 
trophoblast  (Tr.)  is  covered  with  syncytium  (8y.)  at  all  points  in  contact  with, 
the  Mood  lacunae,   (Bl.L.).     Ekt.,  ectoderm.      (Peters.) 

nucleolus.  2.  These  become  changed.  The  nucleus  becomes 
pale  and  swollen.  Vacuoles  appear  in  the  cells  and  strongly 
stained  fragments  of  the  nucleus  are  evident.  The  cells  are 
irregular  in  form.  3.  The  nuclei  are  larger,  especially  in  the 
external  layers,  and  more  swollen.  The  chromatin  network  is 
irregular  and  dark  lumps  appear  in  the  nucleus.  The  nuclei 
are  of  various  forms,  oval,  spindle-shaped,  and  contain  vacuoles. 
4.  Swollen  groups  of  nuclei  in  degeneration  are  found.  These 
nuclei  contain  one  or  more  nucleoli.  5.  The  protoplasm  of  these 
cells  unites,  forming  protoplasmic  masses  in  the  shape  of  bands 
or  irregular  groups  with  extensions. 

From  the  simple  cubical  cells  of  the  central  layer  of  the  tro- 
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phoblast  we  find,  in  going  toward  the  periphery,  gradual  changes 
from  1  to  5.  The  trophoblast  cells  grow  through  direct  cell 
division.  These  changes  represent  the  results  of  the  corrosive 
action  of  the  Mood  on  these  cells,  whereby  the  future  syncytium 
is  formed.  The  syncytium  then  lines  the  lacunae  (Fig.  5).  The 
endothelium  of  the  lacunae  and  of  the  capillaries  degenerates 
wherever  it  is  not  lined  by  syncytium.  The  syncytium  is  found 
also  under  the  endothelium  of  the  most  peripheral  trophoblast 
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Fig.  6. — A  capillary  (Cap.)  In  the  serotinal  portion  of  the  trophoblast  in- 
filtrated with  blood  lacunjB  (Bl.L.).  The  peripheral  waH  of  the  capillary  is 
preserved  and  forms  the  serotinal  wall  of  the  intervillous  space  at  this  point. 
The  capillary  at  many  points  communicates  with  the  lacirjEe  (Bl.L.).  In  the 
capillary  is  a  large  mass  of  syncytium  (Sy.)  containing  changed  trophoblast 
nuclei  (a)  and  red  blood  cells  (b).  At  c  changes  in  the  trophoblast  nuclei  are 
evident.  (Peters.)  Tr.,  trophoblast;  Ekt.,  ectoderm;  M.,  mesoderm;  CO.,  cen- 
tral cavity  of  ovum ;  p.En.,  peripheral  endothelium. 


masses,  and  proves  that  the  endothelium  plays  no  part  in  the 
formation  of  the  syncytium. 

It  is  to  be  noted  that  the  opening  of  the  maternal  vessels  occurs 
at  this  early  stage,  lefore  villi  are  formed.  The  endothelium 
of  the  capillaries  degenerates  and  the  blood  makes  its  exit  from 
the  capillaries.     It  ought  to  coagulate,  but  does  not.     It  circu- 
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lates  against  tlie  fetal  cells,  which  have  the  power  to  prevent 
coagulation,  and  yet  the  blood  exerts  a  deleterious  influence  on 
these  cells.  Thus  the  resulting  sjnicytium  lines  the  lacunge,  pre- 
vents coagulation  in  this  primary  intervillous  space  and  later 
about  the  villi,  separating  tlie  blood  at  all  times  from  the  cells  of 
the  chorionic  centre.  Free  syncytial  cells  are  present,  even  in 
the  vessels  of  the  periphery  in  the  compacta.  At  later  periods 
they  are  found  free  in  the  veins  and  arteries.  It  is  thus  seen 
that  the  cells  of  the  trophoMast  of  the  ovum  enter  the  veins  at  an 
early  period. 

The  Primary  Intervillous  Space  is  intravascular  and  is  bound- 
ed by  maternal  and  fetal  structures.     That  the  developed  inter- 


p 

Pig.  7. — Change  of  trophoblast  to  syncytium  (Sj/.).  The  syncytially  changed 
trophoblast  is  infiltrated  with  numerous  vacuoles  (vac),  c,  red  blood  cells  of 
the  capillary  in  which  this  syncytial  mass  was  floating  attached  by  a  pedicle 

ip).      (Peters.) 

villous  space  contains  free  blood  has  been  granted  by  Virchow, 
Kolliker,  Langhans,  AValdeyer,  etc.  The  drawings  of  Peters, 
indicate  a  slowing  and  probable  stagnation  of  the  blood  current. 
The  maternal  endothelium  on  the  side  toward  the  compacta  is 
at  first  intact  and  forms  the  serotinal  wall  of  the  space  (Fig.  6). 
In  it  are  found  isolated  cells  and  groups  of  trophoblast.  Tropho- 
blast cells  are  also  present  on  the  serotinal  wall,  so  that  this  wall 
consists  of  trophoblast,  maternal  endothelium,  and  decidual  tis- 
sue. Later  the  endothelium  of  the  serotinal  side  is  found  only  in 
the  areas  corresponding  to  the  openings  of  the  maternal  vessels. 
Where  the  trophoblast  cells  extend  into  the  enveloping  zone  in 
the  form  of  bands,  uniting  with  each  other  in  a  network,  it  is 
often  difficult  to  distinguish  between  maternal  and  fetal  cells. 
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IMerttens  says  the  same.     Thus  the  earliest  ectoderm  cells  enter 
actively  into  the  maternal  tissues. 

The  primary  intervillous  space  is  formed  through  the  gradual 
*  consumption  of  the  trophoblast.  Through  its  growth  more  and 
more  layers  of  the  compacta  are  included  in  the  enveloping  zone, 
until  the  corrosive  action  of  the  blood  has  furnished  the  villous 
mantle  of  the  ovum.  1.  The  trophoblast  is  reduced  to  a  single 
layer.  2.  The  union  of  the  lacunge  at  first  separated  by  large 
trophoblast  cell  masses  takes  place.  The  origin  and  growth  of 
the  intervillous  space  thus  goes  hand  in  hand  with  the  various 
steps  leading  to  the  formation  of  villi.  In  the  ovum  of  Peters 
no  villi  are  yet  present.  The  inner  surface  of  the  trophoblast 
shows  irregular,  finger-like  depressions  into  which  mesoderm  is 
beginning  to  enter.     The  lacunge  have  enlarged  and  the   cell 


Fig.  S. — Schematic  representation  of  the  earliest  stage  of  the  development  of 
the  placenta.  (Peters.)  M.,  mesoderm;  Tr.,  trophoblast;  Bl.L.,  blood  lacunae; 
Sy.,  syncytium;  En.,  endothelium;  Cap.,  capillary;  E.Z.,  enveloping  zone;  Sp., 
spongiosa. 


masses  betw^een  them  have  become  smaller.  Through  the  entrance 
of  the  growing  mesoderm  into  these  divided  eeli  masses,  which 
are  finally  reduced  by  the  blood  to  the  syncytial  layer,  villi  are 
formed  and  the  primary  intervillous  space  becomes  larger.  The 
primary  enveloping  zone  becomes  the  subsequent  intervillous 
space. 

The  maternal  endothelium  breaks  down  and  is  found  floating 
in  the  lacunje.  It  is  never  seen  in  a  proliferating  stage.  Syn- 
cytium is  found  under  it.  It  is  impossible  for  the  endothelium 
to  fill  out  all  the  spaces  of  the  trophoblast,  and,  if  it  did  do  so, 
we  ought  to  see  it  somewhere  in  the  process  of  growth.  On  the 
contrary,  it  is  always  seen  to  degenerate.  Therefore  the  syn- 
cytium does  not  originate  from  maternal  endothelium. 
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The  syncytium  is  found  over  the  surface  of  the  ovum,  in  the 
trophoblast,  in  the  lacunse,  toward  the  enveloping  zone,  and  also 
in  the  periphery  of  the  ectodermal  trophoblast.  At  the  summit 
of  the  ovum  syncytium  is  also  present.  In  numerous  points  the 
direct  transition  from  trophoblast  cells  to  syncytium  is  distinctly 
seen.  Therefore  it  does  not  originate  from  the  uterine  epithe- 
lium. 

The  glands  in  the  decidua  about  the  ovum  become  filled  with 
blood.  They  are  pushed  aside  by  the  growing  ovum  and  are 
broken  into  by  the  trophoblast  and  syncytium.  Their  epithe- 
lium degenerates  and  disappears.  The  uterine  epithelium  plays 
no  part  in  the  formation  of  the  syncytium. 

The  syncytium  consists  of  a  shining,  granular  protoplasm  con- 
taining numerous  nuclei.  The  nuclei  are  round,  oval,  or  flat- 
tened. There  are  also  vacuoles  in  the  protoplasm,  which  make 
the  latter  appear  like  septa  in  which  are  flat  and  half -moon- 
shaped  nuclei  (Fig.  7). 

Van  Siegenbeck  finds  syncytial  giant  cells  especially  near  the 
union  between  maternal  and  fetal  tissues,  in  and  about  the 
lacunae,  between  the  ectoblast  and  the  compacta,  covering  the 
free  compacta,  about  the  maternal  capillaries,  and  even  more 
externally  in  the  vessels.  He  finds  a  gradual  transition  from 
trophoblast  to  syncytium.  In  one  place  he  observed  a  syncy- 
tial giant  cell  between  the  mesoblast,  and  the  ectoderm  of  the 
fetal  sac,  which  he  considers  as  a  proof  of  the  ability  of  these 
cells  to  wander  into  surrounding  tissues. 

The  processes,  so  far,  are  well  represented  in  the  schematic 
drawing,  Fig.  8. 

(To  be  continued.) 


SOME  OBSERVATIONS  ON  THE  MENOPAUSE.' 


GEORGE  W^YTHE  COOK,  M.D., 
Washington,   D.   C. 


The  phenomena  of  nature  as  occurring  in  the  human  organism 
are  always  interesting,  and  those  which  are  evidenced  by  peri- 

iRead  before  the  Washington  Obstetrical  and  Gynecological  Society, 
November  1,  1901. 
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odicity  and  certain  visible  manifestations  are  regarded  by  the 
laity  and  by  many  physicians  as  critical  periods  in  the  life  of 
the  individual. 

♦  It  occurs  to  the  writer  that  there  are  no  reasons  why  danger 
should  appertain  to  parturition,  dentition,  or  puberty ;  for  these 
are  physiological  processes,  and,  if  the  individual  is  in  a  normal 
condition,  no  shock  should  supervene  upon  their  occurrence. 
And  practical  observation  shoAvs  that  a  large  percentage  of  cases 
of  parturition  occur  spontaneously  and  are  followed  by  no  un- 
toward circumstance.  The  eruption  of  the  teeth  is  simply  the 
completion  of  a  process  that  has  been  in  progress  since  the  sixth 
week  of  intrauterine  existence,  and  is  not  responsible  for  the 
many  evils  that  have  been  charged  against  it.  The  onset  of 
puberty,  in  the  normal  girl,  should  be  as  gentle  as  the  unfolding 
of  the  leaves  of  a  blooming  rose,  and  is  the  announcement  that 
she  is  ready  to  procreate  her  species.  And  with  the  full  estab- 
lishment of  the  menstrual  molimen  the  mature  woman  exhibits 
the  highest  degree  of  physical  development.  Could  we  have 
this  normal  condition  in  woman  there  Avould  be  less  of  disease 
and  suffering;  but,  unfortunately,  our  civilization,  with  its  lux- 
ury and  high  tension  of  living,  tends  to  weakness  and  degener- 
ation. 

Before  proceeding  to  the  consideration  of  the  subject  of  this 
paper,  which  is  the  cessation  of  one  of  these  phenomena,  it  will 
aid  us  to  take  a  cursory  view  of  the  function  of  menstruation. 

In  the  large  majority  of  healthy  women  a  periodic  flow  of 
blood,  lasting  the  greater  portion  of  a  week,  takes  place  from 
the  genital  organs  and  recurs  about  every  twenty-eight  days. 
This  begins  at  puberty  and  continues  until  the  childbearing 
period  is  terminated  by  age.  The  discharge  is  known  as  the 
menses,  catamenia,  or  menstrual  flow,  the  prominent  feature  of 
which  being  the  bloody  discharge. 

One  view  was  that  this  flow  of  blood  was  necessary  to  relieve 
an  excess  of  blood  that  had  collected  in  the  woman 's  body.  An- 
other, and  more  ancient  one,  was  that  it  was  an  "evacuation  of 
peccant  matter  and  morbid  humor,  sometimes  acrimonious  and 
malignant,  whose  retention  never  fails  to  be  extremely  injurious 
from  its  noxious  qualities."  The  discharge  of  blood  is  mingled 
with  the  secretion  of  the  mucous  membrane,  and  the  mixture, 
undergoing  partial  decomposition,  gives  rise  to  an  unpleasant 
odor,  hence  the  notion   that  deleterious  materials  were  being 
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evacuated.     This  latter  is  the  purification  theory  of  the  Mosaic 
law ;  and  the  notion,  in  a  measure,  still  obtains. 

Another  view  is  that  menstruation  is  a  preparation  of  the 
uterus  for  conception,  while  a  contrary  opinion  is  advanced  that 
it  is  evidence  of  a  missed  conception. 

The  rutting  season,  or  period  of  heat  in  most  animals,  which 
may  be  regarded  as  the  analogue  to  menstruation,  occurs  in  the 
spring  of  the  year;  and  as  statistics  show  that  most  children  are 
born  in  the  winter,  the  poet  is  justified  in  saying  that  "in  the 
spring  the  young  man's  fancy  lightly  turns  to  thoughts  of  love," 
as  do  those  of  woman,  too. 

Whatever  theories  may  be  advanced  respecting  menstruation, 
it  is  certain  that  its  continuance  marks  the  childbearing  period 
of  woman.  As  puberty  announces  the  evolution  of  the  pro- 
creating power,  so  the  menopause  denotes  its  involution. 

The  menopause  is  that  period  when  the  menstrual  flow  puts  on 
a  "hesitating  appearance"  and  then  gradually  subsides,  and 
marks  another  important  epoch  in  the  woman's  life.  It  denotes 
that  she  has  reached  the  limit  of  her  childbearing  period.  She 
exchanges  the  fulness  of  sexual  power  for  a  condition  of  sexual 
atrophy.  She  realizes  that  the  season  of  the  "sere  and  yellow 
leaf"  is  upon  her  and  that  the  highest  function  of  her  existence 
is  departing. 

This  retrogression  should  be  marked  by  no  more  commotion 
than  is  manifested  in  other  senile  changes,  such  as  occur  in  the 
skin,  the  hair,  the  arteries,  the  crystalline  lens,  Peyer's  patches, 
etc.  They  come  about  as  gently  as-  the  falling  of  the  autumn 
leaves,  and  the  menses  "fold  their  tents,  like  the  Arabs,  and  as 
silently  steal  away. ' ' 

"The  menopause  being  an  event  which  is  natural  to  woman, 
there  is  nothing  in  its  occurrence  which  should  cause  ill  health ; 
still  it  is  attended  by  certain  phenomena,  indicating  special 
modifications  of  the  organization,  which  disturb  the  comfort  and 
general  activity  of  the  most  healthy  woman,  though  not  to  a 
degree  that  can  be  called  ill  health."  This  definition  of  Skene 
is  perhaps  as  clear  a  statement  of  the  case  as  can  be  made  under 
existing  conditions. 

The  functions  of  the  body  should  be  performed  without  the 
consciousness  of  the  individual;  and  as  the  menopause  is  the 
gradual  termination  of  one  of  these  functions,  any  extraordinary 
manifestations  at  that  time  should  not  be  disregarded,  but  con- 
sidered as  due  to  pathological  conditions. 
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The  prevailing  notion  among  women  is  that  the  menopause  is 
a  critical  and  serious  period  in  their  lives,  and  any  unusual  dis- 
turbance occurring  at  that  time  is  regarded  as  incident  to  the 
period,  and  many  physicians  give  at  least  a  tacit,  if  not  positive, 
assent  to  the  same.  This  is  an  unfortunate  belief,  for  women 
ofttimes  neglect  to  seek  advice  until  disease  has  made  disastrous 
advance.  They  content  themselves  with  the  delusive  hope  that 
relief  will  come  after  a  while.  It  is  wrong  for  the  physician  to 
encourage  any  such  hope.  There  is  no  reason  why  flooding  should 
occur  from  a  normal  uterus  at  the  menopause ;  the  reverse  should 
be  the  case,  and  uterine  disease  should  be  thought  of  as  the  cause, 
rather  than  that  the  hemorrhage  should  be  attributed  to  the 
change  of  life.  Uterine  and  ovarian  atrophy  should  occur  pari 
passu;  but  if  an  old  injury  to  the  uterus  exists  or  a  neoplasm  is 
present,  involution  cannot  so  readily  take  place  and  hemorrhage 
is  likely  to  occur,  and  when  it  does  it  is  pathological  and  not 
normal.  I  might  cite  a  number  of  cases  confirming  my  position, 
but  will  relate  only  one  or  two  as  illustrative  of  what  I  have  said. 

Mrs.  P.,  a  widow,  48  years  of  age,  mother  of  three  children,  had 
been  suffering  for  several  months  with  a  profuse  bloody  dis- 
charge from  the  vagina,  which  she  thought  was  an  exaggerated 
menstrual  flow  incident  to  the  change  of  life;  but,  becoming 
very  much  weakened,  she  applied  to  me  for  relief.  She  had  not 
suffered  much  pain.  An  examination  revealed  the  presence  of 
a  growth  upon  the  cervix  uteri.  It  was  about  the  size  of  a 
silver  half-dollar  and  was  a  cauliflower- like  excrescence;  it  bled 
upon  being  touched.  A  gynecologist  was  called  in  consultation 
and  the  growth  was  removed.  It  was  not  expected  that  this 
would  be  curative,  because  the  disease  had  progressed  too  far; 
but  it  gave  temporary  relief  and  she  was  much  better  for  some 
weeks.  She  went  from  the  city  for  a  time,  and  while  away 
suffered  great  uterine  pain,  for  which  large  doses  of  morphia 
were  given,  and  when  she  returned  to  the  city  ■some  weeks  later 
she  was  in  a  condition  of  wild  opium  delirium.  The  quantity 
of  morphia  given  was  lessened,  but  the  delirium  and  pain  con- 
tinued and  she  died  in  great  agony. 

Mrs.  B.,  a  widow,  42  years  of  age,  had  had  one  living  child  and 
several  miscarriages.  She  consulted  me  for  profuse  metror- 
rhagia which  had  recurred  at  intervals  for  about  a  year.  She 
thought  she  was  going  through  the  period  of  menopause  and  that 
the  hemorrhage  was  a  natural  occurrence.  An  examination  did 
not  reveal  the  presence  of  any  growth,  but  the  uterus  was  some- 
25 
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what  enlarged  and  tender ;  and  as  there  were  some  shreds  in  the 
discharge,  a  curettement  was  done  and  some  fragments  of  a 
fungoid  material  were  removed.  She  was  relieved  for  a  time 
only,  and  while  she  was  away  from  the  city  the  hemorrhages  re- 
turned and  she  was  again  curetted,  but  by  another  physician^ 
since  which  time,  two  years,  she  now  being  46  years  of  age,  she 
has  not  ceased  to  menstruate  regularly.  Cases  might  be  multi- 
plied illustrating  that  these  extraordinary  manifestations  are 
pathological  and  '}iot  normal.  I  have  said  nothing  about  the 
menopause  brought  about  prematurely  by  reason  of  the  removal 
of  the  ovaries.  This  would  afford  an  interesting  field  for  in- 
quiry. 

I  submit  these  remarks  to  the  judgment  of  the  Society,  every 
member  of  which  is  doubtless  as  well  qualified  to  determine  in 
regard  to  the  matter  as  I  am,  with  the  hope  of  bringing  out  such 
discussion  as  will  be  beneficial  to  all. 


A    CASE    OP    GRAPE-LIKE    SARCOMA    OF    THE    CERVIX    UTERI.' 


BACHE    McE.    EMMET,    M.D., 
New   York. 


(With  two   illustrations.) 


The  most  frequent  form  of  uterine  sarcoma  with  which  Ave 
meet  is  that  of  the  endometrium,  and  most  commonly  do  we 
find  it  confined  to  the  body.  That  which  invades  the  cervical 
endometrium  has  a  type  of  its  own  in  addition  to  the  diffuse 
infiltration  and  circumscribed  growths  of  ordinary  polypoid 
shape.  I  allude  to  that  which  has  been  called  das  trauhige 
Sarcom — "grape-like  sarcoma  of  the  cervix." 

Dr.  J.  AVhitridge  Williams,-  in  "Contribution  to  the  History 
and  Histogenesis  of  Sarcoma  of  the  Uterus,"  gives  such  a  clear 
and  full  account  of  this  condition  that  I  feel  I  cannot  do  better 
than  transcribe  a  portion  of  his  text  for  the  elucidation  of 
my  subject: 

"From  the  mucous  membrane  of  the  cervical  canal  and  the 
vaginal  portion  a  groAvth  may  arise  which  closely  resembles  in 

'Read  before  the  Woman's  Hospital   Society,  November  26,  1901. 
^American  Journal  of  Obstetrics,  1894,  vol.  xxix. 


EMMET  :    GRAPE-LIKE    SARCOMA    OF    THE    CERVIX    UTERI.         387 

appearance  an  hydatiform  mole  or  myxomatous  degeneration  of 
the  chorion."  He  quotes  Spiegelberg  (1879),  who  was  the 
first  to  direct  attention  to  this  class  of  growths,  under  the  title, 
"Sarcoma  Colli  Uteri  hydropicum  papillare,"  when  he  de- 
scribed a  case  occurring  in  a  17-year-old  girl,  in  whom  he  found 
the  anterior  lip'  of  the  cervix  thickened  and  enlarged,  and  cov- 
ered on  its  margin  as  well  as  its  surface  by  a  group  of  oval,  yel- 
lowish-brown outgrowths,  one  to  two  centimetres  long,  which 
looked  like  transparent  cysts,  which  were  readily  crushed  when 
touched  and  contained  a  thick,  sticky  fluid.  The  anterior  lip 
of  the  cervix  was  removed  with  scissors.  Nine  months  later  the 
girl  returned  with  the  entire  vagina  filled  by  a  growth  which 
resembled  an  hydatiform  mole  in  appearance,  which  also  arose 
from  the  anterior  lip  by  numerous  strong,  thread-like  pedicles. 
The  mass  was  again  removed  and  rapidly  returned;  eventually 
the  entire  uterus  was  removed  and  the  patient  died  later  from 
recurrence.  I  quote  still:  "The  next  year  he  reported  a  sim- 
ilar case,  'ein  weiterer  Fall  von  papillaren  hydropischen  Cervix 
Sarcom, '  and  stated  that  one  of  his  cases,  which  had  been  re- 
ported by  Kunert,  was  also  of  this  variety.  Similar  cases  were 
soon  reported  by  several  observers  under  various  names;  for 
example.  Rein  describes  a  ease  as  'myxoma  enchondromatodes 
arborescens  colli  uteri,'  Pernice  as  'traubiges  myosarcoma  strio- 
cellulare  uteri,'  and  Munde  as  'a  rare  case  of  adeno-myo-sar- 
coma  of  the  cervix'  (1889). 

"Pfannenstiel  in  1892  reported  a  new  case,  and  in  his  excel- 
lent monograph  collected  the  previous  cases  and  suggested  for 
the  group  the  neutral  name  of  'grape-like  sarcoma'  (das  trau- 
bige  Sarcom)  of  the  cervix,  under  which  the  various  cases 
could  be  classified  and  note  taken  of  their  pecularities.  He 
agrees  with  the  majority  of  observers  that  the  growths  in  ques- 
tion are  not  myxomata  or  myxosarcomata,  and  believes,  with 
Spiegelberg  and  Weigert,  that  they  are  sarcomata  infiltrated 
with  lymph  and  could  be  designated  with  propriety  as  'sarcoma 
lymphangiectatum  et  hydropicum.'  "  "Exclusive  of  his  own 
case,  he  found  eleven  other  cases  in  the  literature,  namely,  those 
described  by  Weber,  Kunert,  Kunitz,  two  by  Spiegelberg,  Rein,. 
Thomas,  Winckler  (Sanger),  Pernice,  Munde,  and  Klein- 
schmidt."  AVilliams  discredits  that  of  Kleinschmidt  in  that  he 
did  not  mention  the  characteristic  grape-like  appearance.  Wil- 
liams adds  three  more :  one  b}^  Byford,  5  to  7  years  of  age ;  one 
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by  Ahlfeld,  15  years  of  age;  and  one  by  Thomas  C.  Smith,  3 
years  of  age. 

History.— M.  C,  aged  191/2,  single.  Admitted  to  Post-Grad- 
uate  April  2,  1900.  Mother  living,  very  healthy.  Father  died 
of  kidney  disease.  Mother  had  three  children :  one  stillborn  at 
7  months,  second  lived  five  days;  four  years  later  this  girl  was 
born— delicate  child,  always  very  white;  had  scarlet  fever, 
diphtheria,  malaria,  and  chicken-pox;  very  ill  with  diphtheria, 
had  also  a  second  attack;  subject  to  sore  throat  since. 

Menstruation  began  at  16  to  17 ;  duration  three  days ;  amount 
moderate;  no  pain;  interval  four  weeks;  regular  but  for  once 
(three  years  ago)  ;  she  was  much  run  down  and  they  stopped 
for  five  months ;  was  then  built  up  under  the  care  of  a  physician. 
History  upon  entering  the  hospital:  Two  months  ago  she 
began  to  complain  of  pain  about  the  left  ovarian  region,  navel, 
and  back  at  varying  intervals,  chiefly  after  menstruation.  In 
March,  one  month  before  admission,  she  was  examined  because 
of  a  great  amount  of  offensive  discharge.  The  physician  found 
a  polypus;  it  was  then  at  the  vulva  and  all  pain  had  ceased. 
She  says  that  at  that  time  a  piece  of  the  size  of  a  small  pear 
dropped  off;  what  remained  seemed  to  be  in  three  parts,  still 
hanging  out  at  the  vulva. 

I  found  this  polypoid  mass  (Fig.  1),  very  dark  red  and  chan- 
nelled in  its  length.  The  vulva  and  vagina  were  so  full  that  I 
could  not  pass  the  finger  until  the  patient  was  anesthetized.  It 
was  even  then  difficult  to  fully  determine  that  it  was  not  an  in- 
verted uterus,  because  for  a  long  time  I  could  not  find  the  uterine 
canal,  and  until  narcosis  was  complete  I  could  not  find  the  fundus. 
I  could  then  palpate  it  clearly,  but,  on  account  of  the  many  chan- 
nels upon  the  surface  of  and  through  the  hanging  mass,  I  could 
only  enter  the  uterus  after  placing  the  patient  in  the  Sims  posi- 
tion; then,  with  the  speculum  in  place,  I  was  enabled  to  crowd 
the  mass  away,  grasp  the  anterior  lip  of  the  cervix,  and  pass  into 
the  canal. 

The  broken-down  mass  was  found  springing  from  the  posterior 
lip  of  the  cervix.  I  removed  the  growth  with  scissors,  cutting 
it  from  the  cervix  in  deep  wedge  shape,  desirous  of  making  a 
very  thorough  ablation,  as  I  suspected  that  the  mass  sprang  from 
the  lymphatics.  I  then  curetted  the  uterus  thoroughly  and  ap- 
plied tincture  of  iodine  (Churchill)  and  carbolic  acid  (pure), 
equal  parts.     The  final  operation  amounted  to  a  trachelorrhaphy, 
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which  formed  a  very  good  cervix,  and  the  parts  were  dre.ssed 
"with  iodoform  gauze. 

^  The  patient  remained  in  the  hospital  about  three  weeks  and 
made  a  seemingly  good  recovery.  Report  of  Dr.  Brooks,  path- 
ologist, says:  "simple  fibrous  polypus." 

November  7,  1900,  patient  returned  to  the  hospital  and  stated 
that  after  leaving,  in  May  last,  she  began  to  have  profuse  vag- 
inal discharge,  which  has  continued  up  to  the  present  time,  with, 
for  the  past  five  weeks,  great  bearing-down  pains,  like  labor, 
and  pieces  of  flesh  coming  away. 

Examination  reveals  a  mass  filling  up  the  vagina,  with  pendu- 
lous bodies  of  the  size  of  Niagara  grapes  hanging  from  all  parts 
of  it  and  dropping  off  into  the  examining  hand  by  merely  touch- 
ing it.     The  mass  is  otherwise  soft  and  bleeds  very  readily. 


Fig.  1. 


Fig.    2. 


Under  ether,  when  patient  is  prepared  for  operation,  this  sprout- 
ing mass  is  recognized  as  springing  from  the  entire  circumfer- 
ence of  the  OS  uteri ;  the  line  of  demarcation  between  it  and  the 
cervix  is  not  very  definite,  and  there  are  growths  of  the  same 
character  on  the  vaginal  mucous  membrane  to  the  right  of  and 
anterior  to  the  cervix  (Fig.  2). 

Though  I  fully  realize  now  that  the  only  proper  procedure 
at  this  stage  should  have  been  a  hysterectomy  with  ablation  of 
the  upper  portion  of  the  vagina,  yet  at  the  time  I  was  guided 
by  the  former  histological  examination,  and  I  felt  that,  for  the 
present,  it  justified  the  mode  of  treatment  adopted— high  ampu- 
tation of  the  cervix  after  transfixing  into  sound  tissue.  The 
cervix  was  then  covered  with  sound  mucous  membrane,  stitched 
■v\dth  chromicized  gut,  all  vaginal  mucous  membrane  involved 
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was  dissected  off,  and  the  edges  were  brought  together  with 
catgut  also.  Pathologist's  examination  of  specimen  shows  it  to 
be  "spindle-cell  sarcoma." 

Patient  recovered  well  at  the  time ;  was  most  anxious  to  return 
home,  though  I  sought  to  retain  her  to  ascertain  if  there  would 
be  any  further  development.  But  I  could  not  persuade  her 
nor  her  mother.  Neither  could  I  induce  the  girl  to  make  another 
visit.  Dr.  "West  and  Dr.  Sweeney  kindly  visited  her  for  me 
at  the  beginning  of  the  present  year,  but  could  obtain  nothing 
satisfactory  in  the  way  of  bringing  the  patient  again  under 
our  care. 

The  latest  information  I  have  of  her  was  obtained  to-day  by 
sending  to  her  mother's  home:  Died  April  30,  1901.  After 
leaving  the  Post-Graduate  Hospital  last  November,  she  had  no 
further  discharge  for  four  months,  when  it  started  up  again, 
she  passing  clots  of  blood  two  or  three  times  per  week,  accom- 
panied by  much  pain.  She  suffered  severely  at  times  with  pain 
in  the  back  (lumbar  region)  and  left  groin.  She  was  in  the 
Skin  and  Cancer  Hospital  under  Dr.  Janvrin  for  two  weeks 
last  IMarch.  She  left  there  three  days  after  Easter.  AVas  told 
that  she  was  curetted;  she  had  no  discharge  afterward.  Her 
feet  and  legs  began  to  swell  one  week  before  she  died.  The  appe- 
tite and  strength  kept  up  until  three  or  four  weeks  before  death, 
during  M^hich  time  she  was  kept  under  opiates. 


PROLAPSUS    UTERI  :^ 

WITH   A   CASE   REPORT. 


W.    H.    WENNING,    M.D., 
Cincinnati,  O. 


(Witb  one  illustration.) 


A  MULTIPLICITY  of  Operations  for  one  ailment  requiring  surgi- 
cal intervention,  like  many  remedies  for  one  disease,  is  an  almost 
certain  evidence  of  the  unreliability  of  such  treatment.  If  we 
should  judge  from  the  number  of  operations  proposed  for  the 
correction  of  one  of  the  most  common  accidents  in  gynecology, 
those  for  prolapsus  uteri  leave  very  much  to  be  desired.  Howard 
^Read  before  the  Cincinnati  Obstetrical  Society,  November  7,  1901. 
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Kelly  is  said  to  have  collected  forty-five  different  operations  for 
the  alleged  correction  of  retrodisplacements  of  the  womb;  how 
many  more  would  he  be  obliged  to  add  for  the  vaunted  cure  of 
'prolapsus,  a  more  complicated  trouble,  and  of  which  the  former  is 
but  the  first  step  in  its  gradual  development  ?  Not  to  mention  the 
legion  of  pessaries  devised  and  employed  for  the  support  of  the 
descending  womb,  who  can  recall  all  the  various  plastic  opera- 
tions invented  and  performed  by  various  gynecologists  for  the 
same  purpose?  It  is  not  my  intention  to  recount  all,  or  even 
many,  of  the  surgical  means  adopted  for  the  correction  of  a  dis- 
placed womb,  but  simply  to  mention  a  few  facts  or  principles  that 
should  guide  us  in  selecting  the  proper  method  in  a  given  case. 

The  normal  support  of  the  uterus  depends  on  three  essential 
conditions :  first,  the  uterus  must  be  properly  suspended  above  by 
peritoneal  attachment ;  secondly,  it  must  be  solidly  supported  by 
the  pelvic  floor  below ;  and,  thirdly,  it  must  be  in  normal  posi- 
tion in  reference  to  the  pelvic  axis,  i.e.,  in  normal  anteversion. 
Should  any  of  these  elementary  conditions  fail  or  become  de- 
fective, we  have  the  first  link  in  the  chain  of  circumstances 
formed  that  lead,  first  to  descent,  and  finally  to  prolapse  of  the 
organ. ^ 

A  rupture  or  weakening  of  the  upper  supports  or  ligaments  is 
followed  by  backward  displacement  of  the  womb ;  retroversion,  in 
turn,  favors  descent,  because  the  axis  of  the  uterus  is  made  to  co- 
incide with  that  of  the  vagina,  which  increases  the  intrapelvic 
pressure ;  an  injured  or  weakened  pelvic  floor  is  unable  to  resist 
this  downward  pressure,  and  hence  we  have  as  a  resultant  a  more 
or  less  complete  prolapsus  uteri.  The  degree  of  descent  will  de- 
pend upon  the  combination  or  coincidence  of  any  two  or  three  of 
these  various  steps  to  constitute  a  prolapse. 

Each  of  the  many  operations  devised  for  the  cure  of  prolapse 
commonly  meets  but  one  indication  for  correction ;  and  whilst  it 
may  fulfil  this  purpose  well  enough  in  its  own  way.  yet  it  may  fail 
to  correct  other  just  as  important  conditions  that  enter  into  the 
formation  of  the  trouble.  For  instance,  failure  to  restore  a  retro- 
verted  uterus  to  its  normal  position  of  anteversion  will  inevitably 
be  followed  by  a  prolapse  of  the  organ,  no  matter  how  high  it  may 
have  been  elevated  in  the  pelvis  and  how  strong  the  perineal  sup- 
port has  been  made.  On  the  other  hand,  a  uterus  temporarily 
^The  writer  prefers  the  term  "prolapsus"  to  "procidentia"  when  the 
womb  passes  through  the  rima  pudendi.  For  the  so-called  minor  de- 
grees of  prolapsus  the  term  "descensus  uteri,"  "or  descent  of  the  womb," 
is  preferred. 
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held  in  anteversion  will  again  in  time  be  displaced  backward  un- 
less the  peritoneal  fixation  is  made  firm  and  permanent.  Finally, 
a  uterus,  even  if  properly  suspended  from  above,  is  very  apt  to 
descend  again  unless  the  perineal  shelf  or  pelvic  floor  retains  its 
integrity,  or,  in  the  event  of  this  having  been  impaired,  the  nor- 
mal condition  is  restored.  One  of  these  elements  is  as  important 
as  the  other,  and  failure  after  operative  measures  is  due  in  most 
instances  to  the  neglect  of  one  or  other  correlative  condition  en- 
tering in  the  formation  of  the  abnormality.  The  history  of  all  the 
various  operations  devised  to  remedy  this  trouble  shows  at  first 
the  misunderstanding  of  anatomical  principles,  and  later  the 
gradual  appreciation  of  all  of  the  elements  that  enter  in  the  pro- 
duction of  the  injury,  and  the  steps  to  be  taken  for  the  cor- 
rection of  this  form  of  displacement  in  its  entirety. 

A  simple  episiorrhaphj^  proved  inefficient  because  the  new  bar- 
rier was  too  weak  to  resist  the  pressure  of  an  enlarged  uterus  and 
relaxed  vagina.  Narrowing  the  vagina  by  means  of  caustics  or 
the  knife— anterior  and  posterior  colporrhaphy— frequently 
failed  because  the  new  canal  ultimatelj''  gave  way  again  to  the 
wedge-like  pressure  from  an  enlarged  and  retroverted  uterus. 
Even  the  combination  of  perineorrhaphy  with  posterior  colpor- 
rhaphy was  at  times  unable  to  hold  up  a  womb  which  lacked 
support  from  above.  Hence  we  notice  the  gradual  development 
of  all  the  various  operations :  episiorrhaphy,  elytrorrhaphy,  col- 
porrhaphy, and,  finally,  perineorrhaphy — all  for  the  purpose  of 
giving  perineal  support ;  amputation  and  later  extirpation  of  the 
entire  uterus  in  order  to  reduce  or  get  rid  of  the  weight  of  the 
organ ;  lastly,  shortening  of  the  round  ligaments,  reduplication 
of  these  and  other  peritoneal  attachments,  ventral,  vaginal,  or 
vesical  fixation  of  the  uterus — all  for  the  purpose  of  altering  the 
direction  of,  and  giving  upper  support  to,  the  womb.  As  already 
stated,  all  of  these  operations  have  been  more  or  less  successful, 
provided  they  met  the  chief  or  only  indication  producing  the 
trouble;  but  every  one  of  them  has  also  failed  when  the  other 
factors  were  either  overlooked  or  disregarded.  Consequently  the 
degree  of  prolapse  Avill  usually  determine  the  number  and  kinds 
of  operations  necessary  in  a  given  case  in  order  to  give  promise 
of  success.  A  complete  prolapse  will  demand  a  complication  of 
operative  measures  that  are  unnecessary  in  simple  descent  of 
the  womb.  An  elongated  or  enlarged  uterus  will  require  a  dif- 
ferent operation  from  one  that  is  normal  in  size  and  shape,  even 
if  displaced.     Whether  the  point  of  attack  is  to  be  the  uterus  it- 


WENNING  :    PROLAPSUS   UTERI.  393 

self,  its  peritoneal  supports,  or  the  pelvic  floor,  or  all  of  these 
combined,  will  depend  upon  the  extent  of  the  injury  or  degree  of 
displacement. 

As  a  preventive  measure,  proper  attention  to  the  determining 
cause  Avill  often  forestall  the  later  more  dire  results.  In  most 
instances  a  retroversion  or  retroflexion  is  the  first  step  in  the 
origin  of  prolapse,  and  if  this  be  corrected  in  time  it  will  obviate 
any  further  treatment.  A  lacerated  perineum  favors  descent  of 
the  uterus,  hence  its  timely  repair  will  remove  another  causal 
factor  of  subsequent  prolapse.  A  lacerated  cervix  usually  means 
a  subinvoluted  uterus;  the  weighty  organ  first  becomes  retro- 
verted,  then  descends,  and  finally  prolapses ;  complete  repair  and 
proper  replacement  will  obviate  both.  Social  position  and  mode 
of  life  will  frequently  determine  the  ultimate  result  of  an  in- 
cipient displacement.  ]\lultiparity  and  hard  labor,  more  than 
anything  else,  tend  to  increase  the  difficulty ;  and  just  as  they  are 
the  most  prolific  causes  of  the  original  lesion,  they  are  also  the 
most  formidable  obstacles  in  the  way  of  permanent  cure.  Low- 
ered Aatality  and  degeneration  of  tissues  prevent  the  proper  heal- 
ing of  the  parts  to  furnish  the  renewed  support  so  necessary  for 
complete  restoration  to  a  normal  condition. 

The  classification  of  cases  given  by  B.  S.  Schultze  elucidates 
more  fully  the  importance  of  social  condition  in  the  causation  of 
prolapse :  1.  Virgins  and  married  nulliparae  may  have  retro- 
version, but  rarely  prolapse ;  married  multipar£e  are  subject  to 
both.  2.  AYomen  in  the  higher  walks  of  life,  although  they  may 
have  borne  children  but  are  able  to  take  good  care  of  themselves, 
are  rarely  troubled  with  prolapsus  uteri;  poorer  multiparas  are 
frequently  thus  afflicted.  3.  Aged  women  of  both  classes  who 
have  borne  many  children  frequently  sufi:er  from  prolapsus  uteri. 
All  of  this  goes  to  prove  that  the  remote  causes  of  prolapsus  are 
malposition  (retroversion)  of  the  womb  with  relaxation  of  the 
pelvic  and  peritoneal  support,  and  the  proximate  causes  are  hard 
labor  and  senile  degeneration  of  the  pelvic  organs.  The  worst 
subjects,  therefore,  are  poorly  nourished,  hard-Avorking  multi- 
para, especially  at  an  advanced  age. 

Operations  for  prolapsus  uteri  must  fulfil  one  of  two  indica- 
tions :  either  to  rebuild  the  pelvic  floor  or  to  strengthen  the  peri- 
toneal support.  Generally  both  are  necessary ;  the  former  is  ac- 
complished by  th6  various  operations  on  the  vagina  and  perineum 
— elytrorrhaphy,  anterior,  posterior,  or  lateral  colporrhaphy,  and 
colpoperineorrhaphy.     Correction  of  the  relaxed  peritoneal  sup- 
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port  is  endeavored  by  methods  of  fixation,  such  as  shortening  the 
round  ligaments  either  by  resection  or  reduplication  or  by  direct 
fixation  of  the  uterus  to  the  abdominal  wall,  to  the  vagina,  or  to 
the  bladder.  Much  has  been  written  for  and  against  these  oper- 
ations, especially  on  the  various  methods  of  uterine  fixation. 
Neither  time  nor  inclination  will  permit  me  to  discuss  these 
various  methods  as  to  their  merits  or  demerits,  but  I  cannot  for- 
bear to  express  my  conviction  that  the  further  the  method  of 
fixation  departs  from  the  normal  anatomical  standard,  and  the 
more  the  correction  of  an  evil  is  attempted  by  substituting  one 
pathological  condition  for  another,  the  more  we  shall  fail  in  giv- 
ing these  cases  permanent  relief.  It  should  always  be  our  en- 
deavor to  restore  the  parts  as  much  as  possible  to  their  natural 
condition  and  relationship. 

With  a  \dew  to  throw  some  light  on  the  causation  of  prolapsus 
in  a  certain  kind  of  individuals,  and  to  demonstrate  what  diffi- 
culty may  at  times  be  experienced  in  bringing  to  a  successful 
termination  a  case  on  Avhich  all  of  the  various  methods  of  oper- 
ation have  been  practised,  I  will  take  the  liberty  of  reporting  one 
that  has  been  under  my  observation  for  the  past  tAvo  years  and 
which  illustrates  causation,  symptoms,  and  treatment  more  Adv- 
idly  than  any  theoretical  exposition  of  the  subject. 

Miss  A.  H.,  aged  38,  occupation  tailoress,  consulted  me  for  the 
first  time  early  in  February,  1900.  Family  history :  Father  died 
of  paralysis,  mother  of  la  grippe,  two  brothers  of  tuberculosis, 
one  sister  in  childbirth,  other  brothers  and  sisters  in  infancy  from 
unknown  causes.  Personal  history :  Patient  had  never  been  sick 
until  seven  years  ago,  when  she  became  afflicted  with  the  trouble 
presently  to  be  described.  She  began  to  menstruate  at  the  age  of 
12  years,  at  regular  monthly  intervals  lasting  from  four  to  five 
days,  but  always  with  more  or  less  pain.  Seven  years  ago  she 
first  experienced  a  sense  of  weight  in  the  pelvis,  which  gradually 
increased  in  consequence  of  heavy  work.  Soon  thereafter  her 
father  was  stricken  with  paralysis,  and,  as  she  was  his  only  nurse 
and  support,  she  was  obliged  to  lift  him  in  and  out  of  bed,  which 
caused  a  mass  to  protrude  from  her  vulva.  Not^vithstanding 
that  this  grew  worse  and  worse,  false  modesty  prevented  her  from 
seeking  a  physician's  advice  until  the  trouble  became  so  unbear- 
able that  she  was  at  last  compelled  to  consult  the  family  at- 
tendant, who  sent  her  to  me  for  examination.  She  was  at  this 
time  very  much  broken  down  in  health,  emaciated  and  of  a 
cachectic  appearance,  evidently  in  great  suffering,  and  scarcely 
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able  to  walk.  On  examination  I  found  an  enormous  mass,  in  size 
nearly  that  of  a  man's  head,  emitting  a  fearful  odor,  protruding 
from  the  vagina.  On  closer  inspection  this  was  found  to  be  the 
prolapsed  uterus.  The  bladder  and  part  of  the  rectum  were  also 
involved  in  this  mass,  which  was  covered  with  a  sphacelous,  al- 
most gangrenous,  ulceration,  and,  on  account  of  the  enormous 
size,  was  incapable  of  reduction.  She  was  therefore  sent  to  St. 
Mary's  Hospital  for  both  rest  and  treatment.  My  colleague.  Dr. 
Giles  S.  Mitchell,  who  was  on  service  at  that  time,  at  once  put  her 
to  bed  with  the  hips  well  elevated  and  ordered  dressings  with  a 
hot  boracic  acid  solution  for  the  purpose  of  cleansing  and  healing 
the  ulcerated  surface  as  well  as  reducing  the  edematous  swelling. 


AAHien  I  entered  upon  service  in  March  the  parts  had  sufficiently 
healed  and  contracted  to  enable  me  to  reduce  the  mass  to  some 
■extent,  although  this  had  to  be  done  under  anesthesia.  Daily 
introduction  of  tampons  saturated  with  the  giycerite  of  tannin 
further  reduced  and  cleansed  the  parts,  so  that  operative  meas- 
ures were  attempted.  On  April  5  the  cervix  of  the  elongated 
uterus  (the  organ  measured  six  inches  in  length)  was  ampu- 
tated, the  surfaces  stitched  together  and  the  vagina  narrowed  by 
an  anterior  and  posterior  colporrhaphy  and  an  extensive  peri- 
neoi-rhaphy.  The  parts  healed  properly,  the  uterus  appeared  to 
be  well  retained  in  its  normal  position,  and  the  patient,  contrary 
to  my  advice  and  that  of  the  hospital  authorities,  left  the  insti- 
tution on  March  19.     Eleven  days  later  she  again  applied  for  ad- 


396  WENNIXG:    PROLAPSUS   UTERI. 

mission  with  the  uterus  again  prolapsed,  which  she  attributed 
to  a  fall  whilst  at  home.  In  order  to  give  peritoneal  as  well  as^ 
perineal  support  to  the  weighty  organ,  it  was  now  decided  to  fix 
the  uterus  in  extreme  anteversion.  Accordingly^  on  June  15  the 
abdomen  was  opened,  the  uterus  drawn  up  and  stitched  to  the 
abdominal  wall.  Previous  to  this,  however,  both  ovaries  and 
tubes  Avere  removed  because  these  appendages  were  enormously- 
enlarged,  and,  as  the  pampiniform  plexus  was  also  very  much  in- 
creased in  size,  the  varicose  veins  were  exsected  after  having  been 
tied  off  at  both  ends,  and  the  separated  layers  of  the  broad  liga- 
ment stitched  over.  The  uterus  was  attached  to  the  abdominal 
w'all  by  passing  a  suture  through  its  posterior  wall,  and  thus  held 
in  extreme  anteversion.  The  peritoneum  and  fascia  were  united 
separately  with  catgut  and  the  integument  closed  with  silkworm 
gut,  the  operation  lasting  about  fifteen  minutes. 

With  this  condition,  the  uterus  held  firmly  by  fixation  above 
and  the  pelvic  floor  solidly  restored  below,  it  was  thought  that  no 
relapse  could  take  place.  But  alas !  a  few  months  later  the 
patient  again  began  to  complain  of  incontinence  of  urine  and 
the  presence  of  a  lump  in  the  ostium  vaginae.  Examination  re- 
vealed this  to  be  a  large  eystocele  surmounted  apparently  again 
by  the  descending  uterus.  A  sound  was  passed  in  the  (supposed) 
cervix  which  penetrated  to  the  depth  of  about  tAvo  and  a  half 
inches.  Naturally  I  inferred  that  the  uterus  had  again  broken 
loose  from  its  upper  attachment,  and  therefore  I  resolved  to  open 
up  the  abdomen  a  second  time  for  the  purpose  of  either  making 
the  hysterorrhaphy  more  secure  or,  if  preferable,  of  extirpatingthe 
uterus.  To  my  great  surprise  I  found,  after  making  an  abdomi- 
nal incision,  the  uterus  perfectly  intact  as  originally  sutured,  and, 
upon  exploration  through  the  vagina,  the  cervix  high  up  in  the 
pelvis.  I  was  now  more  puzzled  than  ever.  What  was  that  body 
beloAv,  just  above  the  eystocele?  The  abdominal  incision  was 
closed  again  and  another  more  careful  examination  made  of  the 
first  protruding  body.  Exploration  through  the  bladder  and 
vagina  proved  this  mass  to  be  a  fibroid  tumor  of  the  anterior  wall 
of  the  vagina,  which  in  size  and  shape  resembled  the  uterus,  with 
a  central  depression  giving  the  appearance  of  a  cervix.  This 
tumor  was  then  carefully  incised  down  to  the  bladder  wall  and 
the  rent  closed  as  before  with  silkworm  gut.  The  bladder 
seemed  now  to  be  well  supported. 

All  went  well  until  about  three  or  four  months  later,  when  the 
patient  again  complained  of  the  eystocele.     Consent  having  been 
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obtained,  I  now  determined  to  close  up  the  vagina  by  Le  Fort's  or 
Neugebauer's  operation  of  episiorrhaphy,  with  the  hope  of  giv- 
ing enough  support  to  the  bladder  to  prevent  its  constantly  re- 
curring prolapse.  When  preparing  for  the  operation  we  were 
informed  by  the  nurse  that  the  womb  was  down  again  with  the 
vagina.  Sure  enough  !  The  uterus  had  torn  loose  again  from  its 
moorings,  due  probably  to  the  constant  traction  made  upon  it 
by  the  prolapsing  vagina  and  bladder  until  it  was  no  longer  able 
to  withstaiid  this  constant  downward  force.  The  plan  of  oper- 
ation was  now  changed,  and  instead  of  an  episiorrhaphy,  vaginal 
hysterectomy  decided  upon.  It  was  thought  that  by  getting  rid 
of  the  womb  entirely  this  cause  of  the  trouble  would  at  least  be 
removed.  The  operation  was  made  without  difficulty  and  the 
opening  in  the  vaginal  vault  closed,  with  the  exception  of  a 
small  opening  in  the  centre  through  which  a  narrow  strip  of 
gauze  was  carried  for  drainage.  This  was  a  wise  precaution, 
because,  owing  to  the  edematous  condition,  the  discharge  from 
this  cavity  was  profuse  and  lasted  several  months. 

With  the  superincumbent  weight  of  the  womb  removed,  the 
vagina  also  thoroughly  narrowed,  it  was  confidently  expected  that 
all  trouble  would  now  be  at  an  end.  But  ' '  the  best  laid  schemes 
o'  mice  and  men  gang  aft  agley, "  says  Burns.  So  also  in  this 
instance.  The  discharge  gradually,  indeed,  became  less  and  less, 
but  the  incontinence  of  urine  again  returned  and  with  it  the 
tumefaction  in  the  anterior  wall  of  the  vagina— in  fact,  a  recur- 
rent cystocele.  This  I  attributed  to  the  thinness  of  the  anterior 
wall  of  the  vagina,  which  failed  to  give  the  necessary  support, 
(The  result  of  the  posterior  colporrhaphy  seemed  to  be  perfect 
as  far  as  the  support  of  the  former  rectocele  was  concerned.) 
What  was  now  to  be  done  ?  The  obliteration  of  the  vagina,  which 
had  already  been  contemplated  before  the  hysterectomy  was  per- 
formed, was  looked  upon  as  the  only  proper  expedient. 

On  September  19  of  this  year  another  attempt  to  correct  the 
deformity  was  made.  The  whole  vaginal  wall  was  denuded  of  its 
mucous  membrane,  at  first  by  cutting  away  the  superficial  layer 
with  the  scissors,  but  afterward,  on  account  of  the  extreme  thin- 
ness of  the  membrane,  by  scraping  off  the  epithelium  with  the 
sharp  curette,  thus  leaving  a  raw  bleeding  surface  throughout 
the  length  and  width  of  the  whole  canal.  Beginning  at  the  fornix 
vaginge,  which  was  drawn  down  for  the  purpose,  circular  sutures 
of  chromicized  catgut  were  inserted  and  buried  under  the  tissues 
and  then  drawn  tightly  together  and  knotted,  so  as  to  bring  the 
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denuded  portion  closely  together  in  a  purse-string  fashion.  Step 
by  step  this  procedure  was  continued,  pushing  up  one  tier  after 
the  other  as  soon  as  the  circular  sutures  had  been  passed  and 
tied,  until  the  whole  canal  was  closed  down  to  the  vulva.  This 
cleft  was  finally  closed  with  transverse  sutures  as  in  the  old 
operation  of  epi.siorrhaphy.  Nothing  of  the  \ailvar  cleft  remains 
except  the  seam,  and  the  bladder  appears  to  be  now  restored  to  its 
normal  position.  The  parts  have  healed  properly,  but  a  small 
canal,  large  enough  to  admit  a  goosecpiill,  remains  in  the  centre  of 
the  line  of  union.  The  patient  is  able  to  move  about  and  is  in  a 
fairly  comfortable  condition. 

A  great  difficulty  in  the  entire  management  of  the  case  has 
been  the  sodden  and  edematous  nature  of  the  tissues.  This  was 
so  persistent  that  at  the  time  when  the  tumor  was  removed  from 
the  anterior  vaginal  v/all  the  external  parts  resembled  a  case  of 
elephantiasis.  The  continuance  of  a  free  and  copious  discharge 
after  each  operation  is  another  evidence  of  the  lymphatic  char- 
acter. The  tunnelling  of  the  obliterated  canal,  even  after  com- 
plete closure,  shows  how  persistently  and  obstinately  a  secretion 
will  seek  an  outlet.  This  should,  however,  give  us  no  further 
concern,  provided  the  tissues  do  not  again  break  down.  This  is 
our  only  hope  at  the  present  time,  as  it  is  also  probably  the  last 
possible  expedient  in  the  cure  of  so  obstinate  a  case. 

5  Garfield  place. 
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The  presence  of  gonococci  in  the  pus  of  infected  Fallopiaii 
tubes  has  been  for  a  long  time  considered  of  little  importance 
from  a  prognostic  point  of  view  by  abdominal  operators;  in  fact, 
the  escape  of  such  pus  into  the  abdominal  cavity  during  an 
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enucleation  of  the  appendages  has  in  itself  caused  no  appre- 
hension to  the  surgeon. 

For  some  j^ears  now  it  has  been  a  question  in  our  minds  if  this 
w4re  really  the  correct  stand  for  the  surgeon  to  take :  and  basing 
our  opinion  upon  our  own  work  and  that  of  others,  not  only  from 
the  standpoint  of  the  observation  of  the  case,  post-operative,  but 
also  upon  autopsy  findings  and  investigations,  we  are  forced  to 
believe  the  gonocoecus  is  in  fresh  cases  a  dangerous  factor,  and 
even  in  very  old  cases  may  become  so,  and  may  by  its  influence 
cause  the  death  of  the  patient.  The  study  of  toxins,  of  anti- 
toxins, susceptibility  and  immunity,  has  done  much  in  clearing 
up  the  apparently  peculiar  conduct  of  bacteria.  We  know  that 
the  virulence  and  toxicity  of  the  same  organism  may  vary  widely 
under  different  conditions  and  influences,  not  only  in  culture  but 
in  the  living  body,  thus  giving  rise  to  different  phenomena  not 
only  in  dift'erent  individuals,  but  even  in  the  same  host  under 
varying  circumstances  and  in  different  locations.  Bodily  tem- 
perature; the  activity  of  the  excretory  functions;  the  condition 
of  the  nervous  system;  the  condition  of  the  blood,  either  its 
plasma  or  corpuscular  elements;  age,  sex,  race,  and  many  other 
factors,  some  very  slight,  determine  what  will  be  the  result  of  an 
infection— otherwise  we  would  all  in  a  very  short  time  fall  the 
victims  of  these  microscopic  parasites.  So  we  see  that  it  is  not 
only  the  \4rulence  of  the  bacteria,  per  se,  that  determines  the  re- 
sult of  their  growth  in  the  host,  but  it  is  also  true  that  ciuantity 
plays  an  important  part.  These  terms  and  the  conditions  which 
are  required  for  pathogenicity  are  all  relative,  and  this  relation 
must  always  be  borne  in  mind.  For  these  reasons,  then,  we 
should  not  underestimate  the  possibilities  of  such  a  pathogenic 
organism  as  the  gonocoecus.  AYe  see  its  effect  on  the  mucous 
membranes  of  the  urethra,  bladder,  rectum,  uterus,  and  Fallopian 
tubes,  and  even  on  the  peritoneum.  AVith  all  this,  however,  its 
presence,  even  in  quantities,  in  the  belly  after  a  rupture  of  a  tube 
or  abscess  during  an  operation  has  been  considered  of  s*»  little  con- 
seciuence  that  we  have  paid  little  attention  to  it. 

This  view  has  no  doubt  been  due  to  Bumm's  expression  of 
doubt  and  the  assertion  of  his  belief  that  the  gonocoecus  was  only 
pathogenic  when  implanted  upon  the  mucosa,  and  was  soon  de- 
stroyed in  serous  cavities  nnless  there  was  a  mixed  infection. 
These  views  were  emphasized  by  Bumm  as  late  as  1891  and  re- 
iterated in  a  manner  by  Treves  as  late  as  1897.  In  the  light  of 
experiments  upon  the  peritoneum  by  Wertheim  and  others,  and 
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clinical  observations  not  only  since  but  as  early  as  1893,  these 
^dews  can  hardly  longer  be  maintained ;  and  though  it  is  true  that 
the  gonococcus  is,  essentially  a  parasite  of  mucous  membranes, 
columnar  epithelium  being  less  resistant  than  pavement  epithe- 
lium, it  is  also  a  fact  that  tlie  gonococcus  does  invade,  as  has  been 
abundantly  proved,  other  tissues.  It  penetrates  into  the  sub- 
mucous tissues  in  cases  of  gonorrhea,  causing  connective-tissue 
proliferations  resulting  in  stricture. 

rt  attacks  the  synovial  membranes  and  tendon  sheaths,  also  the 
endo-  and  pericardium. 

Rarely,  but  undoubtedly,  the  gonococcus  has  produced  meta- 
static abscesses  in  muscles  and  subcutaneous  connective  tissue,  as 
shown  by  the  cases  reported  by  Lang,  Horwitz,  Scholz,  Bujwid, 
and  Almkvist.  However,  in  such  location  it  finds  the  life  con- 
ditions more  or  less  unsuitable,  and,  after  the  initial  activity,  the 
organism  rapidly  disappears,  leaving  behind  a  collection  of  sterile 
pus. 

Recently  we  had  occasion  to  observe  a  metastatic  gonorrheal 
condition  which  differed  in  this  respect,  occurring  in  a  male.  The 
patient  was  a  healthy  young  adult.  In  the  second  week  of  his 
first  gonorrhea,  characterized  by  a  very  profuse  discharge,  but  no 
lymphangitis  or  adenitis,  a  tender,  painful  condition  of  both 
ankles  supervened.  Some  swelling  also  occurred  and  the  skin 
was  perceptibly  reddened.  The  patient,  however,  kept  to  his  feet 
and  managed  to  walk  (contrary  to  instructions)  fairly  well.  The 
ankles  underwent  a  spontaneous  improvement,  but  at  the  same 
time  an  inflammatory  condition  of  the  metacarpal  extremity  of 
the  index  finger  of  the  left  hand  developed.  This  rapidly  took 
on  the  appearance  of  an  acute  abscess  and  burst  eventually,  dis- 
charging large  quantities  of  thick,  creamy  pus.  Subsequent  de- 
velopment proved  this  to  have  been  a  tendo-vaginitis.  Microscopi- 
cal examination  of  the  pus  showed  a  picture  identical  in  appear- 
ance with  that  of  an  ordinary  gonorrhea.  The  gonococci  were 
very  plentiful,  their  grouping  was  without  exception  intra- 
cellular ;  no  other  organisms  of  any  kind  present.  Their  identity 
was  proved  by  Gram's  method  of  staining. 

We  have  here  a  flooding  of  the  system  by  the  gonococci,  their 
localization  in  three  places,  and  the  production  of  an  acute  puru- 
lent condition  upon  a  serous  surface.  The  patient  at  no  time 
complained  of  severe  constitutional  symptoms.  His  fever  was 
slight,  rigors  were  absent,  his  only  distress  being  the  pain  of  the 
inflamed  area.  At  no  time  in  his  life  had  he  ever  had  anything 
resembling  articular  rheumatism.     That  the  organism  can  and 
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frequently  does  cause  trouble  in  serous  cavities  other  than  the 
peritoneal  the  above  case  plainly  shows.;  we  believe  this  is  no 
longer  doubted,  as  shown  by  findings  in  numerous  similar  cases. 
*  Kecently  Gushing  has  reported  two  cases  of  gonococcal  peri- 
tonitis, general  in  character,  followed  by  operation  and  recovery. 
His  paper,  published  in  the  Johns  Hopkins  Bulletin,  No.  98,  gives 
these  cases  in  full  and  also  a  resume  of  the  work  and  observation 
done  in  this  line.  He  mentions  a  case  by  Wertheim,  published  in 
1892,  as  the  earliest  of  this  character,  also  cases  by  Menge  in  1893, 
by  Veit  in  1893,  possible  cases  by  Penrose,  Chaput,  Korte,  and 
Brose.  Gushing,  however,  agrees  with  Kiefer  that  "as  yet  there 
is  no  case  of  diffuse  gonococcal  peritonitis  which  is  not  open  to 
objection,"  and  reports  his  two  cases  as  setting  at  rest  all  doubt 
upon  this  subject. 

As  further  tending  to  prove  that  acute  suppurative  peritonitis 
can  be  caused  by  this  micro-organism,  we  would  call  attention  to 
an  article  by  one  of  us  Avhieh  was  published  in  the  Medical  News, 
October  19,  1895,  reporting  such  a  case,  the  history  being  in  a 
measure  such  as  those  reported,  and  bearing  out  the  fact  that 
these  cases,  as  Bumm  says,  and  as  was  true  in  Gushing 's  cases, 
are  more  apt  to  follow  menstruation.  The  ease  then  reported 
followed  an  operation,  differing  in  that  and  in  the  final  outcome 
from  those  reported  by  Gushing.  As  this  case  was  of  quite  a 
great  deal  of  interest,  it  is  given  below.  In  the  publication  we 
then  made  are  mentioned  two  cases  referred  to  through  the  kind- 
ness of  Prof.  Roswell  Park— namely,  one  by  Ghallan  in  1893.  of 
a  fatal  case  of  gonorrheal  peritonitis  following  eight  days  after 
an  uncomplicated  case  of  gonorrhea,  and  a  case  by  Merniet,  re- 
ported in  1893,  following  funiculitis,  the  patient  recovering.  • 

Our  case  was  as  follows :  The  patient  was  a  prostitute  about 
17  years  of  age,  and  was  admitted  to  the  hospital  ia  April,  1895. 
She  was  in  the  habit  of  having  intercourse  during  the  menstrual 
period,  and,  to  prevent  detection  by  those  Avith  whom  she 
copulated,  she  would  introduce  a  tampon  into  the  vagina.  Three 
weeks  before  her  entrance  into  the  hospital  she  had  contracted 
gonorrhea.  About  two  weeks  afterward  her  menstrual  flow  came 
on,  and,  as  usual,  she  placed  a  sponge  in  the  vagina  to  absorb 
the  bloody  discharge,  as  she  had  done  on  previous,  occasions.  The 
sponge  was  removed  three  days  later,  and  she  stated  that  the  odor 
was  then  exceedingly  offensive.  She  had,  before  removal  of  the 
tampon,  begun  to  experience  some  abdominal  pain,  which  in- 
creased very  much  in  severity  a  day  or  two  later,  after  which  time 
she  felt  some  chilliness,  and  on  the  next  day  distinct  chills,  head- 
26 
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ache,  constipation,  etc.  She  then  came  into  the  hospital,  when  a 
diagnosis  of  double  pyosalpinx  was  made,  and  six  days  afterward 
— that  is,  on  April  23 — she  submitted  to  an  abdominal  section. 
During  this  period  the  temperature  had  ranged  from  100°  to 
]02°  F.,  being  at  no  time  normal,  while  the  pulse  rate  was  from 
90  to  120. 

The  right  tube  was  removed  without  much  trouble.  A  small 
quantity  of  pus  that  was  in  the  left  Irroad  ligament  escaped  into 
the  abdominal  cavity.  The  tissues  on  the  left  side  were  exceed- 
ingly friable.  The  first  ligature  applied  to  the  stump  cut 
through,  as  did  the  second,  the  third  being  placed  well  on  the 
fundus  of  the  uterus.  After  irrigation  a  drainage  tube  was  in- 
serted and  the  abdomen  closed.  Within  twenty- four  hours  septic 
peritonitis  developed.  On  the  second  day  the  drainage  tube  was 
removed  and  an  enema  given,  and  the  bowels  moved  as  a  result. 
On  the  third  day  there  were  nausea,  vomiting,  and  delirium  most 
violent  in  character,  death  closing  the  scene  late  on  the  same 
afternoon,  just  seventy-two  hours  after  the  operation. 

The  autopsy  had  to  be  made  rather  hurriedly.  There  was 
union  between  the  abdominal  muscles  and  the  peritoneum  at  the 
point  of  incision.  About  a  pint  of  pus  had  collected  in  the  pelvis. 
The  ligatures  had  held,  and  the  stumps  were  covered  by  adherent 
greater  omentum.  The  entire  peritoneum  was  violently  inflamed, 
the  process  being  most  severe  in  the  pelvis.  Besides  being 
swollen  and  softened,  the  intestinal  peritoneum  presented  numer- 
ous small  ecchymoses.  There  was  no  marked  change  in  any  other 
abdominal  organ.  The  intestines  were  agglutinated,  with  some 
pus  between  them  here  and  there  in  the  cavity. 
,  In  this  case  the  bacteriologic  examination  showed  on  human 
blood  serum  a  pure  culture  of  the  micrococcus  of  Neisser,  this 
being  the  only  organism  found  in  the  pus. 

Numerous  experiments  were  made  at  that  time,  not  with  the 
organism  from  this  case,  but  others,  in  an  attempt  to  prove  the 
pathogenicity  of  the  gonococcus  for  rabbits  and  guinea-pigs, 
when  injected  into  the  peritoneal  cavity.  These  efforts  resulted 
only  in  producing  a  localized  peritonitis  which  invariably  re- 
sulted, if  allowed  to  progress,  in  recovery,  thus  proving  nothing 
new,  but  verifying  work  done  previously  by  others. 

Recently  it  has  been  our  fortune  to  meet  another  case  of 
peritonitis  which  exhibited  not  only  the  gonococcus  but  lesions 
of  an  interesting  character  due  to  metastases.  The  case  was  pre- 
maturely reported  to  one  of  the  local  societies,  but  through  a 
misunderstanding,  and  on  account  of  the  sliort  time  given  for 
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observation,  this  report  was  very  incomplete  and  unsatisfactory, 
so  that  the  case  is  now  given  in  full  for  the  first  time. 

Some  time  since  there  came  under  our  observation  a  colored 
woman  with  the  diagnosis  already  made  of  intestinal  obstruction. 
She  had  been  under  treatment  for  perhaps  a  week  and  had  been 
given  various  purgatives,  cathartics,  high  enemata,  etc.,  without 
being  able  to  produce  a  movement  from  her  bowels.  She  gave 
the  following  history :  That  she  was  suddenly  seized  with  pain 
during  her  work,  and  felt  as  if  something  had  given  way  in  her 
abdomen.  She  was  in  profound  shock  when  first  seen  by  a  physi- 
cian, and  under  the  usual  treatment  she  rallied.  There  was  ob- 
stinate constipation,  the  intestines  became  distended,  she  began  to 
vomit,  and  gradually  her  temperature  began  to  go  up.  Every 
means  was  used  to  induce  a  stool,  but  nothing  passed  from  the 
bowel. 

An  examination  was  made  when  we  first  saw  her  and  a  diag- 
nosis was  made  of  a  tumor  upon  the  left  side  of  the  abdomen, 
probably  fibroid  in  character,  with  peritonitis,  from  what  cause 
we  did  not  know.  She  did  very  badly  and  was  in  no  condition  to 
operate  upon.  After  the  administration  of  probably  eight  minims 
of  croton  oil,  which  was  repeated,  she  had  one  stool.  She  had  also 
been  given  a  number  of  high  enemata  of  glycerin,  salts,  and  other 
of  the  usual  agents  to  induce  peristalsis.  She  had  one  or  two 
small  movements,  and  the  abdominal  distension,  which  had  been 
very  marked,  disappeared  somewhat,  though  she  continued  vom- 
iting and  remained  in  a  very  bad  condition.  She  began  to  im- 
prove slightly  two  days  later,  but  on  the  sixth  day  afterward  she 
began  complaining  of  pain  in  her  left  leg.  Examination  re- 
vealed anesthesia  of  the  left  leg  to  the  knee ;  her  foot  was  turned 
in  and  she  was  unable  to  move  the  leg.  When  seen  the  next 
morning  the  leg  was  not  only  anesthetic,  but  was,  very  dry  and 
markedly  discolored,  and  had  taken  on  a  dusky  hue,  which  the 
same  evening  became  bluish,  and  there  was  continued  absence  of 
sensation  and  also  of  motion,  with  cessation  of  pain.  A  needle 
could  be  passed  into  the  left  leg  for  quite  a  distance  without  any 
evidence  of  pain.  The  leg  was  perfectly  cold,  showing  that  she 
had  a  gangrene,  which  probably  began  at  the  time  she  first  com- 
plained of  pain.  This  was  fourteen  days  after  the  primary  at- 
tack of  pain  in  the  belly. 

There  was  now  observed  slight  swelling  of  the  left  parotid 
gland.  This  was  not  painful,  but  appeared  as  a  small  nodule 
at  the  lower  portion  of  the  lobe  of  the  ear,  extending  behind. 
She  went  on  from  bad  to  worse,  the  line  of  demarcation  forming 
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on  the  gangrenous  leg  at  about  the  junction  of  the  middle  and 
upper  thirds.  The  swelling  of  the  parotid  gland  rapidly  in- 
creased in  size.  The  bowels  continued  to  move,  though  she  had 
persistent  vomiting  and  still  considerable  distension,  with  a 
tongue  which  was  very  furred,  showing  continuation  of  trouble 
in  the  peritoneal  cavity. 

Three  days  later  she  died.  Autopsy  showed  that  there  was  a 
diffuse  peritonitis,  the  intestines  being  markedly  congested,  with- 
out any  pus  in  the  free  cavity;  but  upon  the  right  side,  low 
down,  surrounding  the  caput  coli  and  filling  the  right  iliac 
region,  was  a  quantity  of  very  thick,  slightly  bloody  purulent 
material.  It  was  almost  jelly-like  in  consistence.  This  came 
from  a  ruptured  tubal  abscess  on  this  side.  The  uterus  was  be- 
set with  fibroid  tumors,  some  of  them  undergoing  calcareous 
degeneration;  one  of  them  was  quite  edematous,  undergoing 
suppuration.  On  the  left  side,  where  the  tumor,  which  we  had 
left  during  life,  most  presented,  there  was  a  large  tubal  abscess 
containing  at  least  a  pint  of  pus.  Dissection  of  the  femoral 
vessels  showed  at  the  bifurcation  of  the  femoral  into  the  anterior 
and  posterior  tibial  a  clot  which  was  adherent,  completely  block- 
ing these  two  vessels,  and  also  blocking  the  femoral;  there  was 
also  an  endarteritis  which  was  quite  marked  in  these  vessels. 

Bacteriological  examination  was  made  of  the  pus  and  the  blood 
from  various  places,  as  well  as  the  clot  at  the  bifurcation  of  the 
femoral,  also  from  the  left  parotid  gland,  which  was  one  large 
pus  cavity,  having  in  it  eight  or  ten  ounces  of  pus.  In  the 
various  locations  were  found  what  we  take  to  be  pure  cultures 
of  gonococci.  Stained  by  Gram's  methods  the  micro-organism 
decolorized.  By  the  simple  staining  the  specimens  examined 
showed  typical  grouping,  intracellular,  such  as  is  found  in  the 
pus  from  a  gonorrheal  urethra. 

Cultures  of  the  various  material  on  ordinary  gelatin,  bouillon, 
and  agar-agar  were  negative ;  and  while  it  would  have  been  proof 
positive  had  we  cultivated  the  gonococcus  upon  other  and  suitable 
media,  we  hold  the  negative  diagnosis,  which  is  one  of  exclusion, 
to  be  sufficient  in  the  case,  especially  when  considered  in  con- 
nection with  the  staining  reaction. 

This  case  is  especially  striking  from  the  fact  that  the  lesion 
of  the  tubes  had  probably  existed  for  a  long  time  and  the  pus 
still  retained  its  virulent  characteristics.  Secondly,  that  we  had 
here  undoubtedly  a  septic  embolus  which  had  become  located  at 
the  bifurcation  of  the  vessels,  causing  the  gangrene.     Thirdly, 
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the  metastasis  in  the  parotid  gland,  which  undoubtedly  resulted 
from  the  same  primary  septic  source. 

^  In  conclusion  we  would  say  that  to-day  we  are  in  the  possession 
of  absolute  facts  pointing  to  the  extensive  activity  of  the  gonococ- 
cus  in  regions  formerly  considered  immune  to  its  infection.  The 
lesions  produced  may  be  summed  up  briefly  as  follows:  endo- 
metritis, metritis,  salpingitis,  oophoritis,  peritonitis  (both  cir- 
cumscribed and  diffuse),  proctitis,  seminal  vesiculitis,  cystitis, 
epididymitis  (probably  rhinitis  and  otitis),  peri-  and  endo- 
carditis, pleuritis,  parotitis,  periostitis,  osteomyelitis,  bursitis, 
arthritis,  tendo- vaginitis,  muscular  and  subcutaneous  abscesses, 
myelitis  and  meningitis.  Metschnikoff 's  investigation  of  the  ner- 
vous tissue  according  to  Nissel's  method  has  disclosed  the  fact 
that  the  toxin  of  the  gonococcus  has  an  undoubted  deleterious 
effect  upon  the  cord.  Clinically  this  is  shown  by  the  occurrence 
of  neuralgias  (ischias).  Also  probably  due  to  the  circulating 
toxin  alone  are  the  cutaneous  lesions  at  times  observed.  They 
are  multiform,  in  kind  erythematous,  papular,  urticarial,  hemor- 
rhagic, bullous,  and  hyperkeratoid. 

Wassermann's  investigations  show  that  the  toxin  of  the  gono- 
coccus has  marked  phlogistic  powers  and  is  bound  during  life 
to  the  bodies  of  the  cocci.  After  their  death  its  liberation  may 
produce  an  active  suppuration,  the  bacteria  themselves  disap- 
pearing by  disintegration.  This  may  explain  the  inability  a,t 
times  to  find  the  organism,  though  we  may  be  firm  in  the  belief 
that  the  condition  or  death  may  have  been  caused  by  their  action. 

229  West  Chestnut  street. 


REPAIR    OF    A    COMPLETE    LACERATION    OF    THE  PERINEUM. 

IN   A   GIRL   OF   NINE   YEARS,  PRODUCED    BY   THE 

FINGER  OF  THE  OBSTETRICIAN  AT  THE 

PATIENT'S    BIRTH.i 


H.    A.    ROYSTER,    A.B.,    M.D., 
Raleigh,    N.    C. 


The  following  case  is  reported  because  of  its  extreme  rarity 
and  on  account  of  the  peculiar  features  attending  it: 

'Read  before  the  Southern  Surgical  and  Gynecological  Association,  at 
Richmond,  Va.,  November  12,  1901, 
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The  patient  was  L.  F.,  a  well-nourished  girl  of  9  years.  At 
her  birth,  in  another  State,  her  perineum  was  torn  completely 
through  the  recto-vaginal  septum,  and  the  explanation  of  this  oc- 
currence is  stated  to  be  as  follows:  The  child's  grandfather,  a 
very  aged  physician,  acted  as  accoucheur.  Owing,  probably,  to 
dimmed  eyesight  and  infirmity,  a  breech  presentation  was  evi- 
dently mistaken  for  a  vertex  position,  and  the  obstetrician,  in- 
troducing his  finger  into  what  he  supposed  was  the  child's  mouth, 
but  which  was  really  its  vagina,  exerted  traction,  and  the  result 
was  a  complete  laceration  of  the  baby's  perineum. 

No  immediate  harm  came  from  the  accident,  and  it  was  re- 
solved not  to  attempt  a  restoration  of  the  injured  region  until 
the  girl  was  considerably  older.  During  the  fall  of  1900  she  came 
first  under  the  observation  of  my  friend  Dr.  Hubert  Haywood,  of 
this  city,  who  related  the  above  facts  and  kindly  referred  the 
patient  to  me  for  operation. 

The  parts,  on  examination,  showed  a  quantity  of  dense  scar  tis- 
sue. The  tear  extended  into  the  vagina  to  the  depth  of  a  half- 
inch,  and  the  sphincter  ends  were  plainly  visible  on  either  side. 
No  incontinence  of  feces  had  occurred. 

At  Rex  Hospital,  on  November  15,  1900,  under  chloroform 
anesthesia,  a  butterfly-shaped  denudation  was  made  in  the  vagina 
and  the  exposed  edges  of  the  rectum  pared,  taking  pains  to  dis- 
sect out  the  torn  sphincters.  The  rectal  tear  was  then  united 
with  catgut  sutures,  which  were  tied  inside  the  bowel  and  cut 
short.  Silkworm  gut  was  used  for  closing  the  vaginal  surfaces 
^nd  bringing  together  the  ends  of  the  sphincter  muscle.  Perfect 
-apposition  was  obtained,  and  rigid  asepsis  was  observed  in  all 
the  details  of  the  technique.  In  spite  of  these  precautions,  only 
partial  success  resulted,  due  to  the  fact  that  the  patient's  bowels 
'became  unmanageable  just  at  the  beginning  of  the  operation  and 
the  denuded  area  was  constantly  and  unavoidably  bathed  by  a 
stream  of  feces.  This  unlooked-for  disaster  was  brought  about 
by  faulty  preparation  of  the  patient  before  admission.  A  purga- 
tive had  been  administered  the  day  before,  and  on  the  morning  of 
the  operation  an  enema  was  given,  with  the  report  that  the  boweh 
had  been  thoroughly  emptied.  The  continual  discharges  were  a 
source  of  much  annoyance,  but,  having  begun,  it  was  judged  best 
to  complete  the  operation,  accepting  the  risk  of  infection  and 
hoping  for  a  favorable  termination.  However,  at  the  end  of  two 
weeks  it  was  found  that  the  external  sutures  did  not  hold,  though 
union  of  the  upper  part  of  the  denuded  area  M^as  secured. 

A  second  operation  was  attempted  April  18,  1901.     The  same 
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method  was  employed,  but  modified  to  suit  the  changed  relations. 
In  view  of  the  former  experience,  the  child  was  prepared  this 
,  time  under  direct  personal  supervision  and  no  fecal  contamina- 
tion occurred.  The  parts  healed  promptly  and  the  result  is  per- 
fect. 

After  a  somewhat  extensive  search  no  case  parallel  to  this  has 
been  found  in  the  literature  on  the  subject.  There  are  many 
instances  of  injury  to  the  female  perineum,  both  in  children  and 
in  adults,  exclusive  of  parturition.  Usually  these  are  produced 
by  falling  astride  hard  objects,  by  the  act  of  coition,  or  by  the 
goring  of  horned  animals.  But  certainly  cases  like  that  just  re- 
lated are  not  frequently  heard  of.  The  only  one  resembling  it, 
to  our  knowledge,  is  a  case  that  occurred  some  years  ago  in  the 
practice  of  Dr.  R.  L.  Payne,  now  of  Norfolk,  Va.,  then  residing  in 
North  Carolina.  In  this  instance  the  primary  operation  was 
done,  but  the  case,  especially  in  its  mode  of  production,  bears  so 
close  a  resemblance  to  the  one  herein  reported  that  a  description 
of  it  is  taken  from  Dr.  Payne's  personal  communication  and 
quoted  verhatim  as  a  fitting  close  to  this  brief  paper : 

'"A.  B.,  set.  4  days,  a  well-developed  female  infant  with  a  lacer- 
ated perineum,  the  laceration  extending  through  the  sphincter 
ani.  The  mother  of  the  baby  stated  that  she  had  suffered  a  very 
tedious  labor,  the  child  presenting  by  the  breech.  She  was  at- 
tended in  confinement  by  a  midwife,  who  made  frequent  eft'orts 
to  deliver  the  breech  with  her  fingers,  and  during  these  efforts 
she  evidently  hooked  a  finger  in  the  anus  and  tore  through  into 
the  vagina.  The  laceration  was  dirty  and  had  a  glazed  appear- 
ance. I  curetted  the  whole  lacerated  surface  with  a  sharp  spoon 
and  closed  it  with  small  silver-wire  sutures.  No  effort  was  made 
to  suture  the  rectal  tear  separately,  but  the  sutures  were  placed 
deeply.  Good  union  resulted." 
Tucker  Building. 
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Stated  Meeting,  December  10,  1901. 
The  President,  Malcolm  McLean,  M.  D.,  in  the  Chair. 

A  NEW  ASEPTIC  SYRINGE. 

Dr.  C4eorge  L.  Brodhead. — Some  months  ago,  in  the  attempt 
to  find  a  syringe  which  could  be  made  sterile  for  use  in  infecting 
the  bags  of  Champetier  de  Ribes,  I  found  that  there  was  prac- 
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tically  but  one  instrument  which  seemed  to  meet  the  require- 
ments, this  being  the  Frank  modification  of  Janet's  syringe, 
with  which  you  are  all  doubtless  familiar.  There  are,  however, 
several  serious  objections  to  this  instrument,  aside  from  the 
question  of  the  original  cost,  which  is  considerable,  and  in  fact 
almost  prohibitive  to  many  would-be  purchasers. 

The  glass  barrel  upon  which  the  metal  extremities  are  cement- 
ed is  often  broken  in  the  process  of  boiling,  and  the  cement  in 
some  instances  is  softened,  thus  rendering  the  instrument  use- 
less. 

With  the  kind  assistance  of  the  Kny-Scheerer  Company,  of 
this  city,  I  have  devised  a  syringe  which  has  many  advantages, 
among  which  are  the  f olloAving : 

1.  It  can  be  thoroughly  sterilized  by  boiling. 

2.  It  is  always  in  order. 

3.  The  barrel  is  of  glass  and  one  can  readily  observe  whether 
the  instrument  is  working  properly  or  not. 

4.  The  instrument  is  simple  in  construction  and  the  various 
parts  can  be  easily  replaced. 

5.  Its  field  of  usefulness  is  wide. 

6.  The  cost  is  less  than  half  that  of  the  imported  syringe. 
The  syringes  are  of  two  sizes,  the  smaller  with  a  capacity  of 

two  and  one-half  ounces,  the  larger  holding  about  four  and  a 
half  ounces. 

ACCIDENTAL    HEMORRHAGE    FOLLOWING    TAMPONADE    OF    THE 
LOW^ER  UTERINE  SEGMENT. 

Dr.  Henry  C.  Coe.  —  The  following  case  is  placed  on  record 
because  it  is  not  only  unique  in  my  own  experience,  but  is,  so  far 
as  I  know,  the  only  one  that  has  been  reported. 

Mrs.  B.  had  had  one  child  eight. years  before  by  a  former 
husband.  Her  present  pregnancy  was  complicated  with  intract- 
able dyspepsia  and  extreme  nervousness  and  inability  to  take 
even  moderate  exercise  without  local  pain  and  exhaustion.  Ac- 
cording to  my  estimate  labor  was  to  be  expected  the  last  week  in 
November,  1901.  The  daily  amount  of  urine  was  considerably 
diminished  at  the  beginning  of  the  last  month.  On  November 
1  only  946  cubic  centimetres  were  passed,  having  a  specific  grav- 
ity of  1021,  and  containing  one-forty-third  of  one  per  cent  of 
albumin,  but  no  casts.  The  urea  was  15  grammes  to  the  litre 
(the  normal  being  13  to  18  grammes).  The  patient  had  been 
on  careful  diet  and  was  in  fair  condition  at  the  time.  She  con- 
tracted a  severe  cold  and  had  a  moderate  bronchitis.  This  was 
followed  by  a  sharp  attack  of  diarrhea  and  she  began  to  have 
some  severe  headaches.  The  daily  amount  of  urine  was  about 
one  litre.  The  report  on  November  12  showed  an  absence  of 
albumin,  specific  gravity  1009,  no  casts;  but  the  urea  was  only 
3.5  grammes  to  the  litre,  a  diminution  of  75  per  cent.  The 
patient  had  become  thoroughly  demoralized  and  I  decided  to 
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anticipate  the  time  of  her  accouchement.  The  child  was  well  de- 
veloped; position  R.  0.  A.;  cer^dx  soft  and  patulous.  A  loud 
placental  bruit  was  heard  low  down  in  the  median  line.  Under 
light  anesthesia  (the  patient  being  otherwise  uncontrollable)  the 
lower  uterine  segment  was  easily  packed  with  gauze,  not  more 
than  two  yards  being  introduced,  as  the  head  was  low  down.  It 
Avas  not  necessary  to  dilate  the  cervix,  which  already  admitted 
two  fingers.  Quinine  sulphate,  ten  grains,  was  given.  She  re- 
covered from  the  anesthetic  in  a  few  minutes  and  I  left  her  at 
11  o'clock  A.M.  At  2  o'clock  p.m  the  nurse  telephoned  me  to 
say  that  slight  uterine  contractions  had  occurred,  accompanied 
by  a  considerable  discharge  of  bright-red  blood.  I  saw  the  pa- 
tient at  once  and  found  that  several  pads  had  been  soaked. 
Soon  after  my  arrival  she  had  a  pain  so  severe  that  she  made  a 
loud  outcry  and  said  that  she  could  not  endure  it.  I  noted  that 
the  uterus  was  contracting  normally.  The  fetal  heart  was  strong, 
but  the  placental  bruit  was  not  as  loud  as  it  was  in  the  morning. 
As  the  oozing  continued,  I  tamponed  the  vagina  firmly.  This 
caused  a  renewal  of  the  agonizing  pain  in  the  back  and  lower 
abdomen.  After  a  few  minutes  the  hemorrhage  continued  as 
before.  I  thought  at  first  that  the  blood  came  from  a  point  in 
the  cervix  where  the  bullet  forceps  had  torn  out,  but  was  soon 
convinced  that  it  must  come  from  the  interior  of  the  uterus. 
I  removed  all  the  gauze,  found  the  cervix  dilated  so  as  to  admit 
three  fingers,  the  membranes  intact,  and  the  head  low  down. 
A  clot  the  size  of  the  fist  was  expelled;  then  the  bleeding  ceased 
for  half  an  hour,  as  well  as  the  uterine  contractions.  Then  a 
large  clot  came  away  and  the  bleeding  continued.  The  patient 
had  now  lost  fully  twenty  ounces  of  blood,  and,  although  the 
maternal  pulse  and  fetal  heart  were  not  affected,  I  felt  sure  that 
the  edge  of  the  low-placed  placenta  had  become  detached  and 
that  it  was  necessary  to  empty  the  uterus  without  delay. 

As  soon  as  assistance  could  be  obtained  the  patient  was  ether- 
ized and  the  cervix  was  dilated  manually  in  a  few  minutes.  As. 
the  membranes  had  ruptured  and  the  head  was  partially  en- 
gaged, the  child  was  of  medium  size,  and  the  pelvis  roomy,  the- 
use  of  forceps  was  elected  in  preference  to  version.  A  vigorous 
male  infant  of  seven  pounds  was  delivered  without  difficulty,  the 
entire  operation  consuming  thirty  or  forty  minutes.  The  uterus- 
contracted  firmly,  but  a  sharp  hemorrhage  followed.  AVhile  re- 
moving the  placenta  I  discovered  an  interstitial  fibroid  tumor  the- 
size  of  an  English  walnut  in  the  lower  uterine  segment  poste- 
riorly, one-third  of  Avhich  protruded  into  the  cavity.  As  the- 
bleeding  was  not  checked,  the  cervix  was  promptly  exposed, 
pulled  down  with  bullet  forceps,  and  a  deep  tear  was  found  on 
the  left  side.  This  was  closed  with  sutures  of  chromic  gut  and 
the  hemorrhage  ceased.  The  patient  had  no  shock  and  her 
pulse  was  full  and  strong.  She  made  an  afebrile  recovery  and 
the  child  has  thrived.  An  examination  of  the  placenta  con- 
firmed the  diagnosis,  as  the  presence  of  old  adherent  blood  clot 
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over  its  lower  half  showed  that  it  had  been  detached.  There  was 
no  laceration  of  the  placental  tissue.  I  should  add  that  in  pass- 
ing my  hand  into  the  uterine  cavity  innnediately  after  delivery 
of  the  child  I  satisfied  myself  that  the  placenta,  though  attached 
low  down  on  the  anterior  wall,  could  not  be  called  even  a  mar- 
ginal previa.  It  is  also  interesting  to  note  that  there  was  little, 
if  any,  bleeding  during  the  manual  dilatation  of  the  cervix 
and  the  delivery  of  the  child.  There  is  no  doubt  in  my  mind 
that  in  inserting  the  gauze  I  must  have  either  separated  the  lower 
margin  of  the  placenta,  or  else  the  gauze  was  pressed  against 
it  so  firmly  that  when  the  uterus  contracted  the  placenta  was 
forced  down  against  the  tampon  and  thus  the  separation  began. 
As  the  blood  collected  between  it  and  the  uterine  wall  further 
separation  occurred  and  the  hemorrhage,  at  first  slight,  gradually 
increased  in  amount.  An  interesting  fact  in  this  connection  was 
the  gradual  disappearance  of  the  placental  bruit,  which  entirely 
disappeared  during  the  coui'se  of  the  operation.  An  examin- 
ation of  the  urine  two  weeks  after  operation  showed  that  it  was 
entirely  normal.  Amount  of  urea,  12  grammes  to  the  litre.  The 
mother  drove  out  at  the  end  of  the  fourth  week.  The  pelvic 
examination  showed  that  the  uterus  had  undergone  perfect  in- 
volution. The  cervix  was  of  normal  size  and  the  tumor  could 
not  be  felt. 

I  Avish  to  acknowledge  my  indebtedness  to  Dr.  G.  W.  Jarman 
for  his  invaluable  assistance,  without  which  I  feel  that  the  case 
would  have  terminated  less  successfully. 

Dr.  Abram  Brothers. — Cases  of  accidental  hemorrhage  are 
always  interesting.  I  met  my  first  case  after  seventeen  years 
of  practice.  Last  winter  the  wife  of  a  doctor  was  pregnant  for 
the  first  time.  I  was  called  up  one  evening  on  the  telephone  and 
was  told  that  she  was  seven  months  pregnant  and  that  she  was 
losing  blood,  and  I  said  I  would  see  her  the  first  thing  in  the 
morning.  One  or  two  hours  later  I  was  again  called  up  and  was 
told  that  the  woman  had  a  small  and  rapid  pulse  and  that  a  lit- 
tle blood  was  passed.  AVlien  I  saw  her  she  gave  the  picture  that 
is  usually  met  with  in  internal  hemorrhage.  The  case  appeared 
to  be  one  of  normal  pregnancy,  but  the  abdomen  was  distended, 
there  was  marked  anemia,  and  the  pulse  was  found  to  be  small 
and  rapid.  Examination  showed  no  dilatation  of  the  os.  The 
diagnosis  of  internal  hemorrhage  was  absolute  from  the  clinical 
history  and  the  picture  presented.  The  patient's  condition  was 
very  low  and  the  only  thing  to  do  was  to  empty  the  uterus. 
Under  an  anesthetic  dilatation  was  accomplished,  but  it  was 
exceedingly  slow  and  difficult.  After  the  uterus  was  partly 
opened  a  good  deal  of  blood  began  to  appear;  when  I  could  in- 
troduce my  hand  into  the  uterus  I  could  feel  the  entire  cavity 
of  that  organ,  between  the  membranes  and  the  uterine  wall,  to 
be  filled  with  large  clots  and  liquid  blood.  The  membranes 
were  ruptured,  version  performed,  and  the  child  was  delivered, 
the  whole  procedure  occupying  three-quarters  of  an  hour.     The 
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patient's  condition  remaining  low,  transfusion  was  performed  in 
the  veins  on  both  sides.  The  following  morning  the  pulse  was 
1^0  and  she  was  exceedingly  feeble.  There  was  no  temperature 
during  the  succeeding  days  or  weeks,  but  she  developed  a  fem- 
oral thrombosis  and  it  was  two  or  three  months  before  she  fully 
recovered.  The  child  was  lost.  Later  she  again  became  preg- 
nant. 

Dr.  Henry  C.  Coe.  —  The  case  cited  by  Dr.  Brothers  illustrates 
the  gravity  of  concealed  accidental  hemorrhage  as  compared 
with  those  in  which  the  blood  escapes  from  the  uterus  instead 
of  remaining  within  the  cavity.  The  sudden  distension  of  the 
organ  adds  an  element  of  shock  which  is  entirely  out  of  pro- 
portion to  the  amount  of  blood  lost.  Such  a  case  occurred  in 
my  practice  over  ten  years  ago,  in  a  primipara  who  was  in  the 
first  stage  of  labor  at  terra.  The  accident  was  promptly  recog- 
nized and  the  patient  was  delivered  without  undue  delay  of  a 
dead  child,  but  succumbed  to  shock,  although  the  actual  loss  of 
blood  Avas  less  than  in  an  ordinary  postpartum  hemorrhage. 
The  cause  of  the  placental  separation  was  never  discovered. 

I  would  like  to  propose  that  we  discuss  the  subject  of  the  rap- 
idity with  which  gonorrheal  infection  may  travel  from  the 
uterus  to  the  tubes.  My  reason  for  this  suggestion  is  that  I 
have  a  patient  now  under  observation  who  was  infected  not  more 
than  six  weeks  ago.  I  operated  upon  her  eight  days  ago,  and  I 
have  seldom  met  with  a  more  solid  exudate,  even  in  old  chronic 
cases.  She  had  always  been  perfectly  well  and  had  been  mar- 
ried but  two  months.  As  there  had  been  no  evidence  of  peri- 
tonitis, I  was  surprised  to  find  such  firm  general  adhesions  in 
addition  to  a  double  pyosalpinx.  Both  ovaries  and  a  portion  of 
one  tube  were  preserved.  The  patient  made  an  afebrile  re- 
covery. 

Dr.  H.  J.  BoLDT.  — I  must  confess  that  although  formerly  I  did 
rather  radical  operations  in  these  instances,  careful  study  and 
reflection  have  caused  me  to  hesitate  to  proceed  with  this  some- 
what radical  procedure.  In  instances  of  acute  gonorrheal  in- 
fection with  specific  pyosalpinx  I  prefer  to  do  a  vaginal  sec- 
tion, with  drainage,  and  keeping  the  patient  under  observation 
for  a  period  of  time  from  two  to  six  months ;  then,  in  case  a  com- 
plete cure  has  not  been  achieved,  a  more  radical  operation  may 
be  performed  per  abdomen.  It  has  been  my  experience  in  cases 
of  acute  gonorrheal  infection  that  the  disease,  in  the  course  of 
time,  under  conservative  procedures,  would  go  into  a  quiescent 
state  and  the  patient  make  a  comparatively  good  recovery  with- 
out resorting  to  abdominal  surgical  intervention. 

There  is  no  question  in  my  mind  as  to  the  rapidity  with 
which  the  disease  travels.  I  know  one  instance  of  a  person  who 
infected  his  wife  immediately  after  marriage,  and  two  weeks 
later  she  had  a  suppurative  disease  of  the  tubes  and  pelvic 
peritonitis. 

Dr.  Henry  C.  Coe. — The  operation  was  done  principally  on 
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account  of  the  persistent  and  unbearable  pain.  The  pain  was 
exactly  like  that  of  an  ectopic  gestation,  and  it  was  on  account 
of  my  suspicion  of  the  possible  existence  of  the  latter  condition 
that  I  transferred  her  to  the  hospital  and  operated  -svithout 
delay.  I  may  add  that  the  usuallj^  diagnostic  vaginal  section 
was  negative  on  account  of  the  thick  pelvic  exudate. 

Dr.  Herman  J.  Boldt. — What  Dr.  Coe  says  regarding  the 
suspicion  of  a  ruptured  ectopic  gestation  reminds  me  that  two 
or  three  times  I  made  a  doubtful  diagnosis  of  an  ectopic  gesta- 
tion on  account  of  the  existence  of  such  marked  pain  and  the 
patient  presenting  symptoms  and  a  history  resembling  many 
instances  of  ruptured  ectopic  gestation.  Operation  showed  there 
was  a  suppurative  salpingitis  Avith  pelvic  peritonitis,  proved  to 
be  of  specific  origin. 

vaginal  incision  and  drainage  in  acute  pelvic  peritonitis, 
salpingitis,  and  cellulitis. 

Dr.  "W.  M.  Polk. — I  wish  to  discover  the  prevailing  sentiment 
of  the  Society  upon  the  treatment  of  acute  attacks  of  pelvic 
peritonitis  and  cellulitis  dependent  upon,  and  associated  with, 
acute  salpingitis  and  endometritis.  When  dependent  upon  ap- 
pendicitis, typhoid,  or  other  perforations  of  the  intestines,  the 
infrequency  and  the  gravity  of  the  condition  permit  fewer  differ- 
ences, so  this  form  will  be  left  outside  the  inquiry.  I  might,  also,, 
exclude  recurrent  cases,  acute  exacerbations  upon  the  top  of 
a  chronic  or  latent  state  of  inflammation  in  the  appendages.  I 
will  suppress  them,  at  any  rate,  considering  them  in  connection 
with  a  separate  question  to  which  I  will,  time  permitting,  refer 
later. 

Confining  my  remarks  to  the  class  of  cases  specified,  I  will, 
before  proceeding  further,  subdivide  them  into  three  groups, 
according  to  the  general  characteristics  of  the  infecting  agent: 
(1)  septic,  (2)  specific,  and  (3)  benign.  As  we  are  dealing  with 
the  subject  from  the  clinical  side,  I  of  course  assume  that  the 
grouping  is  based  upon  clinical  observation,  including  of  neces- 
sity a  microscopical  and  the  bacteriological  examination  of  the 
discharges.  This  understood,  we  pass  on  to  the  initial  question, 
"How  shall  we  treat  these  cases?"  I  do  not  think  I  am  far 
amiss  if  I  say  that  the  prevailing  treatment  for  all  those  groups 
to-day  is  what  may  be  termed  "expectant,"  by  which  I  mean 
that  rest,  hot  vaginal  douches,  poultices  or  the  ice  bag  over  the 
abdominal  area  of  inflammation,  catharsis  and,  when  pain  is 
present  and  pronounced,  anodynes,  with  cleansing  of  the  uter- 
ine cavity  in  one  group,  the  septic,  when  decidual  tissue  is  sup- 
posed or  known  to  be  the  focus,  make  up  the  sum  total  of  the 
treatment  under  this  management.  There  can  be  little  doubt 
that  in  the  benign  this  treatment  can  give  good  results;  but 
many  of  us  question  its  completeness  in  the  remaining  groups, 
for  we  find  that  the}''  furnish  a  large  share,  if  not  all,  of 
those  that  come  up  later  for  the  radical  measures  involved  in  a. 
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laparatonn'  and  excision  of  important  organs.  This,  it  seems 
to  me,  is  so  vital  a  defect  as  to  demand  inquiry  whether  some 
other  measures  cannot  be  devised  to  abolish  so  extreme  a  meas- 
rjre — not  so  much  the  laparatomy,  but  the  excising  of  organs.  We 
are  perhaps  all  agreed  that  when  those  organs  become  so  changed 
by  disease  as  to  make  them  a  danger  to  life  and  a  constant 
source  of  ill  health,  some  radical  operation  is  demanded;  but 
•surely  we  are  not  willing  to  stand  by  and  see  changes  going  on 
M^hich  will  compel  this  and  not  make  more  efforts  to  abort  this 
dire  result.  Is  there  anything  offered  which  holds  out  a  hope 
for  the  more  extreme  cases,  which  will  do  more  than  mere  expec- 
tancy to  help  the  natural  powers,  restore  to  them  their  integ- 
rity? Not  long  ago,  when  operation  through  the  vagina  upon 
the  genital  structures  above  the  vagina  was  an  acute  question, 
we  had  our  attention  called  to  the  advantages  derived  for  these 
cases  from  incisions  through  the  vaginal  wall  into  the  region  of 
the  pelvis  behind  the  uterus.  You  are  all  familiar  with  the 
idea,  but  I  cannot  gather  from  my  observations  that  the  plan, 
if  adopted  by  you,  has  in  your  experience  proved  successful.  If 
unsuccessful.  I  can  understand  that  this  is  sufficient  reason 
for  the  small  use  to  which  it  appears  to  be  put;  if  successful, 
why  has  it  made  so  little  headway  in  the  profession  at  large? 
Perhaps  the  best  way  to  reach  your  opinion  is  to  give  my  own 
experience  and  then  ask  for  yours  in  comment. 

I  have  treated  in  my  wards  at  Bellevue  within  the  past  eight 
years  18  cases  by  incision,  and  all  can  be  classed  as  distinctly 
acute,  and,  in  fact,  the  attack  was  the  first  they  had  experienced. 
They  were,  in  other  words,  ' '  initial ' '  cases,  not  ' '  recurrent. ' '  In 
3  the  treatment  lasted  less  than  two  weeks,  in  8  less  than  four 
weeks,  in  7  less  than  six  weeks.  In  each  instance  the  patient 
left  the  hospital  sufficiently  well  to  resume  avocation,  and,  so 
far  as  inquiry  could  reach  them,  they  remained  in  good  health 
for  periods  ranging  from  six  months  to  a  year  after  discharge, 
according  to  date  of  inquiry.  Three  of  these  cases  belonged  to 
the  benign  class;  of  the  remaining,  5  were  specific  (gonorrheal) 
and  10  septic  (abortions).  All  showed  more  or  less  induration 
at  the  affected  areas  at  the  time  of  discharge,  but  it  was  so  in- 
sensitive and  so  small  in  amount  that  no  inconvenience  was  felt 
by  the  patient. 

Contrasting  this  result  with  that  obtained  in  the  same  wards 
with  the  expectant  treatment,  I  find  that  even  the  benign  cases 
cannot  show  a  rate  of  recovery  better  than  that  obtained  by  the 
Avorst  of  this  group,  the  10  which  were  septic.  The  specific  and 
septic  cases  that  were  treated  expectantly  show  a  rate  of  recov- 
ery far  in  excess  of  the  time  given  for  like  cases  here. 

These  results  have,  then,  confirmed  me  in  the  wisdom  of  in- 
cision as  an  addition  to  mere  expectancy.  It  is  important  that 
we  also  realize  the  greatly  increased  value  of  incision  when  made 
early.  It  is  evident  that  the  sooner  we  give  exit  to  the  products 
•of  inflammation  the  smaller  the  damage  done  to  the  inflamed 
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area.  In  those  cases  the  value  of  the  structure  involved  is  so 
great  that  the  necessity  for  interference  seems  unquestionable. 
Our  sole  check  seems  to  be  a  fear  that  the  risks,  general  as  well 
as  local,  which  may  be  provoked  are  contraindications,  that  a 
general  peritonitis  may  be  set  up,  or  that  the  opened  areas  may 
be  reinfected  from  the  vagina  and  the  local  damage  aggravated 
rather  than  arrested.  Therefore  even  some  of  us  who  feel  the 
need  for  early  incision  are  held  back,  preferring  to  wait  till  the 
exudate  has  been  walled  off  completely  from  the  general  peri- 
toneal cavity,  and  a  state  of  affairs  engendered  which  cannot  be 
made  "worse  by  any  vaginal  infection  which  might  result — mean- 
ing, of  course,  any  infection  which  might  appear  in  spite  of 
recognized  aseptic  precautions.  In  my  experience  these  fears 
are  not  w^ell  founded  and  I  have,  therefore,  come  to  ignore  them. 
I  therefore  suggest  that  we  advocate,  as  a  routine  treatment,  early 
incision  in  all  cases  of  the  kind  outlined  at  the  beginning  of  this 
article.  In  cases  of  acute  salpingitis  and  pelvic  peritonitis  we 
should  try  and  class  them  with  a  view  to  prognosis  and  treatment. 
If  benign,  of  mild  type,  expectant  treatment  will  no  doubt 
suffice,  experience  teaching  that  the  exudate  rarely  becomes 
purulent  and  that  such  slight  adhesions  as  develop  disappear 
or  cause  no  permanent  damage  to  the  appendages.  If  of  severe 
type,  or  specific  or  septic,  in  addition  to  the  means  recognized 
as  called  for  by  the  accompanying  endometritis,  free  incision 
should  be  made  in  Douglas'  cul-de-sac,  one  carried  from  the 
uterus  to  the  bottom  of  the  cul-de-sac,  and  met,  if  necessary, 
by  a  transverse  incision  midway  the  initial  cut.  The  tubes 
should  be  brought  down,  if  possible,  and  their  contents  forced 
out  through  the  natural  opening,  the  fimbriated  end.  If  the 
general  cavity  of  the  peritoneum  has  not  been  walled  off,  gauze 
should  be  packed  above  them  before  this  maneuvre  is  attempted. 
After  careful  cleansing  the  field  of  operation  the  gauze  should 
be  withdrawn  and  a  large  perforated  rubber  drainage  tube  fixed 
in  the  vaginal  opening.  Withdraw  the  tube  in  three  days,  use 
hot  douches,  cathartics,  anodynes,  poultices  as  a  part  of  the 
treatment,  continuing  the  douche  for  a  week  or  ten  days. 

It  is  unnecessary  to  say  that  the  wider  and  more  shallow  the 
vagina  and  pelvis  the  easier  will  be  this  maneuvre. 

Dr.  B.  McE.  Emmet.  — The  subject  presented  to  us  by  Dr. 
Polk  is  certainly  a  very  instructive  one.  I  think  that  we  all 
believe  that  deposits  of  any  kind,  such  as  pus  or  other  products, 
of  inflammation,  should  be  removed  from  whatever  situation 
they  form  in,  and  we,  as  a  Society,  should  be  the  means  of 
furthering  this  view.  I  am  perfectly  in  sympathy  with  the 
statement  that  anything  within  easy  reach,  that  anything  in  the 
cul-de-sac  of  Douglas  or  in  the  pelvic  cellular  tissue,  should  be 
attacked  in  all  cases  and  removed.  In  cases  where  the  tube  has 
become  enlarged  through  accumulation  of  pus  I  should,  how- 
ever, feel  much  hesitancy  in  advocating  this  operation  by  way 
of  the  vaginal  route,  unless  the  tube  could  be  well  brought  down, 
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perhaps,  even,  by  retroverting  the  uterus;  then  openings  freely 
made  by  the  method  advocated  Avould  be  of  value  and  we  may 
escape  harming  the  patient.  In  cases  of  cellulitis  where  the 
cellular  tissue  of  the  broad  ligament  is  involved  and  an  amount 
of 'serum  is  present,  I  usually  advocate  drawing  off  the  serum 
at  once  to  limit  the  deposit  to  serum  only.  If  asepsis  is  proper- 
ly used  I  think  we  may  enter  Douglas'  pouch  in  perfect  safety, 
even  before  pus  has  formed  and  been  shut  in,  and  we  do  not  in- 
crease the  risk  of  spreading  the  disease. 

Dr.  Joseph  E.  Janvrin.— I  have  had  no  operative  experience 
in  such  cases  as  Dr.  Polk  refers  to  in  his  paper.  In  those  in 
which  abscesses  have  already  begun  to  form,  particularly  thoseS 
in  Avhich  pus  has  gathered  in  the  tubes  or  elsewhere  in  the  pelvicii 
cavity,  my  "experience  has  been  quite  large.  In  such  cases  it^, 
is  most  proper  to  do  some  operation,  either  to  extirpate  the  tubes 
through  the  abdominal  route,  or,  if  the  conditions  are  such  that 
you  feel  that  you  can  approach  them  from  below,  it  is  usually 
my  choice  to  do  so  and  evacuate.  I  have  had  a  good  many  cases 
of  that  kind  and  I  have  had  but  one  case  which  terminated  fatal- 
ly. This  occurred  last  March,  I  believe.  This  patient  was  very 
feeble  and  anemic,  and  she  had  a  salpingitis  of  both  tubes  which 
went  on  to  pus  formation.  I  was  called  in  consultation  and  I 
soon  made  up  my  mind  that  the  only  thing  to  do  was  to  evacuate 
the  tubes,  if  possible  per  vaginam.  If  this  were  not  possible, 
then  to  open  the  abdomen  and  remove  it.  I  requested  Dr. 
Wyeth  and  Dr.  Boldt  to  see  the  case,  and  they  both  concurred 
in  the  diagnosis,  and,  with  their  assistance,  I  operated  and  suc- 
ceeded in  evacuating  both  tubes  per  vaginam  without  any 
trouble  whatever.  The  patient  succumbed  two  weeks  after  the 
operation.  In  cases  w^here  the  phlegmon  is  just  beginning  to 
form,  I  have  had  no  experience  whatever  in  making  the  vaginal 
incision  as  recommended  by  Dr.  Polk.  Those  cases  I  treat  abso- 
lutely on  the  expectant  plan,  and,  as  a  rule,  they  recover.  How- 
ever, I  can  see,  as  Dr.  Polk  has  stated,  that  there  are  cases  in 
which  free  incision  and  drainage  would  have  been  the  better  and 
the  quicker  method  of  relieving  the  patient. 

Dr.  Egbert  H.  Grandin.— I  do  not  think  that  I  can  add  very 
much  to  the  discussion,  for  I  am  in  the  position  Dr.  ■Tanvriu  says 
that  he  is  in.  In  acute  cases  my  custom  has  been  to  treat  purely 
on  the  expectant  plan — rest  in  bed,  hot-water  douches,  ice  bag, 
laxatives,  opiates,  etc.  It  seems  to  me  that,  as  a  rule,  all  cases 
of  non-infectious  character  convalesce.  If  during  this  treat- 
ment an  exudate  forms,  then  I  have  been  in  the  habit,  so  soon  as 
I  felt  that  pus  existed,  of  making  an  incision  per  vaginam,  pre- 
ferring this  to  doing  a  major  operation.  I  think  it  is  a  mistake 
to  do  an  abdominal  section  in  these  cases  while  the  symptoms 
are  acute,  if  it  can  be  avoided.  At  the  present  time  I  can  hardly 
recall  a  case  where  I  felt  called  upon  to  make  a  vaginal  incision 
as  early  as  Dr.  Polk  advocates.  I  shall  bear  his  remarks  in 
mind,  because  it  is  rational  to  suppose  that  we  might  be  able  to 
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abort  an  extension  of  the  process  by  early  incision  and  drainage 
from  below.  Where  the  infection  is  obviously  situated  in  the 
tube,  and  on  repeated  examination  the  tube  is  found  to  be  en- 
larging, where  the  tube  is  situated  high  up,  I  should  prefer,  if 
•operation  was  forced  upon  me,  to  do  a  clean  radical  operation 
from  above  rather  than  to  attempt  through  a  vaginal  incision  to 
draw  the  tube  down  and  evacuate  it,  for  the  reason  that,  if  the 
tube  is  situated  high  up,  the  chances  are  that  there  are  present 
intestinal  adhesions  and  the  intestines  might  be  injured  in  the 
attempt  to  bring  the  tube  down  into  the  vagina;  the  tube  might 
be  ruptured  into  the  peritoneal  cavity  and  so  cause  an  active 
general  peritonitis.  It  is  only  ten  days  ago  that  a  case  of  this 
type  offered  itself  to  me ;  there  was  some  difference  in  opinion 
■of  the  two  consultants,  one  preferring  the  vaginal  incision  and 
packing  with  gauze,  while  the  other  sided  with  me  in  advising 
the  radical  operation  from  above.  I  was  glad  that  I  did  not 
accept  the  advice  of  the  consultant  who  wished  me  to  make  a 
vaginal  incision  and  drainage,  because  I  found  that  we  had  to 
deal  with  a  pyosalpinx  with  pus  of  a  very  acrid  character,  so 
acrid  that  it  caused  my  hand  to  smart.  I  enucleated  the  tube 
and  the  woman  is  now  convalescing  normally.  I  do  not  believe 
that  we  could  have  secured  a  good  result  had  I  made  a  vaginal 
incision  and  attempted  to  bring  the  tube  down  to  evacuate  it. 
The  integrity  of  the  tube,  so  far  as  its  usefulness  in  function- 
ating was  concerned,  was  destroyed  by  the  pus  present;  the 
pathologist  stated  that  he  could  find  neither  streptococci  nor 
staphylococci  present.  We  mutilate  the  woman  as  much  by  in- 
cising such  a  tube  as  we  do  by  its  removal. 

Dr.  Herman  J.  Boldt. — I  do  not  understand  quite  what  the 
doctor  means  when  he  refers  to  the  benign  form  of  the  dis- 
ease. I  readily  understand  what  he  means  when  he  speaks  of 
the  specific  and  the  septic  forms.  I  take  the  view  that  when 
there  is  an  infection  or  an  inflammatory  condition  in  the  pel- 
vic organs  there  must  be  some  cause  for  it,  and  that  cause  must 
be  a  form  of  infection,  whether  specific  or  septic.  Whether  the 
specific  infection  is  a  more  virulent  one  than  the  septic,  that  is 
another  matter  and  depends  upon  the  individual  case. 

Personally,  I  am  an  advocate  of  the  vaginal  incision  in  acute 
pelvic  disease,  but  I  have  never  been  able  to  bring  myself  in  line 
to  practise  surgical  intervention  for  the  purpose  of  aborting  a 
future  ailment.  In  cases  of  acute  salpingitis,  of  the  suppurative 
form,  with  the  tubes  at  the  floor  of  the  pelvis,  I  am  of  the  opinion 
that  it  would  be  better  to  treat  the  condition  through  the  vagina. 
I  remember  distinctly  four  years  ago  my  first  experience  with  a 
patient  who  had  a  very  acute  pelvic  peritonitis,  with  a  large  pelvic 
exudate,  a  sero-purulent  exudate,  and  pyosalpingitis.  I  ope- 
rated per  vaginam;  punctured  both  tubes  and  drained  them. 
The  patient  made  an  excellent  recovery.  That,  gentlemen,  was 
a  revelation  to  me,  and  I  continued  that  form  of  treatment 
when  the  condition  was  of  the  acute  variety.     The  results  have 
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been  excellent  in  many  instances,  but  I  have  never  been  able 
to  concede  that  we  ought  to  open  the  cul-de-sac  of  Douglas 
unless  there  is  something  palpable  in  the  true  pelvis  which  re- 
quires evacuation.  If  Dr.  Polk  prefers  to  use  his  treatment  as 
a  routine  one  to  abort  future  destructive  disease,  well  and  good; 
I  think  it  worthy  for  us  to  try  anel  do  the  same  as  Dr.  Polk,  he 
being  a  careful  observer  and  a  man  of  much  experience,  who 
would  not  claim  what  he  does  for  this  operation  unless  he  be- 
lieved it  to  be  as  beneficent  as  he  gave  it  as  his  opinion  to  be. 

Dr.  Henry  C.  Coe. — I  would  infer  from  the  paper  that  great 
discrimination  must  be  exercised  in  the  selection  of  cases  for 
this  operation,  and  this  is  further  shown  by  the  small  number 
which  the  reader  reports  out  of  his  large  amount  of  material. 
I  recall  three  or  four  cases  in  which  I  really  performed  the  oper- 
ation described,  although  at  the  time  I  supposed  that  I  had 
operated  prematurely  instead  of  waiting  for  pus  to  form  as 
usual.  It  occurred  to  me  while  listening  to  the  paper  that  it 
must  require  an  unusual  acumen  to  decide  at  the  outset  of  septic 
infection  whether  the  case  is  to  be  a  mild  one  or  one  of  the  viru- 
lent type  in  which  no  treatment  will  be  of  any  avail.  Some 
years  ago  I  made  an  autopsy  in  the  case  of  a  patient  who  had 
died  of  diffuse  peritonitis  five  days  after  posterior  section  of 
the  cervix  for  anteflexion.  The  infection  was  so  intense  that  there 
was  no  time  for  the  accumulation  of  pus  in  the  tubes.  The  mu- 
cous membranes  of  the  tubes  were  intensely  congested,  but  there 
was  no  pus.  Vaginal  section  would  certainly  not  have  arrested 
the  infection. 

The  paper  is  certainly  a  most  suggestive  one  to  me  and  de- 
serves our  respectful  consideration.  I  shall  certainly  seek  an 
early  opportunity  to  apply  its  teachings. 

Dr.  Wieliam  M.  Polk. — In  answer  to  the  question,  "How  can 
such  an  incision  abort  an  acute  process?"  I  would  state  it  acts 
practically  in  the  same  way  in  this  region  as  puncturing  the 
drumhead  does  in  aborting  inflammations  in  acute  otitis  media. 
Here  we  have  very  complicated  structures  and  we  must  get  rid 
of  the  serum  and  the  sero-pus,  and  it  seems  to  me  that  we  should 
expect  to  get  the  same  results  in  this  region  as  the  otologist 
does  in  his.  I  might  go  on  and  cite  other  parts  of  the  body  as 
exemplifying  such  a  procedure,  but  I  think  this  one  is  sufficient. 
Another  very  interesting  point  comes  up  for  reply — the  ques- 
tion asked  by  Dr.  Boldt:  "What  do  you  mean  by  'benign  in 
connection  with  these  cases?"  That  is  only  a  relative  term  and 
is  meant  to  cover  such  mild  cases  as  occur  from  arrested  men- 
struation due  to  cold,  or  when  there  are  no  evidences  of  an  or- 
dinary sepsis,  as  associated  with  abortion,  and  specific  infection, 
or  specific  infection  as  associated  A\'ith  gonorrhea. 

To  the  question  asked  regarding  the  usefulness  of  this  meas- 
ure as  an  abortant  I  can  only  make  the  same  reply  as  I  did  to 
a  similar  question  w^hen  I  cited  incision  in  the  eardrum  as  a 
means  to  prevent  a  possible  extension  of  the  disease  beyond  the 
27 
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limits  of  safety,  and  also  as  a  measure  by  which  we  limited  the 
amount  of  the  injury  to  structures  already  begun  in  the  affected 
area. 

The  reason  I  limit  the  number  of  cases  is  the  fact  that  I  really 
operated  upon  them  in  a  sporadic  kind  of  way.  There  are  many 
cases  admitted  to  the  hospital,  but  I  did  not  take  it  as  a  serious 
measure,  to  be  persisted  in,  until  quite  recently. 

The  question  regarding  the  selection  of  cases  is  answered  by 
giving  you  the  rule  I  have  adopted  for  my  own  guidance;  that 
is,  a  case  comes  in  and  a  diagnosis  is  made  of  an  acute  pelvic 
peritonitis  from  the  signs  and  symptoms  which  are  present  and 
which  are  well  known  to  you.  I  then  operate.  There  is  no  other 
way  of  selecting  your  cases. 

Commenting  upon  the  bad  cases  which  recover  as  quickly 
with  operation  as  the  mild  cases  do  without  operation,  I  would 
say  that  all  cases  will  not  be  greatly  benefited  by  this  operative 
procedure.  Some  of  them  will  not  get  freedom  from  disease  of 
the  appendages,  bat  I  believe  that,  among  say  50  cases  without 
incision.  25  per  cent  of  them  will  require  ultimately  the  re- 
moval of  their  appendages;  whereas  if  they  were  operated  upon 
by  incision  not  more  than  5  per  cent  would  require  subsequent 
removal  of  their  appendages.  This  brings  me  to  the  real  ob- 
ject I  had  in  presenting  my  paper  and  its  argument  for  in- 
cision:  the  purpose  primarily  of  serving  these  structures.  It 
is  performed  for  the  same  reason  that  the  aurist  has  when  he 
incises  the  drumhead  in  otitis  media.  Surgeons  in  operating 
upon  other  parts  of  the  body  have  this  object  in  view,  and  they 
are  getting  better  results  than  they  formerly  did  by  incision, 
and  I  believe  that  if  we  do  not  do  likewise  we  are  falling  behind 
in  the  race.  In  view  of  the  great  facilities  offered  us  and  the 
great  safety  in  doing  our  work,  it  is  a  decided  reproach  to  us  not 
to  be  able  to  prevent  the  necessity  -for  the  removal  of  important 
organs  in  patients  who  are  the  subjects  of  pelvic  inflammations. 

Now  I  come  to  another  important  point  which  has  been 
raised  by  several  gentlemen:  "What  shall  we  do  with  tubes 
which,  as  part  of  the  process,  have  become  distended?"  This 
is  a  very  valuable  point,  because,  after  all,  getting  rid  of  an 
exudate  at  the  bottom  of  the  cul-de-sac  of  Douglas  goes  a  long 
way  toward  aborting  destructive  processes;  but  if  you  have  a 
tube  filled  with  muco-pus — rarely  is  it  true  pus,  but  largely 
muco-pus- — and  if  it  is  allowed  to  remain,  we  are  pretty  certain 
to  get  such  a  grade  of  inflammation  of  the  tube  as  will  perma- 
nently close  its  outer  extremity,  and,  of  course,  that  means  a 
pyosalpinx  or  a  hydrosalpinx,  etc.  The  contents  of  these  tubes 
should  be  expressed  via  the  outer  extremity,  drawing  down  the 
tube  for  the  purpose.  Dr.  Boldt  encourages  me  when  he  states 
that  he  has  gotten  good  results,  in  cases  of  acute  pelvic  perito- 
nitis in  which  the  tubes  could  be  reached  through  the  vagina,  by 
incising  not  only  the  cul-de-sac  but  the  tube  as  well ;  for  I  be- 
lieve that  those  are  just  the  cases  which  we  should  select  for 
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interference.  The  condition  presented  by  these  cases  twenty- 
four  or  thirty-six  hours  after  onset,  or  after  the  symptoms  are 
clearly  defined,  reveals  no  bulging  of  the  roof  of  the  vagina; 
tbat  does  not  come  until  the  mass  has  become  encapsulated. 
Some  resistance  will  be  noted  and  there  is  locally  much  the  same 
state  of  things  that  we  get  in  an  .appendicitis.  If  the  patient 
is  not  too  sensitive  we  will  unquestionably  be  able  to  make  out 
an  enlargement  at  one  broad  ligament  or  the  other.  Now,  if  you 
incise,  at  once  there  will  occur  a  gush  of  serous  fluid,  the  initial 
exudate  which  occurs  in  all  parts  of  the  peritoneum  at  the  be- 
ginning of  the  inflammatory  process.  After  getting  rid  of  this 
fluid  you  may  detect  an  egg-shaped,  enlarged  tube  and  ovary. 
Are  you  going  to  let  them  alone?  I  say,  no.  Some  empty  it 
by  incision,  but  I  prefer  to  pull  it  down  to  the  vaginal  incision, 
empty  it,  and  get  rid  of  the  pus  through  the  natural  fimbriated 
extremity.  There  may  be  a  re-formation  of  the  material,  but  it 
will  not  be  as  bad  as  it  would  have  been  had  it  not  been  evacu- 
ated. The  ovaries,  if  distended,  should  be  incised  after  they  are 
brought  down. 

The  effect  of  your  interference  is  first  to  check  the  local  and 
general  effects  of  the  inflammation,  giving  early  relief  to  the 
patient  and  doing  all  that  can  be  done  to  limit  the  destructive 
effects  of  inflammation  upon  the  ovaries  and  tubes. 

Dr.  B.  ]\rcE.  Emmet.  — I  should  like  to  ask  Dr.  Polk  if  he 
cannot  give  us  some  positive  sign  which  will  enable  us  to  incise 
with  the  confidence  that  we  shall  find  something.  A  tube  that  is 
inflamed  and  distending  may  be  out  of  reach;  that  mentioned 
by  a  former  speaker  was  still  high  in  the  pelvis  on  the  seventh 
day.  I  hold  that,  in  many  cases,  the  tube  will  not  drop  down ; 
it  may  be  adherent  or  not  sufliciently  weighted.  Do  you  advise 
going  in  then  ? 

Dr.  William  M.  Polk. — Certainly!  This  is  the  whole  story: 
these  tubes  do  drop.  In  99.75  per  cent  of  all  cases,  when  -vve  go 
into  the  cul-de-sac  of  Douglas  we  will  find  the  tube  at  the  bottom 
of  it ;  sometimes  it  is  found  back  toward  the  ilio-sacral  junction, 
where  we  should  go  after  it.  It  is  below  the  level  of  the  small 
intestines  and  manipulating  it  can  do  the  intestines  no  harm. 
Draw  it  down,  if  necessary.  I  venture  to  say  that  this  oper- 
ation will  not  be  accompanied  by  a  higher  mortality  than  one- 
tenth  of  one  per  cent.  I  confidently  believe  that  you  can  make 
an  important  contribution  to  the  treatment  of  these  cases  by 
early  incision  and  drainage,  an  addition  that  has  already  been 
made  by  surgeons  in  working  upon  other  parts  of  the  body  for 
like  conditions. 
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CHICAGO  GYNECOLOGICAL  SOCIETY. 


Stated  Meeting,  December  20,  1901. 
The  President,  Lester  E.  Frankenthaij,  M.D.,  in  the  Chair. 

REMOVAL  OF  A  W.VNDERING  SPLEEN  SITUATED  IN  THE 
PELVIS;    RECOVERY. 

Dr.  Reuben  Peterson,  of  Ann  Arbor,  Mich.— Mrs.  E.  W., 
married,  aged  39.  Was  admitted  to  the  University  Hospital 
November  8,  1901.  She  was  an  exceedingly  fleshy  patient, 
weighing  in  the  neighborhood  of  three  hundred  pounds.  At  the 
age  of  19  she  was  thrown  to  the  ground  by  a  severe  blow  in  the 
back.  She  dates  her  present  trouble  to  the  time  of  this  accident. 
She  was  unable  to  walk  for  six  months  and  suffered  intense  pain 
in  the  abdomen  all  this  time.  Three  years  ago  she  began  to 
have  almost  daily  attacks  of  severe  pain  in  the  lower  abdo- 
men. The  attacks  seemed  to  have  no  connection  with  the 
menstrual  periods.  Since  last  spring  she  has  been  much  larger 
around  the  abdomen,  but  confesses  that  she  is  so  fleshy 
that  it  is  hard  to  tell.  Pelvic  examination  was  exceedingly  diffi- 
cult on  account  of  the  large  amount  of  adipose  tissue  present. 
There  was  an  indistinct  feel  of  a  mass  in  the  pelvis  between  the 
umbilicus  and  pubes,  more  to  the  right  than  to  the  left.  There 
was  considerable  tenderness  on  bimanual  examination.  The 
uterus  was  found  to  be  retro  verted. 

On  October  16,  1901,  the  uterus  was  dilated  and  curetted  and 
an  exploratory  opening  made  in  the  anterior  cul-de-sac.  A  large 
adherent  mass  could  be  felt  in  the  pelvis.  It  was  deemed  inad- 
visable to  attempt  its  removal  per  vaginam.  An  incision,  unusu- 
ally long  on  account  of  the  thickness  of  the  abdominal  wall,  was 
made  from  the  pubes  to  the  umbilicus.  A  tumor  was  found 
lying  in  the  superior  strait  of  the  pelvis,  its  lower  pole  adherent 
to  the  vesico-parietal  peritoneum,  and  its  lower  surface  resting 
upon  the  retroverted  uterus.  The  splenic  omentum  was  elon- 
gated so  that  there  was  no  tension  on  the  vessels.  The  pedicle 
was  ligated  by  a  catgut  chain  suture  and  dropped.  A  rubber 
dam  was  inserted  the  whole  length  of  the  incision  after  the  fascia 
had  been  brought  together  by  a  catgut  suture.  The  enormously 
fat  subcutaneous  tissue  was  brought  together  by  interrupted 
silkworm-gut  sutures.  While  the  pedicle  was  being  tied  the 
pulse  rose  to  160,  but  gradually  fell  to  95  during  the  remainder 
of  the  operation.  The  weight  of  the  removed  spleen  was  430 
grammes  without  blood  and  795  grammes  with  blood.  It  was  20 
centimetres  long  and  8i/^  centimetres  wide.     Microscopically  it 
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showed  chronic  congestion  with  slight  edema  and  degeneration 
of  some  of  the  folhcles. 

With  the  exception  of  a  slight  suppuration  along  the  track  of 
the  drainage  tube  in  the  abdominal  incision,  convalescence  was 
uninterrupted. 

HEMORRHAGE  INTO   AN   OVARIAN   CYST   AYITH   RUPTURE   INTO   THE 
PERITONEAL   CAVITY  ;   OPERATION  ;   RECOVERY. 

Mrs.  R.  S.,  aged  63,  married;  three  children;  menopause  ten 
years  ago.  In  November,  1900,  she  began  to  flow  freely,  was 
examined  and  thought  to  be  suffering  from  a  fibroid  which  was 
immovable  and  filled  up  the  pelvis.  Was  treated  by  electricity 
for  some  time,  but  without  much  effect.  September  27,  1901, 
she  was  seized  with  a  sudden  pain  low  down  in  the  abdomen  and 
back,  and  became  suddenly  distended.  Her  pulse  became  very 
rapid,  she  was  much  paler  than  usual  and  seemed  to  be  in  a 
serious  condition.  Patient  was  admitted  to  the  University  Hos- 
pital October  9,  1901.  The  abdomen  was  distended  from  the 
pubes  to  one  and  a  half  inches  above  the  umbilicus.  Percussion 
gave  duluess  in  the  flanks  and  in  the  centre  of  the  abdomen  to 
just  above  the  umbilicus,  where  it  shaded  off  into  a  tympanitic 
note.  Upon  palpation,  tenderness  was  found  over  nearly  the 
entire  abdomen,  more  pronounced  just  above  the  pubes.  The 
pulse  was  about  120  and  weak.  She  was  examined  again  the 
next  day  and  the  abdominal  enlargement  had  increased  mark- 
edly. The  level  of  the  dulness  changed  with  change  of  the 
patient's  position,  and  the  flat  note  was  now  two  and  a  half 
inches  above  the  umbilicus.  On  account  of  the  rapid  pulse,  the 
pallor,  and  increase  in  the  size  of  the  abdomen,  a  diagnosis  was 
made,  prior  to  the  operation,  of  hemorrhage  into  an  ovarian  cyst. 

The  following  day  a  median  incision  into  the  abdominal  cavity 
gave  escape  to  quite  a  large  quantity  of  almost  pure  blood.  A 
partially  filled  right  ovarian  cyst  was  discovered  and  removed. 
It  contained  fresh  blood  clots,  and  its  rupture  had  evidently 
allowed  the  escape  of  blood  into  the  peritoneal  cavity.  The  hole 
in  the  cyst  was  about  an  inch  and  a  half  in  diameter.  The  pa- 
tient made  an  uneventful  recovery. 

LARGE  RECURRENT  FIBROSARCOMA  OF  THE  ABDOMINAL  WALL. 

Mrs.  A.  M.,  aged  53,  %vidow.  Patient  had  always  been  healthy 
up  to  the  year  1874,  when  she  noticed  a  small  lump  in  the  right 
side  near  the  groin.  In  twenty  years  this  growth  had  reached 
the  size  of  a  cocoanut  and  was  removed.  The  operation  was 
undertaken  with  the  idea  that  the  tumor  was  an  ovarian  cyst. 
The  peritoneum  was  not  involved,  and  it  was  stated  that  the 
growth  was  a  sarcoma.  Two  years  later  a  small  tumor  was  no- 
ticed just  inside  of  the  cicatrix.  This  grew  rather  rapidly  until 
the  present  time.  It  has  never  been  painful  and  has  always  been 
quite  freely  movable.  The  tumor,  which  occupied  the  right 
lower  quadrant  of  the  abdomen,  projected  from  the  level  of  the 
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left  abdominal  surface  fully  eight  inches.  The  upper  border 
"v^'as  nearly  on  a  level  with  the  umbilicus.  The  tumor  was  adher- 
•€nt  at  its  apex  to  the  overlying  sldn,  and  much  softer  at  this 
point  than  in  the  remaining  portion  of  the  tumor. 

The  growth  was  removed  November  10,  1901.  It  was  found 
that  the  growth  originated  from,  and  involved  a  considerable 
portion  of,  the  fascia.  It  rested  upon  but  did  not  apparently 
invo've  the  peritoneum.  The  entire  mass  was  enucleated  and 
two  inches  of  skin  on  either  side  of  the  incision  removed  to  guard 
against  a  recurrence  in  the  scar.  The  patient  has  made  an  unin- 
terrupted recovery.  Prof.  Warthin's  report  showed  the  tumor 
to  be  a  degenerating  spindle-celled  sarcoma. 

ENLARGED  SPI>EEN. 

Dr.  Lester  E.  Frankenthal.  — In  1892  I  operated  on  a  wo- 
man who  had  a  large  abdominal  tumor.  I  thought  it  was  a  solid 
ovarian  tumor;  it  was  freely  movable.  After  I  put  the  patient 
in  the  Trendelenburg  position  the  tumor  disappeared  partially 
under  the  ribs,  and  before  opening  the  abdomen  I  stated  to  those 
present  that  I  was  mistaken  in  my  diagnosis;  that  I  now  dis- 
tinctly remembered  having  felt  fissures  in  this  tumor  along  a 
sharp  edge,  and  that  probably  it  was  an  enlarged  spleen.  After 
opening  the  abdomen  this  diagnosis  Avas  verified  and  a  spleen  re- 
moved that  weighed  between  four  and  five  pounds.  Microscop- 
ically it  was  merely  a  chronic  splenitis.  Sections  were  sent  to 
Prof.  Welch,  of  Johns  Hopkins,  who  verified  the  diagnosis. 
AVhile  the  patient  was  in  the  hospital  careful  blood  examinations 
were  made  daily;  she  subsequently  went  through  an  attack  of 
grippe,  after  which  I  lost  track  of  her.  Last  year  she  appeared 
again  in  my  service  at  St.  Luke's  Hospital.  She  had  some  sup- 
purative process  in  the  pelvis,  with  high  temperature,  and  after 
observing  her  for  several  days  and  not  being  able  to  make  an 
accurate  diagnosis,  she  was  placed  on  the  table  and  we  were 
ready  to  make  an  exploratory  incision.  I  was  speaking  to  a  Dr. 
Gunn,  from  Canada,  about  the  previous  history  of  the  patient, 
while  she  was  being  chloroformed ;  was  standing  by  her  side  and 
was  just  in  the  act  of  making  a  bimanual  examination,  when  I 
said  to  the  interne,  ''This  patient  is  not  breathing."  She  had 
expired  under  chloroform  anesthesia, 

eclampsia. 

Dr.  Lester  E.  Frankenthal.— I  wish  to  report  briefly  the 
second  case  of  eclampsia  I  have  met  in  private  practice. 
Both  cases  occurred  within  the  last  six  weeks.  This  is  the 
case  of  a  primipara,  20  j^ears  of  age,  tall,  well  proportioned, 
measures  five  feet  nine  inches  in  her  stockings.  She  has  a  roomy 
pelvis.  I  examined  her  ten  days  before  labor  set  in  and  found 
that  the  fetal  head  had  entered  the  pelvis.  She  went  into  labor 
on  the  8th  of  this  month  and  had  a  short  and  absolutely  nonnal 
labor.     She  was  delivered  Sunday  afternoon  at  half -past  one. 
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On  Monday  morning  I  called  and  was  told  she  had  an  intense 
headache.  I  inquired  as  to  the  quantity  of  urine  voided,  and 
was  told  it  was  about  eighteen  ounces.  During  the  afternoon 
the  nurse  telephoned  me  at  my  office  that  her  headache  was 
bad  and  she  wanted  something  for  it.  I  suggested  a  small  dose 
of  phenacetin,  four  grains,  and  told  her  I  would  come  as  soon  as 
I  could.  While  on  my  way  to  the  patient's  house  I  was  tele- 
phoned to  again  to  come  at  once,  and  when  I  arrived  I  found  Dr. 
Cuthbertson  in  attendance.  The  patient  was  recovering  from 
her  second  eclamptic  convulsion.  She  had  four  convulsions  in 
an  hour  and  a  quarter.  The  usual  treatment  was  instituted — 
chloroform,  morphine  hypodermatically,  and  subcutaneous  salt 
transfusion,  with  hot  pack,  elaterium  by  mouth  as  soon  as  the 
patient  could  swallow. 

The  previous  treatment  of  that  patient  was  as  it  is  in  all  of 
my  cases  of  pregnant  women — namely,  urinalysis  every  four 
Aveeks  during  the  first  six  months,  every  two  weeks  during  the 
next  three  months,  every  week  during  the  last  month,  a  twenty- 
four  hour  specimen  every  four  weeks,  if  not  asked  for  oftener; 
daily  bowel  movement ;  daily  bath ;  clothing  in  accordance  with 
the  season  of  the  year ;  a  non-nitrogenous  diet  during  the  last 
four  weeks  of  pregnancy.  The  urine  had  always  been  absolutely 
normal.  It  happened,  just  as  it  did  in  the  other  case,  that  I 
examined  the  urine  on  the  day  previous  to  her  confinement.  She 
made  an  uneventful  recovery. 

Name,  Mrs.  C.  C.  C;  20  years;   Ipara. 


Date,  1901.. 
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Non-nitrogenous  diet. 


Delivered  December  12,  1901,  1:30  p.m. 


Dr.  F.  E.  Pierce  read  a  paper  entitled 

CHORIO-EPITHELIOMA  MALIGNUM.^ 

Dr.  J.  Clarence  Webster.— There  is  no  doubt  that  this  sub- 
'See  original  article,  p.  321. 
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ject  is  one  of  the  most  interesting  which  has  come  before  the 
medical  world  in  recent  years.  Its  interest,  however,  is  not  for 
the  clinician,  because  the  efforts  of  the  clinician  have  been  shown 
to  be  of  very  little  use  in  attempting  to  remedy  the  disease.  I 
feel  certain  that  it  ^vill  take  many  years  before  we  are  educated 
sufficiently  to  be  able  to  diagnose  this  condition  accurately  from 
microscopic  examination.  The  professional  pathologist  is  not 
at  present  able  to  do  so,  because  he  has  given  very  little  attention 
to  the  subject.  The  investigation  of  this  disease  has  been  almost 
entirely  the  work  of  those  who  are  engaged  in  the  study  of 
obstetrics  and  diseases  of  women,  and  until  we  possess  a  wider 
knowledge  of  the  embryology  and  pathology  of  the  disease  I  am 
afraid  there  Avill  be  very  many  mistakes  made.  Dr.  Pierce  has 
referred  to  one  great  source  of  making  mistakes,  and  it  is  this : 
In  making  a  curettement  of  a  uterus  after  abortion  or  labor  or 
hydatid  mole,  in  which  hemorrhage  is  a  prominent  symptom,  it 
is  a  very  difficult  thing  to  decide,  apart  from  the  existence  of 
some  definite  large  nodule,  when  the  elements  are  normal  and 
Avhen  thej^  are  abnormal.  Everybody  knows  that  we  may  curette 
the  uterus  in  a  case  of  incomplete  abortion,  for  instance,  and  get 
appearances  exactly  like  those  which  are  found  in  some  sections 
of  deciduoma  malignum,  so-called,  and  I  am  perfectly  certain 
that  it  will  only  be  guesswork  in  a  number  of  eases,  even  after 
the  most  thorough  examination  is  made. 

Now,  Avith  reference  to  the  subject  proper,  I  have  taken  great 
interest  in  it.  I  have  seen  a  considerable  number  of  specimens, 
not  occurring  in  my  own  work — because  I  have  never  had  a  case 
of  deciduoma  malignum— but  I  have  studied  a  number  of  sec- 
tions from  cases  which  have  been  published,  several  of  which  I 
have  in  my  possession.  I  have  examined  sections  from  Sanger's, 
Beffel's,  and  Whitridge  AYilliams'  cases;  I  have  likewise  studied 
sections  of  Spencer,  of  London,  who  first  described  the  con- 
dition in  England,  and  I  was  present  at  a  meeting  of  the  Obstet- 
rical Society  of  London  some  years  ago  when  there  was  a  dis- 
cussion on  the  subject  and  when  there  was  little  known  about 
it.  "When  I  was  in  Europe  two  years  ago  I  studied  one  of  the 
earliest  cases  yet  described,  the  specimen  being  removed  by  Haul- 
tain,  of  Edinburgh,  in  which  there  was  one  nodule  in  the  uterus 
about  the  size  of  a  hazelnut. 

From  the  paper  which  has  been  read  to-night  it  is  very  evi- 
dent that  our  knowledge  at  the  present  time  is  absolutely  cha- 
otic. A  man  in  taking  up  this  subject  will  find  paper  after 
paper  in  which  he  finds  one  writer  describing  one  set  of  cells  by 
one  nomenclature,  and  another  describing  similar  cells  by  a  dif- 
ferent nomenclature.  The  terms  mesoblast,  epiblast,  glandular, 
etc.,  are  used  to  describe  cells  in  the  most  mixed-up  fashion. 
One  is  constrained  to  ask  why  this  has  come  about.  It  has  simply 
come  about  because  of  the  Andespread  ignorance  of  the  normal 
changes  in  the  development  of  the  ovum,  at  least  of  the  chorionic 
part  of  the  ovum.     There  is  a  widespread  ignorance  on  this  sub- 
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ject  not  only  among  pathologists,  but  among  obstetricians,  and 
I  hold  that  no  man  is  in  a  position  to  express  an  opinion  that  is 
worth  anything  regarding  the  pathology  of  this  subject  unless 
he,  has  made  a  special  study  of  its  embryology.  When  I  refer  to 
professional  pathologists  at  the  present  time,  I  mean  the  general 
pathologists,  who  know  very  little  about  this  department  of 
embryology  and  are  not  in  a  position  to  guide  us,  and  will  not 
be  for  some  time. 

Regarding  the  classification  of  these  tumors,  in  the  first  place 
it  cannot  be  denied  that  true  carcinoma  or  sarcoma  of  the  uterus 
may  have  been  present  in  some  of  the  cases  described  as  decid- 
uoma  malignum,  and  may  have  been  published  by  some  of  those 
who  have  written  on  the  subject.  If  so,  'I  have  not  come  across 
the  papers.  All  the  articles  with  which  I  am  familiar  and  all 
the  sections  I  have  studied  lead  me  to  believe  absolutely  in  the 
views  which  have  been  put  forward  by  this  paper  to-night— 
namely,  that  the  growth  called  deciduoma  malignum,  with  its 
peculiar  history,  rapid  onset,  relationship  to  abortion,  ectopic 
pregnancy,  normal  pregnancy,  hydatid  mole,  is  nothing  more 
nor  less  than  what  might  well  be  called,  not  chorio-epithelioma, 
but  epiblastoma,  a  true  tumor  formation  of  foreign  elements,  or 
of  the  fetal  elements  in  the  uterus.  The  identity  of  the  syncy- 
tium, which  has  been  described  in  these  tumors,  with  that  which 
is  normally  found  in  pregnancy,  is  beyond  dispute.  The  origin 
of  normal  syncytium  in  pregnancy,  is  now  beyond  any  doubt. 
Peters'  work  has  demonstrated  this  clearly  to  any  man  who  has 
eyes  to  see.  In  an  ovum  not  more  than  four  or  five  days  old 
there  is  in  the  trophoblastic  proliferation  an  extensive  formation 
of  lacunffi,  many  of  which  are  lined  by  syncytium,  which  in  some 
parts  is  most  developed  nearest  the  ovum,  at  a  distance  from  the 
uterine  mucosa.  There  is  no  evidence  of  transformation  of 
maternal  tissue  into  syncytium.  I  pointed  out  several  years  ago 
another  fact  which  was  overlooked  by  observers — namely,  that 
the  syncytium  in  the  early  stages  of  pregnancy  is  never  found 
outside  of  the  area  of  the  decidua  serotina  and  the  decidua  re- 
flexa;  it  is  limited  to  these.  We  know  that  the  changes  which 
•take  place  in  the  mucosa  of  the  uterus,  either  in  the  serotinal 
area  or  the  vera,  are  practically  the  same  in  the  early  days — 
namely,  congestion  in  the  superficial  layers,  edema  of  the  tissues, 
congestion  of  the  vessels,  and  dilatation  of  the  capillaries  situ- 
ated in  the  superficial  parts  of  the  mucosa,  giving  rise  to  sinuses 
Avhich  afterward  in  the  serotinal  area  communicate  with  the 
intervillous  spaces.  On  the  surface  of  the  vera  gradual  flatten- 
ing of  the  superficial  columnar  epithelium  takes  place  and  it 
becomes  detached  and  degenerated,  though  as  late  as  the  sixth 
week  large  areas  may  be  intact,  though  the  cells  are  considerably 
flattened.  There  is  no  syncytium  whatever  outside  the  serotinal 
area,  except  near  the  serotina  where  the  syncytium  may  extend 
downward  and  outward  obliquely  toward  the  vera.  Apart  from 
that,  no  syncytium  Avhatever  is  found  in  the  whole  extent  of  the 
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vera.  That  is  a  significant  fact  as  regards  the  origin  of  the 
syncytium  from  fetal  structures.  It  is  interesting  to  note,  with 
regard  to  its  origin,  that  Peters  states  that  it  arises  by  a  blend- 
ing of  cells  lining  the  lacuna?  in  the  trophoblast,  which  at  first 
consists  of  epiblastic  cells  distinct  from  one  another.  There  is 
a  certain  amount  of  degeneration,  and  the  red  corpuscles  of  the 
maternal  blood  may  enter  into  the  composition  of  the  blended 
cells.  Mitoses  were  not  found  in  his  case,  but  nuclear  division 
was  seen.  It  is  interesting  to  note  this  method  of  early  forma- 
tion, because  the  predominant  feature  is  mechanical  blending 
with  degeneration,  not  activity;  that  characteristic  we  would 
associate  more  with  the  deeper  layers  of  the  trophoblast — namely, 
the  cells  which  are  distinct  from  one  another,  and  which  in  the 
nature  of  well-advanced  pregnancy  are  found  as  Langhans' 
layer.  But  when  we  go  a  little  further  on  in  pregnancy,  after 
the  first  week,  we  find  the  syncytium  has  extended  downward 
into  the  decidua  serotina  in  various  directions  (in  ectopic  as  well 
as  in  uterine  pregnancy),  even  extending  into  the  muscular  part 
of  the  uterine  wall.  It  is,  therefore,  interesting  to  note  that,  in 
the  earliest  condition  of  the  syncytium,  there  is  apparently  a 
condition  of  non-activity,  and  later  one  of  activity,  the  phago- 
cytic action  being  retained,  especially  during  the  early  months 
of  pregnancy. 

We  know  that  as  pregnancy  goes  on  there  are  great  variations 
in  the  thickness  of  the  syncytium  as  it  appears  on  the  outer  part 
of  the  chorion  and  villi,  in  the  extent  to  which  it  dips  down  into 
the  decidua,  and  in  the  extent  to  which  it  is  found  in  the 
maternal  vessels  and  musculature.  Its  thickness  varies  on  the 
villi.  Furthermore,  with  regard  to  those  cells  of  the  early  epi- 
blast  which  do  not  form  the  syncytium,  but  remain  distinct,  there 
can  be  no  doubt,  to  one  who  studies  serial  sections  belonging  to 
different  periods,  that  they  are  represented  by  the  Langhans  cells 
in  later  pregnancy.  The  trophoblast  layer  becomes  thinned  as 
the  villi  grow,  until  there  is  left  Langhans'  layer,  which  is  very 
variable  in  regard  to  the  number  and  the  arrangement  of  the 
cells  which  are  found  beneath  the  syncytium. 

With  regard  to  the  occurrence  of  these  structures  in  malig- 
nant growths,  it  is  easy  to  understand  why  Sanger  published  his 
case  as  one  of  sarcoma,  a  case  in  which  the  Langhans  cells  were 
very  abundant.  Any  person  would  be  excused  if,  on  being 
shown  certain  microscopic  sections  of  proliferated  Langhans 
cells,  he  should  make  a  diagnosis  of  sarcoma  or  of  carcinoma,  for 
there  are  arrangements  of  Langhans  cells  in  which  the  resem- 
blance to  carcinoma  is  very  great,  and  it  is  very  easy  to  under- 
stand why  such  growths  have  also  been  described  as  carcinoma. 
AVith  a  mixture  of  Langhans  cells  and  the  syncytium,  it  is  easy  to 
understand  why  we  should  have  described  a  combination  of  car- 
cinoma and  sarcoma.  There  is  another  thing  to  be  remembered, 
viz.,  that  sections  of  the  decidua  may  resemble  sarcoma.  Sections 
of  glandular  epithelial  cells  massed  together  may  resemble  car- 
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cinomatous  groups,  so  that  in  a  section  in  which  we  have,  follow- 
ing: an  aborfion,  syncytium,  Langhans'  layer,  decidual  cells,  and 
gland  cells  massed  together,  it  is  easy  to  understand  why  diffi- 
culty of  diagnosis  should  be  encountered. 

Dr.  Charles  S.  Bacon.— I  believe  Dr.  Pierce  has  given  the 
correct  state  of  our  knowledge  on  this  subject  at  the  present  time. 
I  believe  the  specimen  which  I  described  some  years  ago  as  decid- 
uoma  was  without  doubt  a  case  of  chorio-epithelioma.  The 
examination  of  that  specimen  before  publication  was  not  entirely 
satisfactory  to  me.  While  in  a  few  places  in  the  uterine  growth, 
and  in  some  of  the  metastases,  particularly  those  of  the  lung, 
and  in  one  place  in  the  metastases  in  the  broad  ligament,  there 
were  cells,  evidently  of  Langhans'  layer,  which  were  extremely 
similar  to  decidual  cells  and  were  so  considered,  there  were 
masses  of  syncytium  that  were  to  me  at  that  time  unsatisfactorily 
described  as  changed  decidual  cells,  and  so  I  was  able,  after 
Marchand's  paper  appeared,  shortly  after  my  manuscript  left 
my  hands,  to  agree  with  him  as  to  the  nature  of  that  tumor,  and 
a  re-examination  of  the  specimen  left  no  doubt  that  it  was  one 
of  that  ]dnd. 

A  point  that  has  not,  perhaps,  been  brought  out,  which  is  of 
special  importance  from  the  clinical  side,  is  the  diagnosis.  A 
point  of  special  importance  is  the  frequent  connection  of  these 
growths  with  moles,  and  the  practical  necessity  of  keeping  under 
observation  all  cases  of  moles  for  several  years,  in  order  to  see 
if  such  a  tumor  does  not  develop,  because  they  are  not  so  ex- 
tremely infrequent  and  are  liable  to  develop  in  any  case  of  mole. 
The  destructive  tendency  of  these  growths,  from  the  possibility 
of  penetrating  the  wall  of  the  uterus  or  thinning  the  uterus,  so 
that  rupture  may  easily  occur,  might  also  be  referred  to.  The 
possibility  of  producing  a  rupture  of  the  uterus  very  easily  is  to 
be  considered  whenever  anything  is  done  to  determine  the  nature 
of  the  growth  by  a  curettement. 

Dr.  Frank  A.  Stahl.— Probably  some  of  the  members  will 
remember  that  at  the  June  meeting  of  the  Society  I  made  the 
assertion  that  in  tubal  pregnancy  there  is  no  characteristic 
decidua.  Along  that  line  I  have  since  especially  interested 
myself  in  histological  studies  of  this  condition,  the  develop- 
ment of  the  villus  and  its  cellular  structure,  and  its  influ- 
ence upon  the  structures  it  comes  in  contact  with.  I  have 
intentionally  avoided  looking  up  too  many  authorities,  find- 
ing that  my  experience  coincides  with  what  Prof.  Webster 
has  suggested— namely,  that  the  more  one  consults  authorities  in 
regard  to  this  subject,  the  more  likely  is  he  to  become  confused ; 
and  after  a  while  he  is  apt  to  conclude  that  it  is  better  not  to 
have  consulted  too  many  diverse  authorities,  but  rather  one  or 
two  possibly  original  investigators,  and  work  out  the  problem 
as  best  he  can.  I  have  not  read  Prof.  Webster's  book,  for  I  do 
not  wish  it  to  color  my  thought ;  it  is  well  known  he  insists  there 
is  such  a  decidua  present  in  tubal  pregnancy.     I  was  interested 
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in  Avhat  Prof.  Webster  has  said,  and  I  am  happy  to  know  that 
we  have  a  member  of  this  Society  who  hesitates  not  to  express 
himself  so  positively  that  the  syncytium  and  Langhans  cells  are- 
fetal  in  origin ;  for  both  layers  are  of  fetal  origin.  I  hope  at  a 
future  meeting  of  the  Society  to  show  the  development  of  these 
cells  and  their  influence  in  tubal  pregnancy.  I  have  two  speci- 
mens, one  about  the  second  week  and  one  about  the  sixth  week, 
both  beautifully  preserved,  so  that  we  can  follow  their  develop- 
ment and  their  influence  on  the  surrounding  tissues.  I  would 
ask  Prof.  Webster:  Has  he  given  <he  matter  any  thought  as  to 
the  peculiar  and  apparent  difference  of  action  of  the  syncytium 
and  Langhans  cells,  there  where  there  is  a  true  characteristic 
decidua  present,  such  as  we  have  in  the  uterus,  and  there  where 
there  is  no  characteristic  decidua  present,  as  in  the  tube?  For 
instance,  I  have  a  beautiful  specimen  of  intrauterine  develop- 
ment of  the  fifth  week.  I  have  made  sections  of  the  complete 
serotina,  with  the  sac  attached,  through  to  the  uterine  plane.  I 
did  not  find  here  the  same  cellular  action  in  this  specimen  at  that 
early  period  that  I  do  in  the  tubal  pregnancy,  that  is,  the  destruc- 
tive or  gnawing  {anfressen)  efiPect  of  these  cells  on  the  decidua, 
and  affecting  the  uterine  structure,  that  is  found  in  their  action 
upon  the  cells  and  parenchyma  of  the  tube.  In  the  tubal  preg- 
nancy that  part  of  the  tube  wall  marking  the  attachment  of  the 
placenta  is  markedly  thinner  than  the  tube  wall  on  the  opposite 
side.  In  other  words,  in  the  Langhans  or  syncytial  cell  we 
have  apparently  a  cell  whose  function  appears  to  be  to  attack 
and  break  down  the  cells  of  the  tissue  of  its  environment,  a 
quality  similar  to  the  malignant  cell.  I  do  not  find  that  in  the- 
normal  intrauterine  pregnancy. 
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Annual  Meeting,  Deceiiiber  19,  1901. 
John  C.  Da  Costa,  M.D.,  in  the  Chair. 
Dr.  Edward  P.  Davis  presented  a  paper  on 

retroversion  and  retroflexion  of  the  uterus.^ 

Dr.  John  B.  Deaver. — It  has  been  my  practice  not  to  institute- 
any  operative  procedure  unless,  in  addition  to  the  retrodisplace- 
ment,  the  fundus  was  very  painful.  Where  that  is  the  case  I  do- 
the  Alexander  operation.  This  operation  I  have  great  confi- 
dence in,  if  it  is  done  carefully  and  the  ligaments  secured  at 
the  internal  abdominal  ring.  I  have  no  faith  in  the  operation.' 
'See  original  article,  p.  351. 
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in  which  the  ligaments  are  secured  at  the  external  abdominal 
ring,  which  is  quite  as  likely  to  fail  as  to  succeed.  The  operation 
for  exposing  the  round  ligament  is  similar  to  that  for  the  radical 
<iure  of  hernia.  In  the  latter  it  has  always  been  my  object  to 
first  expose  and  separate  the  sac  at  the  internal  abdominal  ring, 
to  catch  the  round  ligaments. 

It  is  evident  that  palliative  and  general  treatment  and  treat- 
ment directed  to  the  nervous  system  should  be  employed,  as 
many  cases  are  neurasthenic  and  can  be  helped,  as  Dr.  Davis 
plainly  showed  in  his  paper.  The  operation  of  ventral  suspen- 
sion and  ventral  fixation  I  think  out  of  place  in  the  majority  of 
instances  of  this  variety.  I  cannot  but  wonder  why  gynecolo- 
gists do  such  an  abominable  operation  as  ventral  suspension.  I 
have  seen  many  cases  so  operated  upon  and  never  failed  to  find, 
six  months  afterward,  the  uterus  down  in  the  hollow  of  the 
sacrum.  I  cannot  but  think  it  was  the  moral  effect  of  the  opera- 
tion that  accomplished  the  good. 

Dr.  J.  M.  BiU^DY.— I  can  only  say  that  I  am  not  in  sympathy 
with  Dr.  Deaver  on  any  single  word  he  has  said,  except  the 
statement  that  the  vast  majority  of  retrodisplacements  do  not 
give  symptoms.  The  greater  experience  I  have  the  more  con- 
vinced I  am  that  the  vast  majority  of  uncomplicated  retrodis- 
placements do  not  give  symptoms,  and  when  symptoms  are  pres- 
ent they  are  due  to  the  complications.  If  w^e  find  no  complica- 
tion it  is  probably  not  because  it  is  not  there,  but  because  we  are 
unable  to  find  it.  In  many  cases  in  which  I  have  not  found  it 
I  subsequently  had  opportunity  to  see  inside  the  abdomen  and 
would  find  a  complication  there  which  had  been  overlooked. 

Dr.  Deaver  criticises  the  ventrosuspension  and  expresses  much 
faith  in  the  Alexander  operation.  I  cannot  conceive  of  any 
worse  operation.  I  cannot  conceive  of  any  excuse  for  an  Alex- 
ander operation.  It  is  irrational,  dangerous,  weakens  the  points 
in  the  abdominal  wall  which  are  already  its  weakest  points,  has 
been  the  cause  of  innumerable  hernias,  and  in  these  cases  leaves 
the  patient  in  a  worse  condition  than  before  the  operation. 
There  are  other  operations  (intra-abdominal)  which  take  the 
place  of  the  Alexander  operation  and  do  the  work  better  and 
safer,  where  it  is  necessary  to  do  it  at  all.  Dr.  Davis'  cases 
reported  to-night  show  hoAv  often  it  is  altogether  unnecessary 
to  operate  to  relieve  these  patients.  An  operation  which  appeals 
to  me  strongly,  and  which  I  have  done  once,  is  to  draw  the 
round  ligaments  through  holes  punctured  in  the  broad  ligaments 
and  to  fasten  them  behind  and  to  the  uterus.  It  is  a  simple 
operation  and  I  cannot  see  how  any  harm  can  come  from  it. 
The  uterus  is  put  into  a  perfectly  normal  position  and  is  simply 
forced  forward  by  the  pulling  on  the  round  ligaments.  The 
ventrosuspension  has  always  appeared  to  me  as  undesirable,  and 
I  am  glad  to  have  found  a  substitute  for  it.  I  am  surprised  that 
in  his  operations  of  ventral  suspension  Dr.  Deaver  should  find  the 
uterus  in  the  bottom  of  the  pelvis  subsequently. 
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I  sometimes  do  what  I  call  a  temporary  fixation  by  passing 
a  silkworm  gut  into  the  fundus  of  the  uterus  and  keeping  it  there 
for  a  week.  When  the  torn  and  bleeding  peritoneal  surfaces 
from  torn  adhesions  are  smoothed  over,  I  take  out  the  stitch, 
knowing  that  there  will  be  no  readhesion  of  the  uterus  and  no 
symptoms  from  the  displacement  itself  will  occur.  In  other 
words,  I  am  willing  that  the  uterus  shall  go  back  into  a  displaced 
position,  if  it  chooses— this  willingness  is  only  consistent  with  my 
belief  that  uncomplicated  displacements  rarely  cause  symptoms, 
and  I  believe  this  the  more  firmly  the  longer  I  live. 

Dr.  Chari,es  P.  Noble.— Unfortunately,  I  did  not  hear  all  of 
Dr.  Davis'  paper,  but  I  gather  from  the  last  part  of  it  that  he  took 
the  position  that  retroversion  and  retroflexion  per  se  as  a  rule 
give  rise  to  few  or  no  symptoms.  I  would  not  accept  that  as  a 
general  proposition.  I  am  agreed  that  there  are  many  cases  of 
retroversion  or  retroflexion  that  produce  no  symptoms.  I  have 
had  too  many  cases  under  my  own  care  where  women  have  been 
absolute  invalids  from  retroversion  or  retroflexion  of  the  uterus 
without  complicating  disease,  and  where  relief  has  been  effected 
Avhen  the  malposition  was  corrected,  to  accept  this.  If  this 
proposition  were  true  of  all  cases  of  retrodisplaeement,  all  Alex- 
ander operations  would  be  useless.  Without  remembering  exact- 
ly how  many  operations  I  have  done— approximatelj^  150 — there 
is  no  class  of  patients  more  appreciative  of  benefits  received 
from  operation  than  those  who  have  had  their  round  ligaments 
shortened.  That  experience  is  contrary  to  the  proposition  of 
Dr.  Davis  as  upheld  by  Dr.  Baldy,  and  demonstrates  that  it 
must  be  largely  erroneous.  I  would  say  that  instead  of  it  being 
the  rule  that  retrodisplacements  give  no  symptoms,  rather  it 
is  the  exception.  As  to  what  should  be  done  with  retroversions 
uncomplicated  when  they  produce  symptoms,  I  would  say  they 
should  be  operated  upon,  and  the' operation  I  prefer  is  the  one 
Dr.  Baldy  says  is  so  bad.  As  to  hernia,  out  of  my  150  operations 
I  have  never  had  a  case  of  hernia  come  back  to  me  and  none  of 
my  friends  tell  me  that  my  Alexander  operations  turn  up  in 
their  hands  with  hernia,  and  I  think  I  would  hear  about  them 
if  they  did.  I  believe  that  if  my  method,  in  the  operation  which 
Dr.  Baldy  disapproves  of,  were  adopted  the  percentage  of  hernias 
would  be  infinitesimal.  If  the  percentage  of  hernia  after  a  Bas- 
sini  operation  is  small,  the  same  should  be  more  true  of  the,  Alex- 
ander operation,  for  in  fastening  the  round  ligament  to  Pou- 
part's  ligament  we  do  practically  a  Bassini  operation.  As  a 
result  of  a  large  experience  I  am  quite  sure  that  Dr.  Baldy 's 
statements  are  fallacious  so  far  as  good  technique  is  concerned. 
I  do  not  mean  to  say  there  have  been  no  hernias,  but  that  the 
gentlemen  who  did  the  operations  did  not  have  a  good  technique. 

My  experience  in  relief  from  symptoms  by  operation  has  been 
most  satisfactory.  As  to  permanent  results,  I  have  knowledge 
of  only  two  cases  in  which  there  was  relapse :  one  case  I  saw  my- 
self;  another  case  I  was  told  about,  so  the  percentage  is  one  per 
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cent  or  less.  When  we  do  a  fixation  operation  I  think  there  is  no 
relapse  because  the  fixation  is  too  firm.  In  the  suspension  opera- 
tion my  personal  experience  is  that  some  four  or  five  per  cent 
wiM  pull  away.  The  suspension  operation  for  movable  uteri 
has  always  seemed  to  me  too  much  of  an  operation  for  the  con- 
dition, because  there  is  a  definite  mortality  in  the  operation.  I 
scarcely  know  any  one  who  has  not  had  at  least  one  death,  and 
some  operators  had  had  a  one  or  two  per  cent  mortality  in  this 
operation. 

Dr.  George  Erety  Shoemaker.— I  would  agree  with  those  who 
hold  that  uncomplicated  retroversion  has  usually  few  symptoms 
which  call  for  operation;  but  retroversion  is  very  commonly 
associated  with  other  conditions,  as  we  all  know — for  instance, 
with  descent,  with  passive  congestion,  with  prolapse  of  ovaries, 
with  salpingitis  or  adhesions— and  we  commonly  encounter  a 
combination  of  conditions,  so  that  more  than  one  operation  is 
called  for.  A  lacerated  perineum  calls  for  repair  in  a  large 
proportion  of  cases  of  retroverted  and  descending  uterus. 
Whether  we  should  add,  in  addition  to  that,  an  operation  to  re- 
store the  position  of  the  uterus  depends  upon  the  gravity  of 
the  condition.  The  number  of  cases  in  which  I  have  opened  the  ab- 
domen to  restore  an  uncomplicated  retroverted  uterus  is  very 
small.  I  have  generally  suspected  a  neurasthenic  element  and 
tried  to  support  the  uterus  by  artificial  means  temporarily  with- 
out the  knowledge  of  the  patient.  This  determines  whether  one 
can,  without  the  influence  of  suggestion,  secure  relief  of  symp- 
toms by  support.  If  that  can  be  done  without  the  patient  know- 
ing what  the  treatment  has  been,  I  feel  justified  in  making  some 
effort  to  restore  the  malposition.  In  regard  to  the  Alexander 
operation,  I  think  it  is  chiefly  fitted  to  those  conditions  where 
there  are  no  adhesions  or  disease  of  tubes  or  ovaries;  therefore 
I  cannot  find  very  many  cases,  which  demand  any  operation  at 
all,  where  it  is  indicated.  I  do  the  operation;  but  if  there  are 
complicating  diseases  and  it  is  desirable  to  get  into  the  abdomen 
for  other  reasons,  the  suspension,  if  properly  done,  is  in  my 
judgment  one  of  the  good  methods  of  restoring  the  position  of 
the  uterus. 

Dr.  W.  a.  N.  Dorland. — Laying  aside  the  rathej"  more  in- 
teresting question  of  the  surgery  of  this  condition,  there  was  a 
remark  made  by  Dr.  Davis  which  impressed  me  as  being  strik- 
ingly true,  namely,  that  he  did  not  think  the  larger  number  of 
cases  of  this  condition  follow  parturition  either  in  its  premature 
form  or  at  term.  In  the  large  clinic  we  have  at  the  Pennsyl- 
vania Out-Patient  Department  I  have  noticed  recently  a  great 
many  single  girls  and  older  women,  not  married,  who  have  come 
there  with  a  posterior  uterine  displacement.  This  was,  in  the 
former,  a  congenital  condition,  and  in  the  latter  the  result  of 
pelvic  inflammatory  disease.  I  would,  therefore,  rather  put  as 
probably  the  two  most  important  causes  of  retrodisplacement  of 
the  uterus  a  lack  of  uniformity  in  the  development  of  the  uterine 


432  TRANSACTIONS   OF    THE 

wall,  and  extrauterine  inflammatory  action  due  to  tubal  and 
ovarian  disease  and  not  originating  subsequently  to  labor. 

One  word  as  to  the  operative  treatment.  In  1896  I  was  inter- 
ested in  the  reports  of  labor  following  ventral  suspension,  and 
at  that  time  I  gathered  all  the  reported  cases  up  to  date,  num- 
bering, I  believe,  about  167  patients.  Of  these,  about  65  per 
cent  showed  some  complication  during  gestation  or  at  the  time 
of  labor;  but  as  most  were  fixation  operations  as  performed  by 
Olshausen,  in  which  there  was  made  a  scarification  of  the  anterior 
uterine  wall,  and  not  a  simple  suspension,  this  could  probably  be 
explained.  This  was  also  true  of  the  vaginal  cases  as  performed 
by  Diihrssen.  In  the  other  cases  of  true  suspension  as  practised 
by  Kelly  and  others,  no  complications  were  noted. 

Dr.  Charles  P.  Noble.— I  think  an  important  question  is: 
In  how  many  of  these  cases  of  backward  displacement  does  the 
uterus  become  adherent  without  disease  of  the  tubes?  It  has 
been  my  experience  to  see  a  number  of  cases  in  which  the  uterus 
became  adherent  without  salpingitis.  I  remember  a  patient,  a 
very  estimable  young  woman,  in  whom  the  uterus  being  found 
adherent,  was  accused  of  gonorrhea.  I  have  seen  a  number  of 
such  cases  and  feel  that  if  the  uterus  is  over  backward  it  is  quite 
possible  for  it  to  become  adherent  without  having  tubal  disease. 
The  process  is  similar  to  that  which  causes  fibroid  and  dermoid 
tumors  to  become  adherent. 

Dr.  John  C.  Da  Costa.— I  agree  with  Dr.  Baldy  that  the 
Alexander  is  not  a  good  surgical  operation.  I  have  seen  a 
goodly  number  of  cases  of  retroflexion  and  retroversion,  and 
I  would  like  to  ask  if  Dr.  Davis'  cases  were  examined  with  blad- 
ders full  or  empty.  In  many  cases  I  have  noticed  that  after  the 
bladder  is  emptied  there  will  be  found  a  normally  placed  uterus. 
I  have  not  had  a  large  experience  with  the  Alexander  operation, 
because  I  do  not  consider  it  a  good  surgical  operation.  I  have 
done  many  ventral  suspensions  and  the  results  have  been  uni- 
formly good.  "Where  the  uterus  is  very  much  retroflexed,  par- 
ticularly without  adhesions,  I  think  the  examination  would  show 
that  the  posterior  wall  is  always  thin.  As  an  average  the  thick- 
ness of  the  posterior  wall  is  not  more  than  half  that  of  the 
anterior  w^all.  The  circulation  has  been  impaired  by  the  bend. 
I  have  seen  more  than  one  case  operated  on  whose  abdomen  was 
opened  afterward  for  some  other  reason.  In  each  case  I  found 
the  uterus  freely  movable  and  normal  in  shape  and  position,  the 
posterior  wall  had  grown,  was  well  developed,  and  the  uterus 
was  suspended  by  a  peritoneal  ligament  varying  from  two  to 
three  inches  in  length.  A  ligament  that  would  stretch  that 
much  in  two  to  six  months  I  do  not  think  would  interfere  with 
pregnancy.  I  have  seen  women  suffering  intense  agony  during 
menstruation,  thin  and  worn  down,  and  in  six  months  after  the 
operation  they  were  fat  and  rosy.  Ventral  fixation  I  do  not 
do  in  young  women,  married  or  single;  but  where  there  is  pro- 
lapse in  an  old  woman  or  in  a  woman  past  the  menopause,  I 
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think  ventral  fixation  is  the  operation  to  be  employed,  especially 
if  combined  with  amputation  of  the  fundus  of  the  uterus  and 
fixing  the  stump  to  the  belly  wall,  thus  curing  the  prolapse. 

Dr.  Deaver.— I  cannot  allow  what  Dr.  Baldy  said  to  go  on 
record  without  some  questioning.  Dr.  Baldy  raised  a  question 
about  Bassini's  operation  for  hernia.  It  is  a  well-recognized 
fact  that  the  most  reliable  operation  is  Bassini's,  if  properly 
done,  and  it  is  assumed  that  we  all  do  it  correctly.  Another 
fact  is  that  inguinal  hernias  are  not  common  in  the  female.  AVe 
know,  therefore,  that  the  inguinal  canal  in  the  female  is  not 
very  liable  to  hernia.  It  is  assumed  that  no  one  would  do  an 
Alexander  operation  when  there  is  disease  of  the  tubes.  We  all 
know  the  peculiarities  of  the  muscle  and  the  formation  of  the 
conjoined  tendon.  There  is  no  reason  why  we  cannot  close  the 
canal  as  well  in  the  female  as  in  the  male.  In  closing  the  ingui- 
nal canal  I  introduce  a  mattress  suture  through  the  internal 
oblique  muscle  immediately  to  the  inner  side  of  the  internal 
abdominal  ring  above  the  free  margin  of  the  muscle,  making 
this  part  of  the  canal  stronger  than  we  find  it.  If  my  friend 
Baldy  will  change  hife  technique  in  the  practice  of  the  Alexan- 
der operation,  I  am  sure  that  the  next  time  he  speaks  he  will  be 
more  in  favor  of  than  against  it. 

Dr.  J.  ]\I.  Baldy.— We  all  see  posteriorly  displaced  uteri  adhe- 
rent without  disease  of  the  appendages.  Although  no  salpingitis 
is  recognized,  still  originally  the  adhesions  came  from  the  sal- 
pingitis which  has  been  cured. 

A  point  which  Dr.  Davis  brought  out  strikes  me  as  a  little 
unusual— the  proportion  of  retroclisplacements  in  normal  wo- 
men, which  according  to  Schroder  is  1  to  4.  Dr.  Deaver  says 
that  almost  all  women  he  examines  have  retrodisplacements.  It 
is  difficult  to  tell  what  kind  of  displacement  is  meant  by  these 
statements.  If  there  is  meant  a  displacement  in  which  the  fun- 
dus of  the  uterus  is  in  direct  line  of  the  cervix  or  bent  forward 
on  the  cervix,  and  in  Avhich  the  whole  uterus  sags  low  down  in 
the  peMs,  the  condition  is  not  a  true  retrodisplacement.  As  I 
understand  retrodisplacements,  they  are  what  we  technically  call 
retroversion  and  retroflexion.  I  cannot  conceive  of  the  propor- 
tion of  women  Dr.  Deaver  or  Dr.  Schroder  speaks  of.  I  would 
not  like  to  make  an  assertion  in  regard  to  any  projiortion;  but 
these  statements  seem  to  me  absurd  in  view  of  my  experience  in 
examining  women.  Among  the  reports  from  Germany  we  have 
been  told  that  one  woman  in  every  twenty  has  a  third  ovary. 
I  have  never  seen  a  third  ovary  in  my  whole  life.  These  state- 
ments we  have  to  take  with  a  good  deal  of  faith,  I  am  afraid. 

Dr.  Deaver  says  he  finds  more  hernias  returning  in  the  upper 
portion  than  in  the  lower  of  the  wound.  That  means,  if  it  means 
anything,  that  he  sees  a  considerable  number  of  hernias  return 
after  operation  even  by  Bassini's  method;  and  that  is  the  full 
truth.  There  are  a  great  many  returns  of  hernia  by  the  best 
methods.  Though  the  advocates  of  the  various  operations  in  the 
28 
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past  claimed  they  never  had  returns,  suddenly  that  particular 
method  has  been  dropped  and  another  one  taken  up.  Even  the 
Bassini  and  Halsted  operations  have  returns,  and  Dr.  Deaver 
uuAvittingly  admitted  this  fact  in  the  above  statement.  That  he 
does  not  see  as  many  hernias  in  women  as  in  men  is  probably  for 
the  good  reason  that  women  are  not  exposed  to  the  conditions  of 
life  that  cause  hernia.  I  see  a  good  many  hernias  in  women. 
I  do  not  think  that  such  a  major  operation  as  Bassini 's  should 
be  done  for  "such  a  simple  condition"  as  uncomplicated  retro- 
displacement.  It  is  an  operation  which  has  taken  the  ingenuity 
of  mankind  for  many  years  to  secure  even  the  present  results. 
There  is  little  excuse  in  doing  an  operation  for  displacements 
which  risks  producing  double  hernias.  As  to  Dr.  Noble's  state- 
ment of  mortality  following  hysterorrhaphy,  I  know  of  no  one 
who  is  getting  a  mortality  for  that  operation,  because  few  men 
operate  at  all  upon  the  particular  class  to  which  he  refers  and  for 
Avhicli  he  does  an  Alexander  operation — uncomplicated  retro- 
clisplacements.  If  I  were  a  woman  I  should  far  prefer  having 
the  displacement  to  the  hernia. 

Dr.  Davis  (closing) — AYhen  we  observe  the  lack  of  unanimity 
among  operators  regarding  the  so-called  suspensory  operations 
upon  the  uterus,  we  must  respect  the  wisdom  of  these  patients 
in  declining  to  be  operated  upon.  The  older  of  these  patients 
seemed  a  typical  case  of  ventrosuspension.  She  had  passed  the 
age  of  probable  childbearing,  and  the  uterus  was  so  adherent 
to  the  connective  tissue  about  the  rectum  as  to  interfere  with 
the  free  emptying  of  the  intestine.  There  was  reason  to  hope 
that  suspending  the  uterus  would  indirectly  improve  the  pa- 
tient's general  health  by  lessening  the  tendency  to  constipation. 
The  pessary  was  used  in  her  case  quite  as  much  to  relieve  her 
anxiety  as  to  cause  a  radical  change  in  the  position  of  the  womb. 
The  second  patient  illustrated  the  fact  that  it  is  not  always  neces- 
sary to  remove  a  prolapsed  tube  or  ovary  and  that  these  organs 
may  be  replaced  with  less  radical  treatment. 

These  cases  were  not  those  of  temporary  displacement  caused 
by  a  distended  bladder.  They  were  permanent  dislocations  of 
the  womb.  Among  Avorking  women,  and  especially  in  Euro- 
pean clinics,  we  see  cases  of  backward  displacement  among  poor 
women  who  work  hard  and  who  fasten  a  considerable  mass  of 
clothing  about  the  waist.  If  such  women  escape  inflammation 
of  the  pelvic  organs,  the  backward  displacement  of  the  womb 
frequently  causes  no  symptoms.  These  are  the  patients  referi'ed 
to  by  Schroder  and  are  larger  in  number  than  the  correspond- 
ing class  of  patients  seen  in  the  clinics  of  this  country. 

A  recent  experience  illustrates  the  fact  that  many  of  these 
cases  have  antedated  confinement.  A  young  woman  recently 
passed  through  her  first  labor,  delivered  by  forceps  with  slight 
laceration  which  healed  under  antiseptic  precautions.  She  made 
a  good  general  recover5^  Her  mother  prevented  her  from  nurs- 
ing the  child,  which  delayed  involution.     As  soon  as  the  patient 
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got  up  she  resumed  her  corsets  which  she  had  worn  in  girlhood. 
A  retroversion  is  present,  but  causes  no  symptoms.  The  patient 
herself  is  well  and  does  not  know  that  she  has  a  retroversion. 
As  the  patient  was  not  under  observation  before  pregnancy,  no 
examination  was  made  of  the  non-pregnant  uterus.  It  is  most 
reasonable  to  suppose  that  the  retroversion  occurred  in  early  life 
and  was  confirmed  by  the  delay  in  involution  and  the  early  use 
of  constricting  clothing. 

Cases  which  decline  operation  are  often  interesting  and  useful 
in  showing  us  what  can  be  done  without  operative  procedures. 
A  primary  interest  attaching  to  retroversion  of  the  womb  is  its 
freedom  from  or  connection  with  tubal  and  ovarian  disease. 

Dr.  J.  M.  Baldy  presented  a  paper  on 

PRIMARY  CARCINOMA  OF  THE  UTERINE  FUNDUS.^ 

Dr.  Charles  P.  Noble.— I  doubt  not  we  are  all  in  hearty 
accord  with  the  general  principles  of  the  paper,  and  the  fact 
cannot  be  too  strongly  emphasized  that  when  a  woman  after  the 
menopause  begins  to  bleed  the  case  should  have  adequate  investi- 
gation. I  think  it  is  undoubtedly  true  that  almost  invariably 
the  trouble  is  cancer.  It  is  well,  however,  to  recognize  the  fact 
that  this  is  not  invariable.  All  of  us  have  seen  cases  in  which 
hemorrhage  did  occur  after  the  menopause  without  the  condition 
being  cancer.  I  have  a  patient  in  the  hospital  now,  55  years  of 
age.  When  told  by  her  doctor  that  she  had  been  bleeding  I 
wrote  him  that  ninety-nine  cases  out  of  a  hundred  were  cancer. 
She  was  sent  down  for  investigation  and  the  condition  was  one 
of  polypi.  I  have  seen  a  number  of  such  cases,  also  cases  in 
which  the  hemorrhage  was  due  to  endometritis  and  to  fibroid. 
When  the  bleeding  is  not  due  to  cancer  it  is  due  to  some  disease 
which  ought  to  be  properly  treated.  I  think  that  is  the  chief 
point  to  touch  upon.  This  particular  form  of  cancer  we  know 
is  the  most  amenable  to  treatment,  except  the  superficial  epithe- 
lioma of  the  skin. 

Dr.  Nicholson.— Those  of  us  who  are  assistants  have  the  can- 
cer question  so  drilled  into  us  that  we  feel  it  is  an  old  story.  In 
a  book  just  published,  purporting  to  be  a  physiological  account 
of  the  different  periods  of  a  woman's  life,  I  found  in  a  discus- 
sion on  the  menopause  that  among  the  bad  symptoms  that 
might  arise  during  this  time,  hemorrhage  is  put  down  as  one. 
Cancer,  which  causes  the  hemorrhage,  is  the  last  cause  given 
and  is  mentioned  in  the  same  relation  as  bleeding  from  heart 
disease  at  that  period.  No  caution  is  given  to  the  women  that 
any  bleeding  should  demand  examination  by  a  physician.  It  is 
simply  stated  that  cancer  occurs  more  frequently  at  that  time 
than  at  any  other,  and  also  that  hemorrhage  was  due  to  endome- 
tritis, polyps,  also  to  heart  disease,  and  sometimes  occurred  in 
kidney  disease.  It  seemed  to  me  that,  coming  out  in  the  last 
few  weeks,  it  was  a  rather  disheartening  criticism  upon  the 
^See  original  article,  p.  356. 
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methods  of  teaching  in  the  medical  profession  at  present.  The 
teaching  is  very  absolute  that  when  a  woman  begins  to  bleed  an 
examination  is  demanded  and  in  the  majority  of  cases  radical 
treatment  is  required.  To  have  a  book  simply  published  for 
the  laity,  with  no  more  mention  made  of  the  probable  cause  of 
bleeding,  seemed  to  me  very  reprehensible. 

Dr.  George  Erety  Shoemaker. — I  think  we  cannot  too 
strongly  emphasize  the  point  made  by  Dr.  Nicholson,  and  I 
believe  medical  teachers  have  been  at  fault  in  not  insisting  that 
recurrence  of  bleeding  after  the  cessation  of  the  menopause  for 
one  year  means  almost  invariably  malignant  adenoma,  if  no  other 
form  of  cancer.  Those  cases  of  late  bleeding  endometritis  are 
often  adenoma  undergoing  the  change  from  the  benign  to  the 
malignant  form,  and  nothing  but  microscopic  examination  will 
show  that  change.  I  can  recall  but  one  instance  in  which  a 
woman  bleeding  after  the  menopause  did  not  have  cancer.  The 
patient  was  the  mother  of  a  physician.  A  polypus  protruded 
sufficiently  from  the  labia  to  cause  chating  and  consequent 
bleeding.  If  malignant  disease  is  present  it  is  often  out  of  sight 
within  the  body  of  the  uterus  and  the  cervix  may  look  normal. 

Dr.  John  B.  Deaver.  — I  agree  with  Dr.  Baldy  in  believing 
that  if  more  teachers  would  emphasize  the  importance  of  examin- 
ation upon  the  development  of  bleeding  much  trouble  would  be 
averted.  My  experience  Avith  that  class  of  cases  is  that  I  do 
not  place  too  much  stock  on  curettements.  In  cases  with  this 
history  I  have  on  more  than  one  occasion  taken  out  an  adeno- 
carcinoma where  the  curettement  was  negative. 

Dr.  W.  a.  N.  Dorland.— I  think  one  of  the  most  important 
points  to  be  taught  to  medical  students  is  the  nature  of  the 
hemorrhage  at  the  menopause.  I  would  go  one  step  further  than 
Dr.  Shoemaker  and  say  not  merely  recurrence  of  the  bleeding 
after  the  menopause  is  an  important  and  suggestive  symptom, 
but  that  an  increase  of  bleeding  at  the  menopause  is  suggestive 
and  pathologic.  As  we  all  know,  there  are  three  distinct  ways 
in  which  the  menopause  can  come  on,  in  all  of  which  there  is  a 
decrease  in  the  bleeding,  but  never  increase :  that  is,  there  is 
either  the  usual  dodging  period;  or  the  menopause  comes  on 
with  a  slow  and  gradual  decrease  in  the  bleeding ;  or  verj'  rarely 
there  is  an  abrupt  cessation. 

Dr.  Charles  P.  Noble  read  a  paper  on 

THE  technique  OF  AMPUTATION  OP  THE  CERVIX  UTERI.^ 

Dr.  John  C.  Da  Costa.  —  It  is  surprising  how  great  minds 
run  in  the  same  channel.  It  looks  as  if  Dr.  Noble  has  given  us 
the  same  idea  shown  in  an  old  book  on  gynecolog}^  by  Dr. 
Goodell.  I  think,  however,  I  can  show  him  a  simpler  method 
than  that.  In  doing  amputations  I  make  a  square  cut  across  the 
cervix,  and  put  but  one  stitch  on  each  side  through  the  cer- 
vical canal,  which  stitch  also  picks  up  the  mucous  membrane  on 
^See  original  article,  p.   368. 
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that  side.  The  next  stitch  picks  up  the  mucous  membrane  of 
one  side,  and  is  buried  in  the  parenchyma  of  the  neck  for  a 
half-inch,  comes  out  and  catches  up  the  mucous  membrane  on 
the'  other  side.  AVhen  these  stitches  are  drawn  together  the 
mucous  membrane  moves  easily  over  the  cervix.  The  second 
stitch  draws  the  mucous  membrane  over  and  holds  it  down  to 
the  raw  surface  of  the  stump.  The  third  stitch  is  a  simple  one 
going  through  the  mucous  membrane.  When  the  operation  is 
finished  you  have  a  round  cervical  canal  and  the  whole  stump 
covered  by  mucous  membrane  and  held  down  by  two  stitches  on 
each  side.  I  have  had  no  trouble  with  this  method,  no  case  in 
which  there  has  been  the  slightest  complication  following  the 
amputation.  The  chief  trouble  in  doing  the  operation  is  to  get 
a  small  needle  through  the  cervical  canal  and  not  take  too  much 
of  the  tissue  of  the  uterus. 


TRANSACTIONS  OF 
THE    WOMAN'S    HOSPITAL  SOCIETY. 


Meeting  of  November  26,  1901.  '. 

The  President,  Le  Roy  Broun,  M.D.,  in  the  Cliair. 
Dr.  J.  Doi^GAL  BissELL  exhibited  a  specimen  showing 

DOUBLE   ABSCESS  — ONE   OF    THE   TUBE   AND   ONE   OF   THE 
OVARY,     COMMUNICATING. 

The  case  which  I  relate  for  your  consideration  to-night  belongs, 
to  that  class  which  is  often  most  unsatisfactory  in  its  treatment. 
By  an  examination  of  the  specimen  I  present,  you  will  per- 
ceive it  to  be  a  double  abscess— one  of  the  tube  and  one  of  the 
ovary,  communicating  with  each  other.  At  the  time  patient  was 
admitted  into  the  hospital  a  tumor  could  be  distinctly  mapped 
out  over  the  lower  portion  of  the  abdomen,  approaching  in  size 
a  large  grapefruit.  Her  temperature  was  104°  and  she  showed 
every  evidence  of  septic  absorption.  She  had  six  children,, 
labors  normal,  no  miscarriages  or  abortions.  During  the  past 
summer  she  had  a  profuse  leucorrheal  discharge,  probably  of 
gonorrheal  origin. 

A  few  days  after  admission  she  was  anesthetized;  a  posterior 
vaginal  section  was  made;  the  dissection  was  followed  up  along 
the  cervix  on  the  left  side  between  the  folds  of  the  broad  liga- 
ment until  the  mass  was  reached.  A  long,  sharp  universal  scissors 
Avas  passed  along  the  index  finger  of  the  left  hand  and  plunged 
into  the  tumor,  which,  from  its  extreme  tension,  felt  almost 
solid.  A  large  quantity  of  the  most  offensive  pus  and  necrotic 
tissue  escaped.     The  cavity  was  difficult  to  explore  because  of  its 
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great  size  and  situation.  It  was  thoroughly  washed  out  with 
peroxide  of  hydrogen  and  packed  with  several  yards  of  iodoform 
gauze.  The  gauze  was  gradually  withdrawn  from  day  to  day, 
and  removed  entirely  on  the  fifth  day. 

The  temperature,  however,  improved  but  little  after  this  ope- 
ration. Drainage  was  quite  free  after  removal  of  the  gauze, 
but  there  was  no  abatement  of  the  septic  symptoms.  At  the 
end  of  three  weeks,  although  the  cavity  was  systematically 
washed  out  with  different  antiseptic  solutions,  the  results  were 
negative.  Six  and  a  half  weeks  after  operation,  finding  no  im- 
provement in  her  general  condition,  it  was  thought  best  to  per- 
form a  radical  operation  and  remove  the  entire  abscess  sac. 

In  view  of  the  fact  that  the  intestinal  adhesions  were  probably 
numerous  and  firm,  and,  if  so,  they  could  be  best  dealt  with 
through  the  abdominal  route,  celiotomy  was  decided  upon.  As 
we  had  to  deal  with  an  extensive  septic  cavity  discharging  into 
the  vagina,  it  appeared  to  me  that  the  only  safeguard,  after 
thoroughly  irrigating  the  cavity  with  peroxide  of  hydrogen,  was 
to  pack  it  with  iodoform  gauze,  the  object  of  this  packing  being 
twofold:  first,  to  absorb  and  thus  prevent  the  septic  matter 
(which  could  not  be  entirely  removed  by  irrigation)  from  leak- 
ing into  the  abdomen  when  the  abscess  sac  was  detached  and 
removed;  second,  it  distended  the  cavity,  converting  it  into  a 
solid  tumor,  thus  facilitating  manipulations  and  rendering  more 
exact  the  entire  procedure. 

J\Iy  chief.  Dr.  Nichol,  kindly  accepted  this  suggestion,  and 
»I  dilated  the  vaginal  opening,  irrigated  with  peroxide  and  salt 
solution,  and  packed  thoroughly  with  several  yards  of  half-inch 
iodoform  gauze.  Dr.  Nichol  then  opened  the  abdomen  and  dealt 
with  intestinal  adhesions  Avith  comparative  ease  They  were 
numerous  and  extensive,  and  so  firm  that  the  outer  coats  of  intes- 
tines at  two  points  were  injured  and  had  to  be  sutured.  After 
this  the  tumor  was  readily  detached  from  its  bed  and  removed 
in  its  entirety.  The  raw  surface  out  of  which  the  tumor  was 
dissected  was  extensive  and  bled  freely.  Five  and  a  half  yards 
of  iodoform  gauze  were  packed  in  the  pelvis  over  this  surface, 
one  end  being  passed  into  the  vagina.  The  subsequent  history 
is  also  of  interest.  The  patient's  temperature  kept  down  for 
a  few  days  after  operation  for  the  first  time  during  her  entire 
illness,  but  on  the  fifth  day  it  began  to  rise.  The  abdominal 
wound  was  examined  and  it  was  discovered  that  stitch  abscesses 
were  forming  in  the  lower  angle.  The  sutures  at  this  point  were 
removed  and  cavities  irrigated.  Absorption  continued  until  the 
twelfth  day,  but  at  present  patient  shows  no  evidence  of  septic 
trouble,  temperature  now  remaining  practically  normal. 

I  believe  this  method  to  be  rational  and  practical  in  the  treat- 
ment of  chronic  suppurating  process  of  the  ovary  or  tube  dis- 
charging into  the  vagina,  and  consider  it  justifiable  when  this 
condition  refuses  to  heal  under  systematic  irrigation. 
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Dr.  Bache  McE.  Emmet  reported  a  case  of 

GRAPE-LIKE   SARCOMA   OF    THE    CERVIX    UTERI. ^ 

»Dr.  Paul  P.  Munde.  —  I  was  surprised  and  gratified  to  hear 
from  Dr.  Emmet  a  typical  description  of  an  almost  identical 
condition  which  I  saw  and  reported-  twelve  years  ago.-  My  pa- 
tient was  19  years  old.  She  lived  at  Green's  Farms,  near 
Southport,  Conn.  I  saw  the  case  first  in  consultation  with 
Dr.  Dunham,  of  Southport.  The  condition  found  was  most 
astonishing.  The  vagina  was  filled  as  if  a  bunch  of  California 
grapes  had  been  packed  tightly  into  it.  There  was  a  profuse 
viscid  discharge.  The  patient  was  much  emaciated ;  she  had  no 
particular  pain. 

I  removed  the  growth  with  an  ecraseur  close  to  the  vaginal 
roof,  at  the  time  not  feeling  sure  what  I  had  to  deal  with.  The 
patient  was  so  excessively  anemic  that  I  had  to  perform  the  ope- 
ration with  great  haste.  The  vaginal  vault  was  honeycombed  on 
all  sides  of  the  cervix  with  the  same  mucus-discharging  cav- 
ities as  the  tumor  itself.  The  same  thick,  viscid  mucus  was 
running  out  from  cavities  and  exuding  from  punctures  I  made 
in  the  cervix  and  vaginal  wall  from  side  to  side  of  the  pelvis. 

I  removed  all  I  could,  but  was  obliged,  by  the  weakness  of  the 
patient,  to  leave  the  body  of  the  uterus.  After  a  few  months 
the  growth  returned.  The  patient  reacted  well  from  the  imme- 
diate operation,  but  died  five  or  six  months  afterAvard  from 
anemia,  exactly  as  she  would  have  died  from  an  acute  malignant 
disease.  Dr.  Charles  Heitzmann  made  an  examination  of  the 
growth  and  pronounced  it  myxadenoma  changing  into  myxo- 
sarcoma in  cj^stic  degeneration.  The  removal  of  anything  more 
than  the  tumor  itself  would  have  necessitated  removing  all  the 
pelvic  contents. 

Dr.  Paul  P.  Munde  reported 

THREE    CASES    OF   ABSCESS    OF    THE    OVARY    REMOVED   BY   ABDOMINAL 

SECTION, 

all  of  which  made  smooth  recoveries,  and  a  case  of  hysterec- 
tomy for 

MYXOMA    UTERI    WITH    TORSION    OF    UTERUS    AND    TUBERCULOSIS 
OF  ONE  TUBE. 

Dr.  Jaivies  N.  "West  presented  a  paper  on 

SALPINGITIS. 

In  considering  salpingitis  it  is  very  important  to  distinguish 
the  different  conditions  to  be  met  with  in  different  stages  and 
varying  characters  of  inflammation — as  catarrhal  salpingitis, 
where  the  inflammation  is  almost  entirely  confined  to  the  tubal 
mucous  membrane ;  hydrosalpinx,  where  the  tube  becomes  occlud- 

^See  original  article,  p.  386. 

'See  American  Journal  of  Obstetrics,   February,  1889. 
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ed  during  a  catarrhal  salpingitis ;  suppurating  salpingitis,  where 
the  character  of  the  inflammation  is  such  as  to  form  pus,  which 
finds  an  exit  from  the  tube  by  the  natural  way ;  and  pyosalpinx, 
where  during  a  suppurating  salpingitis  the  tube  becomes  oc- 
cluded, forming  a  collection  of  pus  within  it. 

Until  comparatively  recently  the  true  significance  of  salpin- 
gitis as  an  element  of  the  etiology  of  suppurating  pelvic  disease 
was  but  little  understood.  Even  as  late  as  1883  most  of  the 
gynecologists  seem  to  have  been  lost  in  a  maze  of  misinformation 
on  this  subject;  attributing  almost  every  collection  of  pus  in  the 
pelvis  to  the  effect  of  pelvic  cellulitis  or  peritonitis,  in  many  in- 
stances even  asserting  that  the  tubes  and  ovaries  had  been  sec- 
ondarily infected  from  the  pelvic  abscess.  The  careful  work  of 
Bernutz  and  Goupil,  which  was  based  upon  autopsies,  and  which 
was  translated  into  English  in  1867,  fell  upon  barren  soil.  It 
was  at  variance  Avith  the  current  beliefs  of  the  time  and  was 
thrown  aside  and  overlooked,  until  the  operative  era,  introduced 
by  Tait  and  Hegar,  has  finally  demonstrated  their  views  to  have 
been  essentially  correct. 

No  statistics  of  any  value  of  the  course  and  prognosis  of  pyosal- 
pinx  can  be  obtained  prior  to  1880.  Later  the  prognosis  of  the 
disease  became  that  of  the  operative  procedure  resorted  to  for 
its  cure.  As  late  as  1890-1891  the  death  rate  in  operations  for 
pyosalpinx,  as  obtained  from  the  annual  reports  of  three  of 
our  largest  hospitals,  was  about  42  per  cent. 

Etiology.  —  Simple  catarrhal  salpingitis  may  be  due  to  disturb- 
ances in  circulation  dependent  upon  a  displaced  uterus,  enlarge- 
ment or  sagging  of  the  ovaries,  the  presence  of  new  growths  in 
the  pelvis,  too  frequent  sexual  intercourse,  or,  in  a  general  waj^, 
anything  which  causes  a  more  or  less  chronic  congestion  in  this 
part  of  the  body.  Suppurating  salpingitis  and  pyosalpinx,  the 
most  serious  forms,  are  always  due  to  the  presence  in  the  tube  of 
one  or  more  of  the  pus-producing  organisms.  Scientific  re- 
searches on  this  subject  are  of  great  importance  and  are  now  of 
considerable  extent  and  exactitude.  Examination  of  the  investi- 
gations by  reliable  men  thus  far  show  the  presence  of  micro-or- 
ganisms in  from  30  to  40  per  cent  of  pyosalpinx  cases  at  the  time 
of  operation,  and  that  of  those  cases  in  which  germs  are  found 
the  gonococcus  appears  in  the  proportion  of  about  22  per  cent; 
also,  that,  as  a  rule,  the  older  a  pus  sac  the  more  liable  is  it  to 
be  sterile,  and  that  a  sterile  collection  may  again  become  the  seat 
of  germ  life  through  saprophytic  invasion  from  the  intestine. 
The  tubes  may  be  invaded  through  gonorrheal  infection,  through 
septic  endometritis,  or  through  autoinfection,  as  in  the  case  of 
tubercular  and  other  rare  forms. 

The  normal  and  pathological  anatomy  will  not  now  be  de- 
scribed, except  that  the  author  believes  that  hydrosalpinx  is  not 
a  terminal  suppurative  process,  but  is  due  to  the  inclusion  of" 
approximately  normal  mucous  membrane  within  a  tube  the  ex- 
tremities of  which  have  become  occluded;  also,  to  call  attentioni 
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to  the  fact  that  where  the  inflammation  results  in  the  formation, 
of  pyosalpinx,  the  lining  membrane  of  the  tube  changes  its 
character  and  from  being  lined  with  a  ciliated  mucous  membrane 
thte  latter  becomes  converted  into   granulation  tissue. 

For  the  sake  of  describing  the  symptoms  the  author  makes  the 
following  classiflcation :  1.  Catarrhal  salpingitis  and  hydro- 
salpinx. 2.  Suppurating  salpingitis.  3.  Pyosalpinx,  with  or 
without  ovarian  abscess.  4.  Old  pelvic  abscess  with  imperfect 
drainage.  5.  Chronic  salpingo-oophoritis.  These  conditions 
present  widely  varying  clinical  phenomena,  and  only  by  con- 
sidering each  may  a  clear  idea  of  the  whole  be  obtained. 

Diagnosis. — Among  other  points  mentioned  under  this  head 
is  the  possibility  of  mistaking  a  unilateral  pyosalpinx  surrounded 
by  large  masses  of  organized  lymph  for  a  fibromyoma.  At  first 
glance  such  a  mistake  would  seem  improbable,  but  the  excessive 
flow  above  mentioned,  together  with  a  hard,  rounded  mass  of 
much  the  same  density,  has  often  caused  experts  to  make  this 
error.  The  following  considerations  should  prevent  such  a  mis- 
take :  In  fibromyoma  there  is  a  distinct,  globular,  smooth  out- 
line, ^vliich  is  not  the  case  with  the  inflammatory  mass.  In  a  ses- 
sile fibromj'oma  of  a  size  such  as  to  raise  a  question  of  diagnosis, 
the  depth  of  the  uterus  will  always  be  increased,  while  in  the 
case  of  pyosalpinx  the  depth  is  nearly  or  altogether  normal. 
In  a  myoma  of  this  size  the  whole  mass,  including  the  uterus, 
is  quite  movable,  Avhile  in  the  inflanuiiatory  condition  the  mass 
and  uterus  are  quite  firmly  fixed.  Finally,  in  the  first  condition 
there  will  be  no  elevation  of  temperature,  while  in  the  second 
there  is  almost  invariably  a  rise.  Suppurating  ovarian  and  der- 
moid cysts  may  present  symptoms  which  make  a  dift'erential 
diagnosis  practically  impossible  except  by  direct  inspection. 
Malignant  disease  may  usually  be  distinguished  by  its  character- 
istic density,  irregularity  of  growth,  and  firm,  unyielding  fix- 
ation. 

Pelvic  Cellulitis.  —  This  condition,  apart  from  disease  of  the 
tubes,  is  comparatively  rare  and  may  be  somewhat  confusing. 
Chronic  salpingo-oophoritis  upon  the  right  side  is  not  infre- 
quently mistaken  for  appendicitis,  but  the  diagnosis  should  not 
present  any  especial  difficulty.  The  history  of  the  diseases  dif- 
fers decidedly  and  should  be  well  considered.  In  appendicitis- 
the  more  severe  and  diffuse  pain,  and  the  occurrenc  of  a  chill 
and  nausea  at  the  beginning  of  the  disease,  together  with  the 
character  of  the  pulse,  give  valuable  diagnostic  points.  In  ap- 
pendicitis the  abdomen  over  the  region  affected  shows  greater 
rigidity,  and  as  the  disease  advances  the  tenderness  and  pain 
tend  to  locate  more  directly  in  the  region  of  the  appendix. 

Prognosis. — ]\Iany  of  the  simpler  forms  recover,  many  prob- 
ably without  coming  under  the  observation  of  a  physician.  In 
others  the  tube  may  become  the  seat  of  a  collection  of  bland 
fluid,  resulting  in  a  condition  so  painful  as  to  demand  operative 
interference.     Some  of  the  cases  where  pus  is  found  present  a 


442  THE   woman's    HOSPITAIi    SOCIETY. 

remarkable  feature  to  which  the  author  has  seen  no  especial 
allusion.  This  is  their  insidious  onset  and  slow  but  steady  prog- 
ress, sometimes  extending  over  a  number  of  years  and  affecting 
the  general  appearance  but  little,  although  causing  great  and 
almost  constant  pain. 

Suppurating  salpingitis  and  pyosalpinx  sometimes  undergo 
resolution,  the  latter  always  leaving  the  patient  sterile  and  sub- 
ject to  the  symptoms  of  chronic  salpingo-oophoritis. 

Finally,  the  prognosis  in  pyosalpinx,  when  not  operated  upon, 
is  unknown  for  the  reason  that  before  operation  came  into  vogue 
the  disease  was  not  recognized,  and  since  that  time,  when  recog- 
nized, it  is  attacked  by  some  form  of  operation  during  its  course. 

Prophylaxis. — The  author  considers  this  subject  with  deep 
feeling,  believing  that  fully  95  per  cent  of  the  cases  are  absolutely 
preventable,  and  suggests  that  the  profession  should  take  up 
the  subject  of  prevention  of  pyosalpinx  as  thej'  did  that  of  puer- 
peral sepsis  a  tew  years  since.  That  disease  is  fortunately  now 
comparatively  rare,  and  he  believes  that,  if  the  profession  will 
only  seriously  turn  to  it,  pyosalpinx  will  also  become  so. 

Nearly  all  cases  are  due  to  the  introduction  of  the  specific 
cause  from  without.  No  instrument  or  finger  should  be  intro- 
duced into  the  uterus  without  the  same  asepsis  as  that  practised 
in  operations.  Retained  placenta  or  membranes  should  be 
promptly  removed  after  labor  or  abortion.  No  man  should 
marry  while  still  presenting  a  trace  of  gonorrhea. 

Treatment. — The  simpler  forms  should  receive  local  as  well  as 
general  hygienic  treatment.  Especial  attention  is  called  to  a 
not  inconsiderable  class  of  cases  where  syphilis  is  an  etiological 
factor  and  in  which  mixed  treatment  maj''  give  complete  relief. 
This  treatment  may  also  give  some  especial  benefit  in  the  gonor- 
rheal forms. 

Pyosalpinx,  with  or  without  ovarian  abscess,  should  be  treated 
by  operation,  except  in  those  rare  cases  where  rupture  has  oc- 
curred at  a  point  so  favorable  that  it  is  evident  that  recovery  is 
taking  place. 

Operaiion. — The  proper  time  in  which  to  operate  is  all-im- 
portant. As  a  rule,  the  acute  stage  of  the  disease  is  the  worst 
time.  As  the  disease  advances  the  micro-organisms  which  cause 
it  tend  to  become  less  virulent ;  also,  plastic  material  may  disap- 
pear to  a  considerable  extent.  If  the  patient,  upon  consulting 
you,  presents  an  extensive  mass  projecting  into  Douglas'  cul-de- 
sac,  puncture  it  and  secure  free  drainage.  If  recovery  does  not 
follow,  remove  by  the  abdominal  route  the  diseased  tissue.  If 
the  above  condition  does  not  present,  the  time  to  operate  is  when 
the  acute  symptoms  have  subsided  and  those  of  chronic  sepsis 
begin  to  make  their  appearance. 

In  operating,  make  free  abdominal  incision;  place  patient  in 
Trendelenburg  position;  free  omentum  and  lighter  intestinal 
adhesions;  pack  all  well  away  from  the  pelvis  with  gauze  pads 
which  have  tapes  with  artery  clamps  upon  them  hanging  outside 
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the  wound.  Replace  the  patient  in  the  horizontal  position ;  draw 
oft'  any  collection  of  fluid  found  with  a  Dieulafoy  aspirator 
armed  with  a  good-sized  needle,  and  wash  out  the  cavities  with 
a  two  per  cent  solution  of  carbolic  acid.  Now  proceed  to  enu- 
cleate the  diseased  masses,  tying  off  with  catgut  or  using  Skene's 
cautery  clamp,  or  suturing  the  broad  ligament  with  catgut. 

If  there  has  been  contamination  with  pus,  wash  out  the  pelvis 
with  half-strength  peroxide  of  hydrogen,  then  copiously  with 
normal  saline  solution,  dry  the  pelvis,  remove  the  pads,  and  close 
the  abdomen  by  the  layer  method ;  if  great  laceration  of  tissues 
during  enucleation,  great  contamination,  or  uncontrollable  ooz- 
ing, make  a  free  opening  into  the  vagina  through  Douglas'  cul- 
de-sac  ;  pack  the  pelvis  well  with  washed  iodoform  gauze,  bring- 
ing the  ends  into  the  vagina.  Other  complications  should  be 
dealt  with  as  the  occasion  demands.  Three  cases  are  presented 
as  illustrating  in  a  general  way  the  author's  method  of  pro- 
cedure. 

Finally,  a  case  demanding  hysterectomy  is  exceedingly  rare, 
and  in  a  vast  majority  of  cases  this  operation  is  unjustifiable. 
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Stated  Meeting,  November  1,  1901. 
The  President,  G,  Wythe  Cook,  M.D.,  in  the  Chair. 
Dr.  G,  Wythe  Cook  read  the  paper,  entitled 

SOME   OBSERVATIONS   ON    THE    MENOPAUSE.^ 

Dr.  J.  T.  Johnson  thought  the  main  point  of  the  paper  admir- 
able, viz.,  that  the  menopause  should  be  normal  like  puberty  or 
teething,  and  that  people  should  be  instructed  to  promptly  seek 
advice  when  there  were  symptoms  at  this  time.  He  has  two 
cases,  both  seen  within  a  few  days,  where  abnormal  bleeding  had 
been  neglected  as  being  only  an  incident  of  the  change  of  life, 
and  both  now  had  inoperable  cancer. 

Dr.  J.  W.  BovEE  said  Arthur  Johnstone  holds  to  the  theory 
of  a  nerve  plexus  which  controls  menstruation.  It  has  been 
proved  that  ovulation  and  menstruation  do  not  depend  on  each 
other.  In  a  case  of  persistent  menstruation  after  ovariotomy  he 
has  removed  the  uterus  and  found  small  fibroids  which  had  kept 
up  the  flow  of  blood.  He  is  very  careful  to  tell  the  patient  that 
ovariotomy  does  not  always  stop  menstruation.  The  symptoms 
^See  original  article,  p.   382. 
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are  more  severe  after  the  artificial  menopause.  Every  care 
should  be  taken  to  instruct  the  people  that  any  increased  flowing^ 
may  mean  malignancy. 

Dr.  H.  L.  E.  Johnson  thought  the  menopause  a  serious  time 
for  women.  He  makes  it  a  rule  to  instruct  every  woman  who- 
seeks  his  advice  at  this  time  to  be  examined. 


Stated  Meeting,  November  15,  1901. 

The  President,  G.  Wythe  Cook,  M.D,,  in  the  Chair. 

Dr.  J.  Wesley  Bovee  read  the  paper,  entitled 

A  contribution  to  the  surgical  treatment  of  the 
fem.vle  perineum.^ 

Dr.  I.  S.  Stone  opened  the  discussion.  If  he  understood  Dr. 
Bovee  correctly,  he  aimed  at  the  best  points  in  both  the  split- 
flap  method  of  Tait  and  the  more  technically  difficult  one  of 
Emmet.  He  certainly  made  an  effort  to  expose  the  fascia,  and 
in  that  much  he  at  least  deserves  our  approbation.  Every  sur- 
geon must  have  originality  and  individuality,  else  he  would  fail 
to  utilize  his  own  talents  He  thought  comparatively  few  men 
understood  the  pelvic  fascia,  which  Emmet  had  so  long  since 
endeavored  to  show  us  must  be  exposed  and  encompassed  in  our 
sutures  if  we  would  succeed  in  correcting  the  various  perineal 
lesions.  Speaking  personally,  he  had  never  understood  the  fas- 
cia and  its  attachment  and  ramifications  until  he  had  used  what 
may  be  called  a  new  method  of  separating  the  bladder  or  rectum 
from  the  vaginal  wall.  This  is  easily  done  by  splitting  the  vag- 
inal wall  down  to  the  cellular  tissue  immediately  under  it,  then^ 
with  a  gauze  sponge  pushing  the  rectum  downward  and  back- 
ward until  the  rectocele  can  be  entirely  obliterated  and  the 
fascia  on  either  side  brought  together  as  it  was  originally  before 
its  first  injury.  By  this  method  of  exposure  the  fascia  will  be 
seen  clearly  and  distinctly. 

The  little  tongue  of  tissue  which  is  the  landmark  of  the  crest 
of  the  rectocele  is  not  seen  here  as  in  the  ordinary  Emmet  ope- 
ration. The  entire  posterior  vaginal  wall  is  narrowed  in  such 
manner  as  to  dispose  of  all  the  rectocele,  and  does  not  leave  room 
for  the  criticism  we  so  often  hear  that  the  posterior  vaginal  wall 
is  shortened  in  the  Emmet  operation.  The  large  vaginal  flaps 
are  removed,  as  they  are  largely  composed  of  scar  tissue,  and 
there  is  always  plenty  of  tissue  left  to  insure  a  perfect  coaptation 
in  the  median  line.  Dr.  Stone  thought  all  obstetricians  should 
take  greater  care  in  the  examination  of  the  so-called  perineum 
after  delivery;  a  finger  should  be  inserted  into  the  rectum  and 
the  posterior  wall  of  the  vagina  pressed  into  view,  so  that  a  thor- 
ough inspection  of  the  parts  could  be  made.  He  was  aware  that 
'See   original  article,   p.   365. 
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:some  men  did  this,  but  he  was  sure  that  a  large  number  only 
glanced  at  the  upper  surface  of  the  rent  and  did  not  like  to  take 
the  trouble  to  unfold  and  inspect  the  entire  extent  of  the  v/ound. 
He  had  a  case  that  day  that  did  not  seem  to  be  badly  torn,  so 
far  as  a  superficial  inspection  would  convey  the  idea  of  the 
lesion,  but  when  the  index  linger  was  introduced  into  the  rectum 
and  the  posterior  wall  everted  it  was  found  that  an  extensive 
tear  had  occurred  down  to  the  bowel  itself.  These  tears  require 
sutures  Avithin  the  vagina,  and  separate  from  those  usually 
placed  in  the  perineum.  It  seemed  almost  unnecessary  in  this 
Society  to  mention  such  minor  matters,  but  his  apology  was  this : 
he  could  not  discover  much  if  any  improvement  in  patients 
who  had  primary  closure  over  those  who  had  no  care  what- 
■ever  of  this  kind  at  delivery.  The  majority  of  these  appeared 
to  him  as  skin  closures  only.  He  did  not  think  that  these 
•cases  healed  by  primary  union,  except  when  held  in  place 
by  sutures,  as  the  rectum,  when  distended  by  gases  of  fecal  accu- 
mulation, would  keep  the  surfaces  apart  and  thus  permit  union 
by  granulation  only.  He  regarded  each  case  of  rectocele  as  a 
•case  of  ventral  hernia,  being  similar  in  many  respects,  and 
requiring  an  operation  of  the  same  character. 

Dr.  Noble  said  he  had  given  much  attention  to  this  operation. 
Formerly  he  did  the  flap  operation  and  brought  together  the 
•deep  structures  with  buried  sutures.  By  close  observation  of 
his  own  and  the  work  of  others  he  found  that  the  perineum  grew 
thinner  and  thinner  as  time  elapsed.  He  decided  that  no  ope- 
ration was  good  for  all  tears.  A  rectocele  is  a  prolapse  of  the 
rectum,  and  you  do  not  get  rid  of  it  by  bringing  it  down.  He 
goes  up  as  high  as  possible  and  extends  his  lines  of  incision  until 
they  meet,  which  does  not  leave  a  tongue.  Then  he  brings  the 
parts  together,  one  layer  of  fascia  to  another,  with  buried  sutures 
until  all  the  layers  are  approximated.  He  gets  rid  of  all  the 
scar  and  fatty  tissue.  The  levator  ani  is  united  with  deep  su- 
tures. He  does  not  agree  with  those  who  say  that  to  the  tear 
of  this  muscle  is  due  all  the  injuiy.  He  has  no  faith  in  stitching 
muscle  to  muscle,  expecting  it  to  hold.  It  is  not  muscle  that  you 
want,  but  fascia.  He  sutures  the  deep  fascia  with  kangaroo 
tendon,  very  much  as  Drs.  Bovee  and  Stone.  He  uses  silkworm 
gut  in  the  skin  sometimes,  but  there  is  more  tension  when  this 
is  required  and  more  pain.  He  keeps  the  parts  perfectly  dry 
and  clean.  The  bowels  are  not  evacuated  for  several  days,  and 
he  puts  on  a  layer  of  collodion  and  cotton  just  before  and  re- 
moves it  just  after  the  evacuation.  In  complete  tears  he  used 
to  use  silk  on  the  bowel  side,  but  it  was  hard  to  remove  and  he 
prefers  catgut.  He  closes  the  sphincter  ani  very  much  as  Em- 
met does. 

Dr.  J.  W.  Bovee  said  he  had  done  an  operation  as  Dr.  Noble 
liad  described ;  he  continued  his  dissection  to  a  triangle  and  left 
no  tongue.  The  work  on  the  posterior  vaginal  wall  is  very  par- 
ticular.    He  thinks  with  Dr.  Noble  that  the  fascia  is  what  is  to 
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be  brought  together,  because  it  is  the  supportive  tissue.  Muscle 
will  not  support  the  strain.  Tait's  idea  was  to  save  a  flap  to 
protect  the  vaginal  wound  from  contamination  by  the  secretion ; 
this  is  not  necessary.  He  gets  rid  of  all  thinned-out  tissue  and 
scar  tissue  and  brings  the  parts  together  without  too  much  ten- 
sion. If  the  posterior  vaginal  wall  is  pulled  down  too  much  the 
uterus  is  dragged  down  and  tends  to  become  retroverted.  He 
endeavors  to  pull  the  tongue  down  as  far  as  it  was  originally. 


TRANSACTIONS  OF  THE  CINCINNATI 
OBSTETRICAL  SOCIETY. 


Meeting  of  November  7 ,  1901. 
The  President,  J.  M.  Withrow,  M.D.,  in  the  Chair. 
Dr.  AV.  H.  Wenning  read  a  paper  entitled 

PROLAPSUS  UTERI.^ 

Dr.  Palmer.— All  displacements  of  the  uterus  are  induced  by 
one  or  more  of  four  causes:  {a)  an  increase  in  the  bulk  and  the 
weight  of  this  organ;  (&)  some  relaxation  of  its  supports;  (c)  an 
increased  pressure  from  above;  {d)  an  increased  traction  from 
below.  These  causes  act  in  different  degrees  and  directions  in 
different  cases;  hence  the  variation  of  the  individual  displace- 
ment observed.  For  the  most  part,  the  discomfort  arising  there- 
from is  owing  to  the  disorder  of  the  circulation  more  than  to  the 
disorder  of  place.  Some  displacements  of  the  uterus,  notably 
procidentia,  may  cause  little  or  no  discomfort.  The  procident 
uterus  is  simply  in  the  way,  mechanically  speaking.  Retro- 
version is  often  present  without  the  patient's  knowledge  or 
complaint. 

A  careful  inspection  of  the  majority  of  cases  of  procidentia 
will  disclose  unmistakable  evidences  of  a  cicatricial  tissue  at  the 
bottom  of  an  old  laceration  or  lacerations  of  the  cervix  uteri. 
In  consequence  of  these  lacerations,  involution  is  delayed  and  a 
septic  endometritis  follows.  This  is  why  curettage  is,  or  should 
be,  always  a  preliminary  step  to  trachelorrhaphy.  Curettage  of 
the  endometrium  helps  or  cures  the  diseased  endometrium,  fa- 
vors involution  of  the  uterus,  and  thereby  diminishes  the  weight 
of  an  enlarged  uterus.  Trachelorrhaphy  does  more  good  in  the 
same  direction.  Repairs  of  the  ruptured  perineum  strengthen 
the  pelvic  supports.  Not  only  may  the  pelvic  supports  be  weak- 
ened by  ruptures,  but  they  may  be  greatly  relaxed  by  a  pro- 
longed pressure  and  by  some  undue  stretching  in  the  second 
stage  of  parturition.     Undue  tension  and  excessive  stretching 

'See   original   article,   p.    390. 
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of  the  levator  ani  muscles  and  pelvic  fascia — the  main  struc- 
tures in  the  construction  of  the  pelvic  floor — must  occur  in  all 
cases  of  labor  whenever  the  fetal  head  descends  into,  and  re- 
mains for  hours  in,  the  pelvic  cavity,  not  only  in  cases  of  delayed 
occipito-anterior  position,  but  most  forcibly  in  cases  of  occipito- 
posterior  position.  And  not  only  may  these  tissues  be  stretched 
for  a  long  time,  but  there  may  be  an  injury  to  them  not  notice- 
able by  inspection  after  parturition — an  injury  which  implies 
a  submucous  laceration  or  a  separation  of  their  central  union 
in  the  median  line.  Much  relaxation  and  great  weakening  of 
the  pelvic  floor  after  difficult  and  prolonged  parturition  are  worse 
in  their  results  than  many  lacerations  of  the  perineum.  The 
very  worst  form  of  perineal  laceration — into  the  rectum  through 
the  sphincter  ani— followed  by  rectal  incontinence,  may  be  unat- 
tended by  any  impairment  of  the  integrity  of  the  pelvic  floor. 
Who  has  not  seen  cases  of  fecal  incontinence  from  deep  perineal 
tears,  in  which  the  uterus  and  vagina  have  maintained  their 
normal  positions? 

Dr.  J.  Ambrose  Johnston. — If  the  woman  is  well  along  in 
years,  say  from  35  -to  40,  and  she  has  not  given  birth  to  a  child 
for  some  years,  then  I  think  it  is  often  advisable  to  remove 
the  uterus  in  cases  where  the  plastic  operations  have  failed. 
I  would  hardly  think  of  tacking  the  uterus  up  to  the  abdominal 
wall  when  a  woman  has  reached  that  period  of  life.  The  simple 
fact  of  cutting  the  uterus  out  removes  a  part  of  the  pelvic  floor, 
and  this  space  has  to  be  in  a  measure  filled  up  by  the  slack 
fascia,  thus  making  the  pelvic  floor  more  taut.  Further,  the  re- 
moval of  the  uterus  takes  away  the  wedge  which  so  often  opens 
the  vagina. 

In  making  an  anterior  colporrhaphy  for  cystocele  many  simply 
peel  ofi^  the  mucous  membrane  and  tissue  down  to  the  fascia, 
but  do  not  go  through  the  fascia,  consequently  these  operations 
often  fail.  The  better  way  is  to  do  as  Stone  recommends,  viz.,  to 
cut  down  to  the  bladder  itself  and  then  excise  an  elliptical  piece 
of  the  fascia.  The  few  operations  which  I  have  done  for  pro- 
lapsus uteri  have  been  fairly  successful,  especially  where  I  have 
removed  the  uterus. 

Dr.  C.  L.  Bonifield. — Prolapse  of  the  uterus  may  be  acute  or 
chronic,  i.e.,  its  descent  may  be  sudden  or  gradual.  Acute  pro- 
lapse may  occur  in  the  multiparous  or  the  virgin.  Some  years 
ago  I  had  such  a  case  under  my  care  at  Christ's  Hospital.  A 
girl  of  16,  having  carried  home  a  heavy  basket  of  marketing  on 
her  arm,  squatted  to  deposit  it  on  the  floor.  In  the  act  of  so 
doing  her  uterus  was  extruded  through  the  vulvar  orifice.  She 
also  had  right  inguinal  hernia,  M^hich  had  existed  previous  to  the 
occurrence  of  the  procidentia.  This  fact  is  significant.  The 
presence  of  the  hernia  showed  a  lack  of  tone  in  her  muscles  and 
fascia.  I  have  known  a  person  in  not  the  best  of  health  to  de- 
velop a  hernia.  When  his  health  improved  the  hernia  disap- 
peared.    A  long  attack  of  grippe  brought  back  the  hernia  on 
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the  side  on  Avhieli  it  previously  existed,  and  also  opened  the  ring 
on  the  opposite  side.  Return  of  robust  health  caused  the  hernia 
on  both  sides  to  disappear.  The  prolapse  of  the  uterus  in  this 
case  was  the  \delding  at  another  weak  point  to  the  force  of  intra- 
abdominal pressure,  by  tissues  whose  strength  and  nutrition 
were  below  par. 

Chronic  prolapse  may  occur  either  from  increase  in  weight  of 
the  uterus  or  from  weakening  of  its  supports,  or,  as  is  most  fre- 
quently the  case,  from  both.  The  increase  in  weight  of  the 
uterus  may  be  the  result  of  subinvolution  or  of  disease  of  the 
ovaries  interfering  with  the  uterus  through  its  trophic  nerves. 
Laceration  of  the  cervix,  dwelt  upon  by  Dr.  Palmer  as  the  cause 
of  prolapse,  is  onh^  effective  as  it  produces  subinvolution. 

Many  minor  lacerations  of  the  cervix  produce  no  symptoms, 
and  I  believe  the  majority  of  the  profession  hold  at  the  present 
time  there  is  no  necessity  for  their  repair.  Such  certainly  is 
my  belief  and  practice.  For  self-protection,  however,  one  must 
apprise  his  patient  of  the  presence  of  such  a  tear,  for  she  may 
consult  another  gynecologist,  who  will  make  so  much  of  this 
trivial  lesion  as  to  lead  her  to  believe  that  her  former  physician 
was  quite  incompetent.  I  have  had  such  an  experience.  In- 
juries resulting  from  parturition  are  the  most  common  cause  of 
weakness  of  the  uterine  supports.  It  is  probable,  however,  that 
to  this  must  be  added  the  lack  of  tone  spoken  of  in  connection 
with  the  acute  cases,  for  frequently  the  most  severe  injuries  are 
not  accompanied  by  prolapse,  or  at  least  for  a  number  of  years, 
not  till  failing  health  or  advancing  years  cause  the  absorption 
of  subcutaneous  fat  and  the  relaxation  of  tissue. 

Several  speakers  have  mentioned  the  fact  that  laceration  of  the 
perineum,  including  the  sphincter  ani.  does  not  cause  prolapse. 
I  recently  operated  on  a  case  where  such  a  laceration  had  existed 
for  twenty  years  without  causing  prolapse.  But  I  think  this 
is  not  so  remarkable  as  it  at  first  seems.  Wlien  there  is  a  bad 
perineal  tear,  but  the  sphincter  is  not  involved  in  it,  the  damaged 
levator  ani  cannot  readily  overcome  the  sphincter,  defecation  is 
difficult,  and  the  straining  necessary  to  accomplish  it  forces 
downward  and  forward  the  anterior  wall  of  the  rectum  and  pos- 
terior wall  of  the  vagina  :  these  in  turn  pull  on  the  sacro-uterine 
ligaments,  and  when  they  yield  the  cervix  comes  forward,  the 
body  falls  backward,  and  retroversion,  the  first  step  in  prolapse, 
exists.  With  the  sphincter  destroyed  there  is  no  straining  at 
stool,  therefore  its  destruction  is  in  a  measure  a  protection 
against  prolapse. 

With  reference  to  the  operative  treatment  of  these  cases,  one 
cif  the  essentials  in  curing  the  patient  is  in  decreasing  the 
weight  of  the  uterus,  and  I  know  of  no  better  way  of  reducing 
it  than  a  thorough  curettage  with  amputation  of  a  portion  of  the 
cervix.  As  to  the  operation  on  the  anterior  wall,  I  have  of  late 
years  regarded  it  as  of  rather  less  importance  than  I  formerly 
did.     If  the  bladder  of  a  patient,  lying  on  her  back  with  her 
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legs  flexed,  be  observed  when  she  coughs  or  vomits,  it  can  be 
readily  seen  to  derive  a  large  part  of  its  support  from  the  per- 
ineum. In  the  milder  cases  I  therefore  think  the  anterior  vag- 
inal wall  may  be  ignored.  In  severer  cases  I  agree  with  Dr. 
Johnston  that  the  operation  recommended  by  Dr.  I.  S.  Stone 
is  the  best  one  yet  devised. 

But  no  operation  or  combination  of  operations  on  the  vaginal 
walls  alone  will  be  permanently  successful  in  curing  prolapsus 
in  all  or  even  in  most  cases.  It  is  necessary  to  give  the  uterus 
some  supplemental  support  from  above.  This  is  best  done  by 
means  of  ventrosuspension.  Objection  has  been  urged  against 
this  operation  that  it  interferes  with  labor.  But,  considering 
the  frequency  with  which  the  operation  has  been  done  by  oper- 
ators good  and  bad,  the  number  of  reported  cases  in  which  it  has 
done  so  is  remarkably  few.  Fortunately  many  cases  of  pro- 
lapse do  not  occur  until  after  the  childbearing  period  is  passed, 
or  nearly  so,  and  I  do  not  believe  that  any  woman  who  has  had 
complete  prolapse  should  become  pregnant  again ;  therefore  that 
objection  should  not  weigh  against  it  in  these  cases.  I  formerly 
suspended  the  uterus  with  silk,  but  silk  does  not  disappear  as 
readily  in  the  abdominal  wall  as  it  does  in  the  peritoneal  cavity, 
and  may  become  infected  and  give  trouble  months  after  the  oper- 
ation.    For  a  number  of  years,,  therefore,  I  have  used  catgut. 

Dr.  J.  ]\r.  WiTHROw.  — There  was  one  phase  of  Dr.  Wenning's 
unusually  interesting  case  which  occurs  to  me  Avhich  emphasizes 
one  of  the  factors  which  predispose  to  the  accident  or  deformity 
which  he  encountered,  and  that  was  the  peculiar  condition  of 
the  lymphatics,  or  lack  of  resistance  of  the  tissues,  shown  by 
the  edematous  character  of  the  wound  after  the  operation.  I 
haA'e  no  doubt  that  that  in  a  large  measure  accounts  for  the  very 
great  difficulties  which  were  encountered,  and  which  defeated 
such  operations  as  have  been  done ;  and  I  think  it  will  defeat  the 
operation  which  was  last  performed. 

The  sequence  of  events  in  the  production  of  a  sacro-pubic 
hernia  I  believe  is  different  from  that  pointed  out  by  Dr.  Boni- 
lield.  I  believe  that  the  cystocele  and  not  the  rectocele  is  the 
first  step.  The  very  fact  pointed  out  by  Dr.  Bonifield,  when  a 
woman  is  under  anesthesia,  furnished  conclusive  evidence  of 
the  fact  that  the  most  movable  portion  of  the  floor  comes  down 
in  the  cj^stocele  and  is  the  first  step  in  the  descent  of  the  uterus. 
Following  this  traction  on  the  vaginal  wall,  the  bladder 
comes  next,  and  the  uterus  with  the  posterior  vaginal  wall  last. 
Looking  upon  these  as  the  facts,  when  we  meet  these  conditions 
we  will  succeed  much  better  in  reducing  the  hernia  than  if  we 
act  upon  the  other  premise.  Of  course  there  are  cases  which  are 
exceptions  to  this,  cases  in  which  the  rectocele  comes  first,  but 
they  are  rare. 

Often  the  condition  present  is  due  to  weakness,  and  operation 
should  not  be  resorted  to  if  the  patient  can  be  relieved  by  other 
measures.  When  operative  procedure  is  undertaken  it  should 
29 
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be  directed  to  the  particular  needs  of  each  individual  case.  The 
general  condition  of  the  patient,  her  age,  her  fecundity,  as  well 
as  the  general  conditions  presenting  themselves  in  her  deformity, 
are  all  to  be  considered.  I  am  satisfied  that  the  operators  in 
these  cases  must  furnish  the  means  by  which  the  floor  below^  will 
be  made  capable  of  support,  and  also  devise  the  means  of  keeping 
the  uterus  otf  the  floor.  The  operation  must  shorten  and  nar- 
row the  anterior  vaginal  wall  and  do  it  thoroughly,  and  likewise 
the  posterior  vaginal  wall.  The  uterus  must  be  kept  off  the 
pelvic  floor  by  one  of  the  various  methods  of  suspension  from 
above. 

Dr.  Wenning,  in  closing  the  discussion,  said  he  had  very  little 
to  add  to  the  views  expressed  by  the  various  speakers,  as  they 
nearly  all  coincided  with  his  own,  especially  in  reference  to 
operative  measures.  He  had  reported  his  case  in  order  to  show 
that  m  some  instances  all  methods  might  prove  futile.  As  re- 
gards the  pathology,  he  would  lay  stress  on  one  point  that  had 
not  been  mentioned,  uameh^,  the  importance  of  maintaining  the 
uterus  in  normal  anteversion  as  a  safeguard  against  prolapse. 
Retroversion  is  generally  the  first  step  in  descent  of  the  uterus, 
for  as  soon  as  the  axis  of  the  uterus  coincides  with  that  of  the 
vagina  increased  abdominal  pressure,  if  not  resisted  by  a  firm 
pelvic  floor,  causes  a  prolapse  of  the  uterus.  The  maintenance 
of  the  organ  in  anteversion,  either  by  natural  or  artificial  means, 
is  therefore  one  of  the  first  principles  in  preventing  prolapse. 
The  frequent  failures  folloMdng  the  operations  on  the  vagina 
and  perineum  for  the  cure  of  this  displacement  have  induced 
operators  to  pay  more  attention  to  the  upper  or  peritoneal  sup- 
port of  the  uterus  either  by  shortening  of  the  round  ligaments, 
ventrofixation,  etc.,  but  the  principle  in  all  of  them  is  to  main- 
tain the  uterus  in  anteversion.  While  he  would  not  discuss 
their  respective  merits,  he  would  caution  against  the  rigid  fix- 
ation of  the  womb  against  the  abdomen  in  young  women  or  such 
as  may  yet  become  pregnant,  for  one  of  the  most  difficult 
obstetrical  cases  he  ever  had  was  in  a  woman  whose  prolapsus 
had  been  cured  by  a  ventrofixation.  He  had  also  seen  another 
difficulty  in  nulliparge,  namely,  irritability  and  insufficiency  of 
the  bladder  where  the  attachment  had  been  made  too  low.  At 
best  this  operation  consists  frequently  in  substituting  one  path- 
ological condition  for  another. 

The  importance  of  a  firm  pelvic  floor  as  a  barrier  against 
prolapse  is  universally  recognized,  as  is  evident  from  the  many 
varieties  of  methods  of  performing  a  colporrhaphy  and  perineor- 
rhaphy. The  speaker  agreed  perfectly  with  Dr.  Stark  that  the 
sutures  should  be  passed  in  a  circle  parallel  with  the  wall  of  the 
vagina,  so  that  they  should  lie  well  within  this  cavity,  and  not 
passed  from  the  outer  integument  below  upward  into  the  vagina 
and  then  out  again  through  the  skin  on  the  other  side;  this 
would  simply  pull  down  the  vagina  and  favor  the  recurrence  of 
the  prolapse. 
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Some  operators  maintain  that  if  the  posterior  wall  of  the 
vagina  is  well  brought  up  and  forward  it  will  of  itself  prevent 
a  eystocele.  The  speaker  did  not  share  this  opinion.  In  the 
case  reported  it  would  be  remembered  that  the  posterior  wall 
ahvays  remained  intact  and  yet  the  eystocele  constantly  re- 
curred in  spite  of  a  firm  perineum  and  the  obliteration  of  the 
rectocele.  The  erroneous  idea  that  the  posterior  wall  of  the 
vagina  is  of  itself  sufficient  support  to  the  bladder  and  anterior 
vaginal  wall  is  due  to  the  observation  made  in  the  dorsal  position 
of  the  woman,  where  the  posterior  supports  the  anterior  wall  of 
the  vagina.  AVlien  she  is  on  her  feet  the  relationship  is  entirely 
changed  from  that  of  the  parts  when  she  is  on  her  back.  The 
axis  of  the  vagina  is  then  more  vertical  and  the  bladder  support 
is  not  so  extensive  as  in  the  horizontal  posture.  In  his  case  he 
showed  that  the  eystocele  was  always  the  cause  of  the  trouble^ 
and  not  an  imperfectly  repaired  perineum.  The  main  cause^ 
however,  of  the  many  failures  was  undoubtedly  the  lack  of  tone 
of  all  of  the  tissues,  as  expressed  by  various  other  speakers. 

One  gentleman  said  that  laceration  of  the  cervix  would  cause 
prolapsus  uteri.  The  speaker  did  not  believe  that  this  per  se 
could  produce  this  result,  but  indirectly  it  might  cause  subinvo- 
lution of  the  uterus  and  this  again  favor  prolapsus.  For  this 
reason  repair  of  a  lacerated  uterus  w^as  an  important  prophy- 
lactic measure  against  prolapsus,  in  restoring  the  organ  to  its 
normal  dimensions  and  thereby  reducing  its  weight  and  pre- 
venting malposition  (retroversion)  of  the  womb. 

Amputation  of  the  cervix  as  a  routine  measure  for  an  elongat- 
ed uterus  he  did  not  think  necessary.  In  many  instances,  if  the 
uterus  is  elevated  in  the  pelvis  and  kept  in  this  position,  the 
organ  will  shrink  and  the  elongated  cervix  become  considerably- 
shortened.  Where  there  is  a  hyperplasia  and  marked  alteration 
of  structure,  amputation  may  be  at  times  indicated  in  order  tO' 
reduce  the  weight  of  the  organ. 

In  conclusion,  he  would  call  attention  to  the  fact  that  complete 
prolapsus  (or  procidentia)  in  an  unmarried  nulliparous  woman 
is  exceedingly  rare.  Some  years  ago  he  saw  such  a  case  in  a 
young  girl  about  16  years  of  age,  but  of  a  stout  build  and  full 
development.  While  riding  in  a  carriage  she  was  thrown  out 
and  the  womb  was  dislocated,  causing  a  complete  prolapse.  An 
Alexander  operation  was  made  and  the  uterus  temporarily  sup- 
ported with  a  pessary  in  order  to  take  off  the  strain  from  the 
round  ligaments. 

The  main  causes  are,  tirst,  an  enormous  strain,  and,  secondly, 
a  lack  of  muscular  tone,  both  of  which  are  the  result  of  repeated 
pregnancies,  hence  the  frequency  of  prolapse  in  multiparae. 
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TRANSACTIONS    OF    THE    SOUTHERN 

SURQICAL  AND  GYNECOLOGICAL 

ASSOCIATION.' 


Proceedings  of  the  Fourteenth  Annual  Meeting,  held  in  Richmond, 
Virginia,  Noa'ember  12,  13,  and  14,  1901. 


Dr.  H.  a.  Royster,  of  Raleigh,  N.  C,  reported  a 

REPAIR    OF   A    COMPLETE   LACERATION    OP    THE   PERINEUM    IN    A 

GIRL    OF    NINE    YEARS^    PRODUCED    BY    THE    FINGER    OF 

THE  OBSTETRICLVN  AT  THE  PATIENT 's  BIRTH. ^ 

Br.  I.  S.  Stone,  of  "Washington,  D.  C,  read  a  paper  on 

CLOSING  THE  ABDOMINAL  INCISION,  WITH  REMARKS  UPON  THE 
CAUSE   AND    TREATMENT    OP    VENTRAL    HERNIA. 

Ventral  hernia  follo^^dng  abdominal  operations  was  generally- 
due  to  wound  infection  and  suppuration,  with  loss  of  fat  and 
cellular  tissue.  Hernia  might,  however,  result  from  imperfect 
wound  coaptation,  or  might  be  a  result  of  some  accident  after 
operation.  It  was  not  infrequently  due  to  enteroptosis,  which 
might  prove  an  obstacle  to  success,  defeating  all  attempts  at 
relief,  however  well  planned.  In  all  ventral  hernise  the  skin  and 
peritoneum  would  be  found  united — a  condition  which  doubtless 
began  soon  after  the  Avound  was  closed.  Wound  infection 
would  usually  result  in  suppuration,  with  loss  of  tissue  which 
left  a  space  between  the  parts  and  also  permitted  the  sutures  to 
become  loosened.  This  space  was  filled  with  granulation  tissue 
as  healing  progressed;  but  an  important  change  had  already  oc- 
curred, namely,  that  the  peritoneum  and  skin  were  nearer  to- 
gether than  before,  and  the  separation  of  the  muscle  and  fascia 
had  perhaps  allowed  the  entrance  of  a  wedge  of  peritoneum  to 
enter  and  to  still  further  separate  the  walls  of  the  wound.  It 
was  easily  seen  that  in  this  way  a  ventral  hernia  was  practically 
assured  before  the  wound  had  entirely  healed,  or  at  least  before 
firm  union  had  taken  place.  In  fat  subjects  the  greater  liability 
of  wound  infection  increased  the  danger  of  hernia,  and  in  these 
we  had  the  additional  factor  of  greater  intra-abdominal  pressure. 
The  author  had  had  excellent  results  with  both  the  buried  and 
through-and-through  transfixion  sutures.  He  preferred  the  lat- 
ter because  the  material  was  sterilized  with  more  certainty  and 
the  closure  required  less  time.  He  preferred  to  make  the  inci- 
sion in  or  near  the  median  line,  but  did  not  avoid  the  muscle, 
but  divided  the  fibres  directly  down  to  the  peritoneum. 

'  Concluded  from  p.  29.i.  February  Journal. 
'^  See  original  article,  p.  405. 
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One  of  the  precautions  taken  by  the  writer  was  to  excise  the 
long  flap  of  peritoneum  before  placing  the  sutures.  This  very 
long  flap  was  not  well  nourished,  and,  if  allowed  to  remain,  fa- 
vored a  collection  of  blood  or  serum  between  it  and  the  muscle 
in  front.  In  any  wound  of  from  three  to  six  inches  in  length 
a  strip  of  peritoneum  of  one  or  two  inches  in  width  might  be 
removed  with  advantage.  This  disposed  of  that  portion  of  the 
peritoneum  which  had  been  overstretched  during  the  operation 
and  which  had  possibly  been  infected,  and  which  was  not  well 
nourished.  The  removal  of  the  flap  permitted  a  perfect  edge-to- 
edge  coaptation  and  prevented  to  some  extent  the  wedge  of  peri- 
toneum which  was  the  beginning  of  a  ventral  hernia. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  reported 

TWO    CASES   OP    NEPHROURETERECTOMY. 

One  was  a  case  of  nephrotomy  followed  by  incomplete  nephro- 
ureterectomy  for  pyonephrosis,  adrenal  tumor,  and  pyoure- 
ter;  extraperitoneal  operation;  recovery.  The  second  case  was 
one  in  which  a  nephrotomy  was  followed  by  complete  nephro- 
ureterectomy  for  pyonephrosis  and  pyoureter;  extraperitoneal 
operation ;  recovery.  In  both  cases  the  author  had  to  deal  with 
idle  kidneys,  and  in  both  nephrotomy  was  as  much  as  could  have 
been  done  at  the  first  attempt.  Inasmuch  as  both  patients  were 
now  perfectly  w^ell,  he  thought  it  spoke  volumes  for  the  advis- 
ability of  the  operation. 

With  reference  to  the  indications,  the  principal  reason  for 
nephroureterectomy  was  tubercular  disease  of  both  these  struc- 
tures. Malignant  disease  and  severe  traumatic  injury  through- 
out most  of  the  course  of  the  ureter,  multiple  marked  strictures 
from  ureteritis  and  marked  destruction  of  kidney  and  ureter 
from  calculus,  pus  accumulation,  especially  the  last,  were  other 
conditions  indicating  the  operation. 

Dr.  Joseph  Taber  Johnson,  of  AA'ashington,  D.  C,  reported 
two  cases : 

(i)  perforation  of  the  uterus  by  a  no.  8  flexible  bougie 

introduced  to  induce  abortion,     (ii)  ruptured 

umbilical  hernlv. 

The  first  case  was  an  unmarried  woman,  20  years  of  age,  who 
found  herself  pregnant.  A  medical  man  attempted  to  produce 
an  abortion  at  about  the  tenth  Aveek  of  gestation  by  inserting 
into  the  uterus  a  No.  8  flexible  bougie.  Its  expulsion  was  pre- 
vented by  a  cotton  tampon  pushed  high  up  in  the  vagina.  The 
patient  returned  to  her  home.  During  the  night  pains  came 
on,  which  gradually  increased  in  intensity  until  they  reached  a 
climax,  when  they  ceased  entirely.  A  physician  was  called, 
who  made  a  vigorous  attempt  to  remove  the  shreds  and  pieces 
of  membranes  with  his  finger  assisted  by  the  curette.  He  was 
unable  to  find  the  bougie,  and  finally  came  to  the  conclusion  that 
it  must  have  slipped  out,  without  her  knowledge,  during  one  of 
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her  many  visits  to  the  closet  in  the  night.  The  second  day 
after  the  abortion  the  patient  had  a  severe  chill,  followed  by 
considerable  acceleration  of  pulse  and  rise  of  temperature,  with 
steady  increase  in  abdominal  pain  and  distension.  Dr.  Johnson 
was  requested  to  see  the  patient  in  consultation  on  the  morning 
of  the  third  day.  The  patient  was  etherized,  and,  after  the 
usual  preparation,  the  essajast  passed  a  uterine  sound  by  way  of 
exploration.  Nothing  was  felt  in  the  uterus,  but  with  the 
gentlest  possible  handling  of  the  instrument  it  went  on  and  on 
until  only  the  handle  remained  outside  of  the  os  uteri.  One  of 
two  things  was  evident:  the  sound  had  either  perforated  the 
uterus  or  had  passed  through  an  opening  already  made,  pre- 
sumably, by  the  missing  bougie.  Believing  that  the  bougie  was 
in  the  peritoneal  cavity,  he  recommended  immediate  abdominal 
section  for  its  removal.  The  bougie  was  found  almost  entirely 
folded  in  and  covered  over  by  the  omentum,  in  the  etfort  of 
Nature  to  repair  the  damage  and  to  prevent  injury  to  the  abdom- 
inal viscera.  Flahes  of  gray  lymph  and  considerable  grayish 
fluid  were  wiped  out  of  the  ca\ity.  The  abdomen  was  closed 
without  drainage.  The  patient  made  an  unusually  rapid  and 
uneventful  recovery. 

The  second  case  was  one  of  ruptured  umbilical  hernia.  The 
patient,  a  strong  Irishwoman,  was  57  years  of  age.  She  had  had 
the  hernia  for  fifteen  years.  A  few  days  before  the  rupture 
she  had  a  severe  pain  in  the  "bunch,"  as  she  called  it,  and 
put  a  heated  stove-lid  wrapped  in  flannel  over  it.  It  turned 
out  to  be  hotter  than  she  thought  and  burned  her  slightly. 
The  tissues,  not  being  in  a  normal  condition,  did  not  heal 
readily,  and  ulcerated  over  an  area  about  the  size  of  a  quarter 
of  a  dollar.  Several  days  later,  while  straining  at  stool, 
she  felt  something  give  way  at  the  side  of  the  hernia,  and  quite  a 
mass  came  out.  She  covered  it  over  with  a  dirty  flannel  petti- 
coat and  went  upstairs  to  bed.  The  next  morning  the  patient 
was  removed  to  a  hospital,  where  an  operation  was  done,  just 
seventeen  hours  from  the  time  of  the  rupture.  It  required  at 
least  fifteen  minutes  to  detach  the  cloths  which  were  found 
over  the  protruding  intestines.  They  seemed  to  have  gro^A^n 
onto  and  into  them.  The  intestines  were  dark,  cold,  and 
dirty.  A  thorough  cleansing  and  warming  -wdth  hot  salt  solution 
succeeded  finally  in  getting  them  and  the  adjoining  skin  of  the 
abdominal  wall  into  a  fair  condition.  About  a  pound  of  omen- 
tum was  removed.  The  tight  rim  encircling  the  protruding 
gut  was  incised  above  and  below,  and  the  three  feet  of  in- 
testine returned  to  the  abdominal  cavity,  which  was  subse- 
quently filled  with  hot  salt  solution.  A  rather  long  and  diffi- 
cult operation  was  then  performed  for  ■  the  radical  cure  of 
an  old  umbilical  hernia  in  a  very  fat  abdominal  wall.  The  wo- 
man gave  every  promise  of  getting  well  for  seven  days;  then 
she  suddenly  became  weak  and  collapsed,  and  died  on  the  eighth 
day,  apparently  of  a  general  septic  peritonitis. 
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THE  OPERATIVE  CURE  OF  PROCIDENTIA  UTERI. 

Dr.  Charles  P.  Noble,  of  Philadelphia,  read  this  paper. 

The  paper  is  based  upon  the  results  of  the  operative  treat- 
mtot  of  130  eases  of  procidentia.  These  results  have  been  so 
satisfactory  that  he  is  decidedly  optimistic  concerning  the  prog- 
nosis of  the  operative  cure  of  procidentia.  The  same  operations 
are  applicable  to  the  cure  of  almost  every  case,  slight  modifica- 
tions in  detail  being  necessary  to  meet  special  indications.  In 
typical  cases  the  method  followed  is  to  curette  the  uterus,  to  am- 
putate the  cervix,  to  resect  the  anterior  vaginal  wall,  to  restore 
the  integrity  of  the  pelvic  floor,  and  to  suspend  the  uterus  from 
the  anterior  abdominal  w^all.  By  this  series  of  operations  the 
following  objects  are  accomplished :  the  weight  of  the  uterus  is 
lessened,  further  involution  of  the  uterus  is  promoted,  the  re- 
dundant, overstretched  anterior  vaginal  wall  is  resected,  the  sup- 
porting power  of  the  sacral  segment  of  the  pelvic  floor  is  re- 
stored, and  the  prolapsed  uterus  is  restored  to  approximately  its 
normal  position,  so  that  the  force  of  intra-abdominal  pressure 
shall  fall  upon  the  posterior  wall  instead  of  upon  the  fundus  or 
its  anterior  wall. 

Dr.  "William  P.  Matthews,  of  Richmond,  Va.,  detailed  a 
case  of 

hernia  of  the  ovary  (inguinal). 

Hernia  of  the  ovary  in  the  inguinal  region  were  not  uncom- 
mon. Numerous  cases  had  been  reported  by  various  authors  of 
hernia  of  the  ovary  alone,  or  of  the  ovary  and  tube  together,  oc- 
curring in  the  inguinal  region  as  a  congenital  condition  or  as  the 
result  of  a  strain  or  accident.  The  great  majority  of  cases  were 
congenital  and  associated  with  other  congenital  abnormalities 
or  defects  of  the  generative  organs.  They  usually  underwent 
some  circulatory  disturbances,  such  as  hemorrhage,  blood  cysts, 
cystic  degeneration,  pus  formation,  angiosarcoma;  in  fact,  pre- 
senting almost  all  kinds  of  pathologic  changes.  They  might 
even  be  atrophied,  usually  enlarged. 

carcinoma  of  the  female  urethra,  with  report  of  cases. 

A  paper  on  this  subject  was  contributed  by  Dr.  C.  Jeff.  Mil- 
ler, of  New  Orleans,  La.  It  was  difficult  to  understand  why 
cancer  so  rarely  attacked  the  urethra.  Skene  stated  that  pri- 
mary cancer  was  doubted  by  some  good  authorities,  although  it 
undoubtedly  occurred.  The  urethra,  presenting  as  it  did  the 
conditions  generally  supposed  to  predispose  to  malignancy, 
seemed  well  protected  even  from  secondary  invasions,  the  pa- 
tient usually  dying  before  the  structures  became  seriously  im- 
plicated. 

In  7,479  cases  of  cancer  Winckel  found  the  vulva  affected  in 
10  per  cent,  and  Gurlt  in  11,131  cases  saw  only  68  instances  of 
involvement  of  the  bladder.  This  shoAved  that  cancer  involving 
the  urinary  apparatus  was  quite  rare.     Jewett  and  Polak  stated 
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that  cancer  of  the  urethra  was  less  frequent  in  the  female  than 
the  male. 

The  variety  of  cancer  most  usually  present  was  of  the  squa- 
mous type.  Sarcoma  was  seldom  met  with.  Howard  Kelly 
stated  that  only  4  cases  were  recorded,  3  of  which  occurred  in 
women  over  50  years  of  age.  This  was  contrary  to  the  state- 
ment that  sarcoma  should  be  suspected  in  early  life  and  not 
confounded  with  fibroma,  which  was  nearly  always  met  with 
in  the  young. 

Since  the  first  description  of  malignancy  involving  the  ure- 
thra, two  forms  had  been  described— either  primary  cancer  in- 
volving from  the  outset  the  walls  of  the  urethra,  or  a  periure- 
thral or  secondary  form  spreading  from  neighboring  tissues  and 
showing  a  predilection  for  the  connective  tissues  around  the 
canal 

The  primary  form  had  its  origin  in  the  epithelial  structures 
and  glands  along  the  floor  of  the  urethra,  where  it  developed 
either  as  pedunculated,  warty,  or  papillomatous  growths,  or,  as 
Reed  described,  ulcerated  surfaces  with  thickened,  irregular, 
and  infiltrated  edges. 

The  periurethral  form  originated  in  the  epithelial  structures 
of  the  vestibule  close  about  the  urethra,  and  spread  in  the  cellu- 
lar tissue  around  the  canal  without  involving  the  urethral  walls 
or  mucous  lining. 

The  prognosis  of  such  cases  was  necessarily  very  grave. 
Lymphatic  infection  was  an  early  occurrence,  and  radical 
measures  were  necessarily  limited  to  early  cases  because  of  the 
important  organs  so  soon  involved. 

Nothing  short  of  complete  removal  of  the  urethra  and  bladder 
neck  seemed  to  be  indicated  in  early  cases.  The  speaker  quoted 
Senn  as  maintaining  that  if  the  urethra  was  primarily  affected 
the  radical  operation  was  indicated.  It  should  be  preceded  by 
the  formation  of  a  suprapubic  fistula,  then  the  base  of  the  blad- 
der should  be  excised  and  the  opening  closed  permanently.  This 
had  been  done  successfully  by  Pawlik  and  Oviatt. 

Dr.  James  N.  Ellis,  of  Atlanta,  Ga.,  contributed  a  paper  on 

THE  ANGIOTRIBE  :  ITS  USE  AND  ABUSE. 

It  was  not  safe  to  depend  absolutely  in  all  cases  on  securing 
permanent  hemostasis  by  compression  with  the  angiotribe  alone. 
The  possibility  of  secondary  hemorrhage  after  an  apparently 
satisfactory  compression  of  several  minutes,  though  remote,  was 
a  danger  that  had  occasionally  occurred  in  the  practice  of  those 
who  had  had  an  extensive  experience  in  the  use  of  this  instru- 
ment and  who  had  depended  solely  on  it  for  permanent  hemosta- 
sis. Personally  such  an  accident  had  never  occurred,  but  in 
vaginal  hysterectomy  he  had  occasionally  seen  a  uterine  artery, 
temporarily  controlled  by  the  application  of  the  angiotribe, 
bleed  freely  at  the  moment  of  making  the  toilet  of  the  field  of 
operation.     The  friction  of  the  gauze  sponge  had  separated  the 
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compact  fibrous  lamella  produced  by  the  action  of  the  angiotribe, 
and  the  thus  impaired  obstruction  of  the  artery  permitted  free 
hemorrhage,  necessitating  the  application  of  the  ligature;  con- 
se(^uently,  when  the  pedicle  contained  voluminous  vessels,  and 
when  subsequent  hemorrhage  was  very  dangerous,  he  now  hab- 
itually reinforced  the  hemostatic  action  of  the  angiotribe  by 
placing  a  very  fine  ligature,  preferably  of  catgut,  in  the  channel 
made  by  the  jaws  of  the  instrument.  This  may  seem  an  unneces- 
sary precaution  to  many;  but  when  it  Avas  estimated  that  with- 
out the  reinforcing  ligature  secondary  hemorrhage  would  occur 
once  in  fifty  times,  the  danger  became  apparent,  and  the  sur- 
geon who  would  terminate  an  intraperitoneal  operation  with  this 
possibility  unguarded  seemed  inexcusably  negligent  in  the  opin- 
ion of  the  writer.  It  was  impossible  to  formulate  a  fixed  rule 
as  to  when  it  was  necessary  to  supplement  the  action  of  the  an- 
giotribe by  the  precautionary  ligature.  It  was  a  matter  which 
must  be  determined  by  the  judgment,  observation,  and  experience 
of  the  individual  operator. 

In  vaginal  hysterectomy  angiotripsy  was  particularly  advan- 
tageous, and  he  had  entirely  discarded  the  clamp,  which  was 
left  on  for  twenty-four  or  forty-eight  hours,  for  the  extempora/- 
neous  compression  of  the  angiotribe  followed  by  the  application 
of  a  No.  2  catgut  ligature.  These  ligatures  were  subsequently 
absorbed  or  came  away  with  the  discharges  and  required  no 
further  thought  or  care.  The  reduction  of  the  tissues  to  be  li gat- 
ed in  this  operation  to  the  least  possible  volume  consistent  with 
safety  diminished  proportionally  the  amount  of  necrotic  debris 
to  be  subsequently  eliminated  and  insured  a  more  painless  and 
speedy  convalescence. 

In  supravaginal  hysterectomy  it  served  a  useful  purpose,  not 
only  for  compressing  the  broad  ligaments,  but  for  crushing  the 
cervix  at  the  point  of  amputation,  thus  firmly  agglutinating  the 
opposing  walls  of  the  cervical  canal,  and  not  only  lessening  the 
chances  of  immediate  infection  from  that  source,  but  precluding 
the  possibility  of  subsequent  ascending  infection  from  the  va- 
gina. 

The  use  of  the  angiotribe  in  hysterectomy  for  fibi'omyoma  had 
robbed  the  operation  of  much  of  its  danger  andditliculty.  The 
management  of  the  vascular,  cavernous-like  sinuses  coursing  be- 
tween the  layers  of  the  broad  ligaments  no  longer  caused  anxiety 
and  uneasiness.  Permanent  ligatures  could  be  safely  dispensed 
with,  the  vessels  more  securely  disposed  of,  primary  hemorrhage 
abolished,  and  the  time  of  operation  materially  shortened. 

The  application  of  the  angiotribe  had  been  recommended  to 
compress  the  appendix  preliminary  to  ligation,  but  personally 
he  preferred  to  treat  the  stump  in  appendectomy  as  suggested 
by  Dawbarn  or  McBurney,  but  it  was  frequently  serviceable  in 
the  management  of  a  redundant  mesoappendix. 

Its  utility  in  both  retro-  and  transperitoneal  nephrectomy  was 
apparent,  and  its  usefulness  was  especially  manifest  in  splenec- 
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tomy.  Its  hemostatic  power  was  serviceable  in  gastrectomy, 
and,  in  fact,  could  be  utilized  to  advantage  in  nearly  every  oper- 
ation of  any  magnitude  which  the  surgeon  was  called  upon  to 
perform  within  the  abdominal  and  pelvic  cavities.  In  the  re- 
moval of  pedunculated  keloids,  or  vascular  surface  growths  of 
similar  conformation,  it  served  a  useful  purpose.  For  the  com- 
pression of  the  spermatic  cord  and  vessels  in  castration  it  had 
■done  the  author  good  service.  As  a  substitute  for  the  pile  clamp, 
in  the  operation  for  hemorrhoids,  the  angiotribe  was  a  delight 
to  work  with.  In  short,  the  angiotribe  had  a  wide  field  of  use- 
fulness and  was  an  invaluable  addition  to  the  armamentarium  of 
the  modern  surgeon. 


The  folloA\ang  officers  were  elected  for  the  ensuing  year: 
President,  Dr.  AV.  E.  B.  Davis,  of  Birmingham,  Ala.;  First  Vice- 
President,  Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C. ;  Second 
Yice-President,  Dr.  John  W.  Long,  of  Salisbury,  N.  C. ;  Secre- 
tary, Dr.  W.  D.  Haggard.  Jr..  of  Nashville,  Tenn.  (re-elected)  ; 
Treasurer,  Dr.  F.  AV.  McRae,  of  Atlanta,  Ga. 

Cincinnati,  Ohio,  was  selected  as  the  place  for  holding  the 
next  annual  meeting;  time,  second  Tuesday  in  November,  1902. 
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OBSTETRICS. 

Three  Symphyseotomies  Upon -One  Patient. — L.  Hirigoyen 
{Rev.  mens  de  Gyn.,  Ohst.  et  Fed.  de  Bordeaux,  No.  10)  reports 
three  symphyseotomies  upon  the  same  patient,  resulting  in  the 
birth  of  three  living  children.  After  the  last  operation  no  en- 
largement of  the  pelvis,  fibrous  induration,  adhesions  of  neigh- 
boring organs,  or  vascular  dilatations  near  the  symphysis  were 
found. 

Surgical  Treatment  of  Dystocia  due  to  Uterine  Fibroids. — 
A.  Boursier  (Ann.  de  Gyn.,  Nov.  and  Dec.)  discusses  this  subject 
at  length.  He  says  that  fibromata  may  lead  to  dystocia  (1)  by 
causing  malpositions,  (2)  by  interfering  with  uterine  contrac- 
tions, or  (3)  by  forming  a  mechanical  obstruction  to  the  passage 
of  the  fetus.  Softening  or  change  of  position  of  the  tumors 
during  pregnancy  or  labor  may  remove  such  an  obstacle  even  at 
the  last  moment,  hence  the  diagnosis  and  treatment  are  neces- 
sarily postponed  until  term  or  labor.  Dystocia  of  the  first  two 
classes  may  be  relieved  by  obstetrical  interventions,  as  may  those 
of  the  last  when  slight  or  incomplete.  Wlien  serious  enough  to 
require  surgical  methods,  those  which  he  recommends  for  the  last 
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class  are  the  f ollowang :  Fibroids  growing  toward  the  vagina 
should  be  removed  by  the  vaginal  route ;  those  of  pelvic-abdom- 
inal development,  by  the  abdominal.  Symphyseotomy  is  abso- 
lutQly  condemned  in  these  cases;  Cesarean  section  is  rarely  ap- 
plicable, but  is  good  when  it  can  well  be  completed  by  myomec- 
tomy. The  Porro  operation  should  be  reserved  for  a  few  cases. 
Total  abdominal  hysterectomy  is  the  operation  which  should  be 
employed  whenever  possible,  whether  the  child  is  living  or  dead. 

Rupture  of  the  Pregnant  Uterus. — At  an  autopsy  upon  a  fatal 
case  of  rupture  of  the  pregnant  uterus,  K.  A.  Herzfeld  {Cent.  f. 
Oyn.,  No.  44)  found  the  omentum  firmly  adherent  to  the  peri- 
toneum of  the  uterus  at  the  edge  of  the  tear.  From  this  he  con- 
cludes that  there  had  been  a  previous  perforation  at  that  point, 
and  he  uses  the  case  to  point  the  moral  that  all  unnecessary  intra- 
uterine instrumentation  should  be  avoided,  lest  it  lead  to  such 
a  result. 

Abdominal  Pregnancy. — A.  Sittner  {Arch.  f.  Gyn.,  Bd.  Ixiv., 
H.  3)  gives  the  history  of  a  primipara,  80  years  of  age,  whose 
symptoms  left  doubt,  as  late  as  the  seventh  month,  as  to  whether 
she  was  suffering  from  inflammation  of  the  vermiform  appendix 
or  ectopic  pregnancy,  or  both.  Abdominal  section  at  the  seventh 
mouth  led  to  the  removal  from  the  abdominal  cavity  of  a  normal 
child  which  died  eight  hours  later.  The  placenta  was  adherent 
to  the  entire  right  half  of  the  pelvis  and  to  the  small  intestine. 
Compression  of  the  aorta  was  necessary  to  check  the  hemorrhage 
folloAviag  its  removal.  Recovery  followed  the  operation.  The 
paper  contains  an  exhaustive  abstract  and  tabulation  of  the  liter- 
ature with  bibliography. 

Indications  for  Rapid  Induction  of  Labor. — G.  Fieux  {Eev. 
mens,  de  Gyn.,  Ohsf.  et  Fed.  de  Bordeaux,  Nos.  8,  9,  and  10) 
discusses  the  indications  for  rapid  induction  of  labor.  In  the 
case  of  hemorrhage  he  limits  it  to  accidental  hemorrhage,  rarely 
employing  it  in  that  due  to  placenta  previa.  As  regards  severe 
dyspnea,  the  operation  is  not  indicated  if  it  be  due  to  some 
mechanical  condition  such  as  pneumonia,  pleurisy,  or  ascites, 
and  in  these  cases  treatment  should  be  directed  to  the  etiologi- 
cal condition.  When  of  cardiac  origin,  medical  measures 
should  first  be  tried  to  relieve  the  heart,  and,  these  failing, 
rapid  induction  of  labor  is  favored.  Intrauterine  putre- 
faction of  the  fetus  of  course  demands  the  operation  with 
rapidity.  In  eclampsia  labor  is  usually  initiated  by  the  convul- 
sions, and  in  the  10  per  cent  of  the  cases  in  which  this  does  not 
occur  I'apidly  induced  labor  not  only  produces  no  ill  effect, 
but  often  greatly  improves  the  mother's  condition.  The  fetal 
mortality  of  80  per  cent  in  cases  in  which  labor  does  not  rapidly 
follow  the  convulsive  attacks  is  reduced  by  the  operation  to  20 
per  cent.  In  case  of  the  apparent  death  of  the  mother  near 
term,  a  Cesarean  section  should  only  be  done  with  all  the  usual 
precautions,  as  death  has  occasionally  been  found  to  be  only 
apparent.     If  the  fetus  is  in  bad  condition  and  the  mother  not 
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SO,  partial  dilatation  of  the  cervix  and  insertion  of  Champetier 
de  Ribes'  bags  may  suffice;  if  not,  rapid  induction  of  labor  is 
demanded.  In  cases  of  maternal  anthrax  he  does  not  favor  this 
operation,  and  in  hydrophobia  ad\ases  its  use  only  after  the 
onset  of  symptoms.  He  is  uncertain  as  to  the  indications  in 
tetanus.  Among  its  contraindications  he  includes  a  general 
sclerotic  condition  of  the  cervix,  large  fibroids  or  cancer  of  the 
cervix  or  lower  uterine  segment. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Deaths  from  Spinal  Anesthesia. — F.  Legueu  {Presse  Med., 
Nov.  9)  puts  on  record  two  cases  of  sudden  death  within  a  few 
minutes  of  the  injection  of  cocaine  by  the  regular  method  for 
producing  spinal  anesthesia.  The  first  was  being  operated  upon 
for  a  ruptured  tendon.  Atheromatous  arteries,  indistinct  heart 
sounds,  and  obesity  contraindicated  the  use  of  chloroform. 
About  fifteen  minutes  after  lumbar  puncture  and  injection  of 
two  cubic  centimetres  of  1 :100  solution  of  cocaine,  and  when 
the  operation  had  been  begun,  the  patient  complained  of  suffo- 
cation, sat  up,  gasped,  moved  the  head  convulsively,  and  fell 
dead.  No  autopsy  permitted.  The  second  was  a  case  of  stran- 
gulated hernia  and  one  and  one-half  cubic  centimetres  of  1 :100 
solution  of  cocaine  had  been  injected.  Before  anesthesia  was 
complete,  respiration  became  difficult,  vomiting  occurred  twice, 
the  face  became  pale  and  covered  with  perspiration,  and  respira- 
tion suddenly  became  sIoav  and  ceased.  Autopsy  showed  that 
the  heart  had  stopped  in  systole  and  that  there  were  no  signifi- 
cant renal  or  other  lesions,  hence  Legueu  attributes  the  death  to 
direct  action  of  the  cocaine  upon  the  medulla. 

The  same  journal  (Presse  Med.,  Nov.  9)  contains  a  paper  by 
Chaput  upon  general  or  extensive  anesthesia  by  spinal  injection 
of  cocaine,  and  one  by  Desfossesand  Dumont  describing  fully 
the  technique. 

Rupture  of  the  Vagina  During  Coitus. — N.  Ostermayer 
{Cent.  f.  Gyn.,  No.  46)  has  seen  a  case  of  laceration  of  the 
left  fornix  in  a  bride  24  years  old,  with  apparently  normal  de- 
velopment of  both  male  and  female  organs  and  no  unnatural 
position  during  coitus. 

Antero-lateral  Colpoceliotomy. — The  paper,  by  Dlihrssen 
{Berl.  klin.  Wocli.,  No.  44),  describes  an  operation  which  is  prac- 
tically an  anterior  vaginal  celiotomy  with  complete  division  of 
one  broad  ligament.  He  claims  that  when  the  broad  ligament 
is  divided  without  opening  the  peritoneum  in  front  of  and  behind 
the  uterus,  abscesses  of  the  parametrium  and  purulent  collections 
in  the  appendages  can  be  freely  opened  extraperitoneally  and 
treated  conservatively.  Division  of  the  broad  ligament  gives  as 
free  access  to  the  appendages  as  total  vaginal  extirpation,  as  the 
uterus  remains  attached  only  by  one  lateral  ligament,  and,  like 
the  appendages  of  the  di\dded  side,  can  be  drawn  out  through 
the  vulva.     If  the  stump  of  the  appendages  is  infected  it  can 
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be  sutured  into  the  lateral  vaginal  wall,  making  it  extraperi- 
toneal. The  operation  gives  as  free  drainage  of  the  pelvic  cavity 
as  total  hysterectomy.  The  paper  describes  several  cases  and 
includes  a  list  of  indications  for  the  procedure  in  whole  or  part. 
Retention  of  Menses  with  Double  Genital  Canal. — G.  Gross 
{An)i.  de  Gyn.,  Dec.)  summarizes  the  treatment  of  this  condi- 
tion, after  considering  its  various  aspects,  as  follows :  Vaginal 
puncture  is  only  palliative.  In  lateral  hematocolpos  the  best 
operation  is  division  of  the  septum  with  suture  of  the  mucosa; 
if  hematosalpinx  is  also  present  preliminary  or  complementary 
salpingectomy  is  necessary.  For  lateral  hematometra  vaginal 
incision  may  be  tried,  but  enucleation  and  removal  by  the  abdom- 
inal route  is  preferable.  Bilateral  castration,  with  or  without 
vaginal  incision  of  the  hematometra,  and  abdominal  hysterectomy 
are  compulsory  in  some  cases. 

Plastic  Operation  for  Vesico-vaginal  Fistula. — N.  Wolko- 
witsch  {Cent.  f.  Gyn.,  No.  43)  describes  such  an  operation  which 
has  given  live  complete  cures  in  eight  cases,  the  other  three  being 
still  under  treatment.  It  is  begun  by  dividing  the  ring  of  scar 
tissue  and  freeing  the  cervix  from  it,  avoiding,  if  possible,  injury 
to  the  peritoneum.  The  uterus  is  then  drawn  down  to  the  ure- 
thra. After  removing  all  scar  tissue  around  the  fistula,  it  is 
usually  unnecessary  to  suture  the  opening  in  the  vesical  mucosa, 
but  instead  it  is  sewed  to  the  uterus  which  has  been  drawn  down. 
A  preliminary  suprapubic  cystotomy  permits  drainage  of  the 
bladder  through  a  tube  until  the  fistula  is  closed. 

Tubo-ovarian  Cysts. — Georg  Preiser's  (ArcJi.  f.  Gyn.,  Bd. 
Ixiv.,  H.  3)  study  of  such  cases  has  led  him  to  the  belief  that 
the  majority  of  tubo-ovarian  cysts  result  from  the  adhesion  of 
a  sactosalpinx  to  an  ovarian  cyst  with  subsequent  pressure  atro- 
phy of  the  intervening  wall,  the  fimbriae  usually  disappearing  in 
this  process.  He  acknowledges  the  possibility  of  the  origin  of 
these  cysts  through  the  formation  of  hematoceles,  but  considers 
the  frequent  bilaterality  of  the  lesion  and  the  absence  of  signs 
of  previous  hemori'hagic  extravasation  as  arguments  against  the 
probability  of  such  a  cause.  The  presence,  in  some  cases,  of  the 
fimbria  in  the  tubal  contents  or  adherent  to  the  vail  is  ex- 
plained by  the  occurrence  of  a  "pyocele  tubaria"  -with  subse- 
quent disappearance  of  the  wall  between  and  change  of  the  puru- 
lent contents  to  a  serous  fluid. 

Anus  Praeternaturalis  Vestibularis. — Georg  Zander  {Cent, 
f.  Gyn.,  No.  45 j  had  a  case  of  this  character  brought  to  his  atten- 
tion in  performing  curettage  for  incomplete  abortion.  The  anal 
opening  Avas  at  the  posterior  extremity  of  the  vaginal.  There 
was  an  internal  sphincter  M'hich  could  control  feces  and  flatus. 

Interstitial  Pregnancy. — After  symptoms  of  rupture  of  an 
ectopic  pregnancy.  H  A.  v.  Guerarcl  {Cent.  f.  Gyn.,  No.  45) 
operated  successfully.  The  fetal  sac  removed  was  found  to  be 
entirely  composed  of  uterine  muscle  fibres,  thus  showing  the 
pregnancy  to  have  been  really  interstitial. 
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DISEASES   OF    CHILDREN. 

Abdominal  Tuberculosis  in  Children. — George  F.  Still 
(Clin.  Jour.,  Dec.  11,  1901)  considers  this  subject  under  two 
heads,  namely,  tabes  mesenterica  and  tuberculous  peritonitis. 
His  own  statistics  show  that  88.3  per  cent  of  tuberculous  chil- 
dren have  tuberculous  lesions  in  the  abdomen;  but  tubercle  is 
often  present  in  the  abdomen  without  producing  any  character- 
istic symptoms  during  life.  By  tabes  mesenterica  the  author 
indicates  cases  in  which  the  tuberculous  enlargement  of  the  mes- 
enteric glands  can  be  detected  clinically,  and  is  associated  with 
wasting,  without  evidence  of  tuberculous  lesions  elsewhere  in 
the  body.  The  wasting  is  often  considerable  and  there  are 
colicky  pains  in  the  abdomen ;  but  the  only  reliable  guide  in  the 
diagnosis  is  to  feel  the  enlarged  mesenteric  glands,  which  is  not 
easy.  The  place  to  feel  for  them  is  just  to  one  side  of  the  verte- 
bral column,  and  the  best  way  is  to  put  the  child  flat  on  its  back, 
and,  pressing  one's  hands  back  on  to  the  vertebral  column,  to 
try  to  make  the  palmar  surfaces  of  the  fingers  touch  the  bodies 
of  the  vertebrae,  at  the  same  time  moving  the  hands  as  if  knead- 
ing the  abdomen  from  side  to  side ;  one  may  then  feel  the  glands 
slip  away  from  under  the  hand.  It  is  not  easy  to  distinguish 
between  enlarged  glands  and  solid  feces,  but  sometimes  there  is 
a  definite  tenderness  over  the  glands  which  may  help  in  the 
diagnosis.  Some  ulceration  of  the  intestines  usually  occurs. 
The  prognosis  is  by  no  means  hopeless.  If  treatment  is  begun 
early,  before  there  are  signs  of  tubercle  in  the  lung  and  before 
there  is  extreme  wasting,  a  certain  number  of  the  cases  will  get 
perfectly  well.  As  to  the  treatment,  change  of  climate,  espe- 
cially to  sea  air,  is  the  most  important  part.  Food  should  be 
nourishing,  but  leave  little  residue ;  give  eggs,  custard,  milk,  pud- 
dings, and  gravy.  Among  drugs,  the  iodide  of  iron  is  particu- 
larly valuable.  Creosote  is  useful.  For  diarrhea  use  castor  oil 
in  five-minim  doses  three  times  a  day ;  it  seems  to  have  a  par- 
ticularly soothing  effect  on  the  mucous  membrane  of  the  lower 
part  of  the  intestine,  and  creosote  may  usefully  be  combined 
with  it. 

Tuberculous  Peritonitis  is  of  two  varieties,  the  plastic  and 
the  ascitic,  the  former  being  much  the  commoner.  In  the  au- 
thor's experience,  out  of  266  childrrn  who  died  of  +ui:erculosis, 
45  died  with  tuberculous  peritonitis.  The  symptoms  in  the 
earliest  stage  are  much  the  same  as  in  tabes  mesenterica,  but 
later  on  the  abdomen  has  a  tumid  appearance,  with  a  doughy 
feeling  on  palpation.  In  many  cases  a  transverse  band-like 
tumor  lies  across  the  epigastrium.  The  appearance  of  the  child 
in  advanced  disease  is  very  characteristic,  the  emaciated  limbs 
and  the  shrunken  covering  of  the  chest  walls,  through  which  the 
ribs  stand  out  distinct,  contrasting  strangely  with  the  fulness 
and  tumidity  of  the  abdomen.  There  is  furthermore  unfolding 
of  the  umbilicus,  with  induration  and  redness  of  the  skin  about 
an  inch  all  around  it.     This  "pointing"  at  the  umbilicus  is  not 
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rare,  and  there  may  be  an  actual  discharge  of  broken-down 
caseous  material,  which  is  not  necessarily  a  matter  for  alarm. 
Ulceration  of  the  bowel  is  present  in  about  70  per  cent  of  the 
cas^s.  In  the  ascitic  variety  we  find  the  abdomen  distended  with 
fluid,  and  it  is  often  impossible  at  first  to  make  the  diagnosis. 
If  one  can  tap  the  abdomen  and  have  a  bacteriological  examin- 
ation made  it  may  be  possible  to  determine  the  variety  of  ascites. 
The  children  rarely  die  with  ascites;  the  fluid  gradually  disap- 
pears, but  that  does  not  imply  a  cure,  for  the  condition  then 
usually  becomes  that  of  the  ordinary  plastic  form.  Cures  may 
occur,  but,  unless  a  case  has  been  kept  under  observation  for 
eighteen  months  after  the  supposed  recovery,  it  is  worthless  as 
evidence  of  cure.  Climate  stands  first  in  the  treatment;  the 
children  should  get  to  the  seaside  or  country  quickly  and  be 
out  of  doors  all  day,  if  possible.  Cold  is  to  be  avoided,  and  a 
dry  gravel  soil  is  to  be  preferred.  Good  feeding  is  essential  and 
is  to  be  of  the  same  nature  as  in  tabes  mesenterica.  Unguentum 
iodoformi  applied  to  the  abdomen  has  been  recommended  by  Dr. 
Burney  Leo.  Internally  give  extract  of  malt  or  syrupus  ferri 
iodidi,  and  sometimes  creosote,  especially  if  the  stools  are  par- 
ticularly offensive. 

Amebic  Dysentery  in  Children. — Samuel  Amberg  (Bull,  of 
Johns  Hopkins  Hospital,  Dec,  1901)  reports  five  cases  of  this 
infrequent  disease.  The  first  factor  of  interest  is  their  group- 
ing; in  two  instances  the  disease  befell  members  of  the  same 
family  exposed  to  the  same  influences.  A  third  child  of  their 
company  was  taken  sick  with  the  same  symptoms.  The  clinical 
type  to  which  the  cases  belong  is  one  of  moderate  intensity,  in 
which  the  appetite  and  general  health  are  good,  with  no  fever 
or  acceleration  of  pulse  worth  mentioning,  but  with  stools  vary- 
ing from  two  to  six  in  twenty-four  hours.  One  of  the  cases  was 
more  severe,  general  nutrition  being  decidedly  interfered  with, 
the  pulse  being  increased  in  frequency,  the  temperature  rising 
irregularly,  particularly  at  night,  and  the  stools  varying  from 
eight  to  fifteen  in  twenty-four  hours.  Pain  was  not  complained 
of  except  in  this  special  case.  As  to  complications,  in  two  in- 
stances there  was  prolapsus  ani,  which  was  reduced  sponta- 
neously. There  was  no  sign  of  affection  of  the  liver  in  any 
case.  The  reaction  of  the  feces  was  mostly  alkaline,  seldom  acid. 
Sometimes  in  the  acid  stools  the  amebte  continued  to  move  for 
from  two  to  three  hours.  In  some  cases  the  feces  were  firm  and 
formed,  with  bloody  mucoid  masses  on  the  surface.  Sometimes  a 
formed  stool  was  passed  followed  by  blood,  either  liquid  or, 
rarely,  in  clots,  accompanied  by  more  or  less  mucus.  In  other 
instances  the  passages  were  semi-solid  or  uniformly  liquid  of 
different  color  Avith  mucoid  masses  and  blood  intermingled. 
The  odor  of  the  feces  was  always  very  offensive.  In  three  cases 
there  appeared  toward  recovery,  in  the  place  of  the  mucoid 
masses,  stools  of  peculiar  gelatinous  consistence,  which  were 
found  to  be  composed  of  continuous  layers  of  epithelial  cells. 
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The  diagnosis  was  based  on  the  finding  of  motile  amebse  con- 
taining red  blood  corpuscles.  The  blood  was  examined  in  these 
cases.  In  four  there  was  a  varying  degree  of  anemia,  which 
found  its  expression  more  in  a  deficiency  in  hemoglobin  than 
in  the  red  blood  corpuscles.  In  all  the  cases  there  was  a  leuco- 
cytosis,  in  most  of  the  counts  not  a  very  high  one.  Where  the 
leucocytosis  was  more  pronounced  the  number  of  polynuclear 
neutrophile  elements  was  increased.  As  to  eosinophiles,  the 
number  of  blood  examinations  does  not  allow  of  absolute  conclu- 
sions. There  was  distinct  although  slight  eosinophilia  in  one 
case  only. 

Human  and  Bovine  Tuberculosis. — A.  D.  Blackader  {Mon- 
treal Med.  Jour.,  Dec,  1901)  reviews  the  literature  bearing  on 
the  subject,  and  says  that  to  interpret  statistics  aright  we  must 
recognize:  1.  The  peculiar  susceptibility  of  pulmonary  tissue  to 
the  growth  and  development  of  the  tubercle  bacilli.  2.  That 
generalization  of  the  infection  is  a  striking  feature  of  tuber- 
culosis in  childhood,  due  probably  to  the  activity  of  the  lymph- 
atic circulation  in  the  child.  It  may,  however,  be  also  an  indi- 
cation of  virulence  in  the  infecting  bacilli.  3.  That  tubercle 
bacilli,  gaining  access  to  the  body  through  the  intestines,  may 
be  readily  conveyed  from  the  lacteal  ducts  by  the  lymph  stream 
through  the  thoracic  duct  into  the  right  side  of  the  heart,  and 
thence  directly  into  the  lungs.  4.  With  our  present  knowledge 
of  the  distribution  of  the  bacilli  from  human  sources,  it  is  ex- 
tremely probable,  considering  the  way  children  are  allowed  to 
creep  upon  the  floor  and  the  tendency  they  have  to  put  every- 
thing into  their  mouth,  that  bacilli  may  frequently  be  introduced 
on  their  fingers  or  on  their  playthings.  It  is  also  probable  that, 
much  more  frequently  than  the  germs  of  typhoid  fever,  human 
bacilli  may  be  introduced  with  the  food.  The  ingestion  of  bovine 
bacilli  conveyed  in  milk  is  therefore  by  no  means  the  only  source 
of  intestinal  infection  we  have  to  reckon  with.  From  the  statis- 
tics we  must  conclude  that  in  the  past  the  general  profession  has 
unquestionably  exaggerated  the  danger  of  infection  from  or- 
dinary milk.  We  have  been  misled,  perhaps,  by  the  frequency 
with  which  bacilli  have  been  reported  to  exist  in  milk,  for  many 
investigators  have  mistaken  other  acid-fast  bacilli  found  both 
in  milk  and  in  butter  for  true  tubercle  bacilli.  We  have  also 
been  unduly  afraid  of  a  fcAV  bacilli  in  otherwise  normal  milk. 
The  mixing  of  milk  from  the  whole  herd  also  lessens  the  number 
of  bacilli  in  any  given  quantity  of  the  milk.  It  is  also  to  be 
remembered  that  tubercle  bacilli  do  not  develop  in  milk  under 
ordinary  circumstances,  as  many  other  micro-organisms  do,  and 
that  if  they  are  not  actually  destroyed  their  virulence  is  at  least 
inhibited  by  the  many  modes  in  which  the  milk  is  prepared  for 
the  child.  The  author  concludes  that  much  clinical  and  bac- 
teriological work  remains  to  be  accomplished  before  the  latest 
statements  of  Koch  can  be  either  accepted  or  contradicted  abso- 
lutely. 
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However  much  has  been  accomplished  in  recent  years  in  the 
way  of  clearing  up  some  of  the  disputed  points  in  reference  to 
the  origin  and  nature  of  deciduoma  malignum,  and  notwithstand- 
ing that  the  subject  has  received  the  careful  and  minute  study 
of  many  distinguished  investigators,  there  is  at  the  present  time 
considerable  uncertainty  as  to  the  true  pathogenesis  of  this 
disease. 

To  Sanger^  is  due  the  credit  of  lirst  calling  attention  to  this 
class  of  tumors  when,  in  1888,  before  the  meeting  of  the  Obstet- 
rical Society  of  Leipzig,  he  reported  two  cases  of  malignant 
disease  of  the  uterus  following  pregnancy  and  suggested  the  name 
of  deciduoma  malignum. 

^Read   before  the  Section  of  Obstetrics  and   Gynecology,   New  York 
Academy  of  Medicine,  January  23,  1902. 
30 
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Pfeiffer,"  in  1889,  and  independently  of  Sanger,  also  reported  a 
case  and  proposed  the  same  designation.  Various  other  names 
were  subsequently  suggested  by  different  observers — as,  for  in- 
stance, "sarcoma  chorii"  by  Gottschalk,^  "infectious  hemor- 
rhagic sarcoma"  by  Pestalozza,*  and  "blastoma  chorio-deeiduo- 
cellulare"  by  Schmorl.^ 

Sanger^  in  1893  published  a  paper  based  on  a  re\dew  of  his 
case  and  a  study  of  eleven  other  cases  reported  up  to  that  time, 
and  substituted  the  term  ' '  sarcoma  uteri  deciduo-cellulare. ' ' 

In  the  discussion  following  the  presentation  of  a  case  by  Dr. 
Herbert  Spencer"  at  a  meeting  of  the  Obstetrical  Society  of  Lon- 
don, held  in  May,  1896,  it  was  the  unanimous  opinion,  offered  in 
the  rorm  of  a  report,  that  these  cases  of  so-called  deciduoma 
malignum  were  sarcomata  and  presumably  of  uterine  connective- 
tissue  origin. 

]\Iarchand,^"°  however,  in  1895  was  the  first  to  point  out  the 
epithelial  structure  of  these  tumors,;  and  again  in  1898,  in  dis- 
cussing the  four  possible  sources  of  their  origin — namely,  the 
decidual  cells,  the  syncytium,  Langhans-cell  layer,  and  the  meso- 
blastic  stroma  of  the  villi— concluded  from  his  study  of  two  cases 
that  these  tumors  were  composed  of  the  syncytium  and  Langhans 
cells. 

That  these  various  designations  are  applied  to  the  growth  is 
due  to  the  fact  that  there  is  not  only  a  marked  difference  in  the 
anatomical  structure  of  the  tumors  heretofore  examined,  but 
there  is  also  a  difference  of  opinion  as  to  the  correct  interpreta- 
tion of  the  elements  found. 

Generally  speaking,  the  groAvth  may  be  classified  according  to 
one  of  the  following  three  principal  views : 

1.  The  opinion  of  the  English  school,  that  these  tumors  are 
sarcomata  and  of  connective-tissue  origin ;  that  the  elements  of 
the  disease  have  existed  in  the  uterus  independently  of  preg- 
nancy, but  are  modified  by  it. 

2.  The  original  theory  of  Sanger^  when  he  proposed  the  name 
of  deciduoma  malignum,  that  the  growth  is  the  result  of  malig- 
nant changes  in  the  decidual  cells,  that  is  to  say,  that  it  is  a 
sarcoma  developing  from  the  products  of  conception.  The  cases 
of  Menge,*'^  Lohlein,"''  Pfeiffer,-  Reinecke,'-'''  Chiari,^^  Gottschalk,^ 
Tannen,^-  Aczel,''*  Munod,^*  Veit,^''  and  Winkler.^^^  may  be 
classified  under  this  head. 

3.  The  view  of  the  large  majority  of  German  writers,  that  the 
growth  is  the  result  of  a  proliferation  of  the  epithelial  layers 
covering  the  chorionic  villi,  hence  an  epithelioma.     In  this  classi- 
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fication  belong  the  tumors  of  Gebliard,'^  Scherer,^^  Marchand,^ 
Neumann,-''  Von  Franqne,"^  E,  Frankel,"  Aschoff,^^  Prochow- 
ni^,°^  and  Williams.^* 

Kossmann,-^  L.  Frankel/''  and  Durante^'^  believe  these  tumors 
to  be  composed  of  purely  syncytial  masses. 

The  question  whether  this  neoplasm  takes  its  origin  from 
maternal  or  fetal  structures  is  still  a  mooted  one,  and  will  remain 
so  until  the  origin  of  the  epithelial  covering  of  the  chorionic 
villi  is  determined  with  some  degree  of  accuracy. 

All  observers  are  now  agreed,  with  very  few  exceptions,  that 
this  covering  consists  of  a  double  layer  of  epithelium,  as  first 
pointed  out  by  Langhans.^"  The  outer  layer,  that  nearest  the 
external  wall,  or  syncytium,  is  composed  of  bands  of  protoplasm 
in  which  are  very  deeply  staining  nuclei  of  various  shapes,  ar- 
ranged mostly  in  a  single  row,  and  not  divided  into  definite  cells. 
The  inner  layer,  or  Langhans-cell  layer,  consists  of  definitely 
marked  cuboid  or  cylindrical  epithelial  cells.  Beneath  this  is  the 
connective-tissue  stroma  of  the  villi. 

There  is,  however,  a  decided  difference  of  opinion  as  regards 
the  origin  of  the  syncytium  and  Langhans-cell  layer.  Thus  we 
have  (1)  the  theory  of  Kastschenko,''  Minot,''  Gottschall,"* 
and  Albert,"  that  the  syncytium  and  Langhans-cell  layer  are 
both  derived  from  the  fetal  ectoderm,  that  the  syncytium  is  pri- 
mary and  the  cell  layer  is  derived  from  it;  (2)  that  of 
Hubrecht,^''  Peters,^^  Marchand,^  and  Aschoff,^^  that  the  cell 
layer  is  primary  and  the  syncytium  derived  from  that;  and 
(3)  Strahl,^^  Merttens,-^  Kossmann,^^  Van  der  Hoeven,^  and  AVil- 
liams-^  believe  that  the  Langhans-cell  layer  is  of  fetal  origin  and 
the  syncytium  is  derived  from  uterine  surface  epithelium. 

The  histology  as  well  as  the  pathology  of  this  disease,  therefore, 
is  far  from  settled  and  still  remains  a  subject  for  controversy 
among  pathologists.  Thus  we  have  a  growth  which,  according  to 
the  various  opinions  of  different  writers,  is  either  a  sarcoma  or 
carcinoma  or  a  combination  of  both,  and  which  may  be  derived 
from  maternal  or  fetal  structures  or  from  both. 

In  view  of  our  present  state  of  knowledge,  therefore,  I  am  in- 
clined to  believe  with  Williams-^  that  the  term  deciduoma  malig- 
num,  first  proposed  by  Sanger,^  and  which  has  since  been  applied 
to  the  majority  of  cases,  is  the  most  appropriate  one.  At  any 
rate,  in  order  to  avoid  confusion  of  terras  in  the  future,  it  seems 
to  me  perfectly  feasible,  from  a  clinical  standpoint,  that  this 
designation  should  be  universally  adopted. 

Clinically,  however,  the  disease  presents  a  clear  and  distinct 
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picture ;  the  signs,  symptoms,  and  course  of  the  disease,  as  based 
on  a  careful  analysis  of  the  histories  of  the  cases  heretofore 
recorded  in  the  literature,  are  so  characteristic  and  unmistakable 
that  I  believe  it  is  only  necessary  to  call  attention  to  this  insidi- 
ous and  fatal  malady  and  the  cases  of  deciduoma  malignum  will 
be  promptly  recognized  and  diagnosed  with  precision  in  the  fu- 
ture. There  is  not  the  least  doubt  that  these  cases  have  occurred 
much  more  frequently  than  the  records  show,  and  that  they  have 
been  entirel}-  overlooked  or  have  been  designated  by  some  other 
term. 

As  a  typical  case  of  this  disease,  for  the  purpose  of  illustra- 
tion, I  will  recite  in  detail  the  history  of  my  patient. 

H.  G..  born  in  Austria,  aged  19.  Family  history  negative. 
Previous  history  good.  Married  one  and  a  half  years;  had  one 
child  in  July,  1900,  which  she  nursed  for  eight  months.  Men- 
struated in  April  and  May,  1901 ;  no  menstruation  in  June.  About 
the  middle  of  July  she  began  to  complain  of  pain  in  the  lower 
part  of  the  abdomen.  Was  examined  in  a  dispensary,  where 
she  was  told  that  she  was  pregnant.  About  the  end  of  July  she 
had  some  uterine  hemorrhage  and  later  escape  of  about  a  quart 
of  clear  fluid  tinged  with  blood.  She  then  began  to  cough  and 
had  bloody  expectoration.  About  a  week  later  she  was  seized 
with  uterine  hemorrhage  at  night  and  was  tamponed  by  a  phy- 
sician. Dr.  Louis  Friedman  was  called  in  the  morning,  when  he 
found  her  bleeding  severely.  The  vagina  was  distended  with 
blood  clots,  the  os  was  dilated  about  two  fingers,  and  the  uterus 
was  as  large  as  a  six-months  pregnancy.  The  patient  had  severe 
labor  pains.  On  removing  half  a  pailful  of  hydatid  cysts  the 
uterus  contracted  and  the  bleeding  partly  ceased.  He  tamponed 
her  and  sent  her  to  Gouverneur  Hospital  for  further  treatment. 

On  admission  to  the  hospital,  August  7,  examination 
showed  the  uterus  to  be  enlarged  and  soft,  os  dilated,  and  bleed- 
ing from  cavity.  Temperature  100°,  pulse  120,  respiration  32. 
On  the  same  day,  under  ether  anesthesia.  Dr.  Bradner,  the  house 
surgeon,  curetted  her,  bringing  out  a  few  small  cysts  with  some 
shreds.  The  uterus  was  irrigated  with  saline  solution  and 
packed.  The  patient  was  returned  to  the  Avard  in  good  condition. 
She  did  well  and  was  discharged  August  23. 

She  returned  on  September  5,  complaining  of  pain  over 
the  uterus,  and  upon  examination  the  uterus  was  found  to  be  en- 
larged and  congested  and  bleeding  slightly.  She  was  put  on 
tonics  and  ergot  and  was  given  douches.     As  the  slight  bleeding 
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continued,  Dr.  Bradner  again  curetted  the  uterus  on  September 
10.  There  was  very  little  removed;  the  uterus  was  irrigated 
and  packed.  She  was  put  on  ergot,  strychnine,  and  given  bi- 
chlorid  douches.  Under  this  treatment  the  size  of  the  uterus 
was  somewhat  reduced.  She  looked  very  anemic,  but  under  the 
administration  of  iron  she  grew  a  little  better  and  was  discharged 
September  29. 

During  the  night  of  October  3  she  was  again  seized  with  severe 
uterine  hemorrhage  and  Dr.  Friedman  was  hurriedly  called. 
He  tamponed  her  and  sent  her  to  my  service  in  Gouverneur  Hos- 
pital. 


Fig.  1. — From  a  photograph  made  for  me  by  my  friend  Dr.  William  H. 
Liicliett.  Uterus  opened  through  anterior  wall,  showing  characteristic  tumor 
located  In  the  posterior  wall  near  the  right  cornu.  The  cystic  ovaries  are  re- 
duced in  size  because  of  incisions  made  at  time  of  removal. 


I  examined  the  patient  for  the  first  time  on  the  morning  of 
October  4.  She  was  very  anemic,  all  the  muscles  Arere  soft  and 
flabby,  and  the  skin  was  slightly  edematous.  Heart  ^vas  normal. 
Some  rales  present  in  the  left  lung.  There  was  cough  and  slight 
bloody  expectoration.  Urine  negative.  Bimanual  examination 
revealed  bilateral  ovarian  cystomata  about  the  size  of  cocoanuts. 
The  uterus  was  in  the  normal  position,  but  considerably  en- 
larged. Its  walls,  as  well  as  those  of  the  cervix,  were  very  much 
thickened  and  congested.  The  os  was  patulous  and  there  was  a 
moderate  amount  of  hemorrhage  from  the  uterine  cavity.  The 
consistence  of  the  uterus  was  that  of  chronic  hyperplasia. 
As  I  have  never  found  a  similar  condition  so  soon  after  preg- 
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nancy,  and  taking  the  history  of  the  case  into  consideration, 
especially  the  fact  that  she  had  discharged  a  hydatid  mole  a  few 
weeks  previously.  I  suspected  that  I  might  possibly  be  dealing 
with  a  deciduoma  malignum.  I  therefore  dilated  the  os  suffi- 
ciently to  enable  me  to  introduce  my  index  finger  into  the  uterine 


Pig.  2. — Enlarged  about  TO  diameters.  A  large  venous  sinus  invaded  by  the 
growth.  Along  the  left  margin  of  the  picture  the  fibro-muscular  wall  of  the 
uterus  is  seen,  invaded  bj'  large  cells  and  cell  masses  derived  from  the  syncy- 
tium ;  below  a  vestige  of  the  endothelial  lining  of  the  sinus  can  still  be  made  out. 
Above  and  to  the  right,  groups  of  cells  are  seen  having  smaller  vesicular  nuclei 
of  more  uniform  size,  and  more  distinctly  separated  from  one  another,  showing 
the  characteristics  of  the  cells  of  the  Langhans  layer,  or  inner  layer  of  the 
chorionic  epithelium.  In  the  lower  half  of  the  picture  masses  of  syncytium, 
presenting  the  characteristic  deeply  chromatic  nuclei  and  vacuoles,  are  well 
shown. 


cavity;  on  exploring  Avhieh.  after  removing  a  few  blood  clots,  T 
found  the  endometrium  to  be  smooth  and  nonnal  tht-oughout  its 
entire  extent,  with  this  exception :  on  the  posterior  wall  near  the 
right  comu  was  a  small  elevated  nodule;  it  was  so  intimately 
connected  with  the  endometrium  and  the  uterine  wall  that  it  ap- 
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peared  to  be  a  slight  projection  of  the  uterine  muscularis.  It 
could  not  be  separated  nor  lifted  up  from  the  endometrium  by 
the  finger  nail,  as  is  the  case  with  an  adherent  placenta.  It  was 
soft,  friable,  spongy,  and  bled  freely  on  touch.  On  manipulation 
the  finger  easily  broke  through  its  apex  and  penetrated  the 
uterine  wall  to  almost  the  peritoneal  surface. 

The  history  of  the  patient  and  general  condition  was  certainly 


Fig.  3. — Enlarged  about  70  diameters.  Section  taljen  from  the  surface  of 
the  growth.  In  the  open  space  below  and  to  the  left  the  tip  of  a  chorionic 
villus  is  seen  with  an  exuberant  growth  of  syncytium,  whose  nuclei  are  large 
and  densely  chromatic.  Above  and  to  the  right  masses  of  syncytium,  whose 
nuclei  are  of  enormous  size  and  densely  chromatic,  are  seen  invading  the  fibro 
muscular  wall  of  the  uterus,  shown  in  the  lower  right  and  upper  left  portions 
of  the  picture.  In  the  muscle  wall  hyaline  degeneration  of  its  cells  about  the 
large  invading  cells  is  seen  :  also  areas  of  infiltration  with  lymphocytes. 

very  suspicious,  but  the  presence  of  the  nodule  proved  the  tenta- 
tive diagnosis  of  deciduoma  malignum  absolutely  correct.  The 
only  other  conditions  to  be  considered  were :  ( 1 )  an  adherent 
portion  of  the  placenta,  which  I  excluded  because  of  the  intimate 
connection  of  the  nodule  with  the  uterine  wall,  there  being  at  no 
point  the  slightest  line  of  demarcation  between  them:  (2)  a 
partial  perforation  of  the  uterine  wall,  made  at  one  of  the  pre- 
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vious'  curettings — in  that  case  the  base  and  edges  of  the  uterine 
wound  would  consist  of  granulation  tissue ;  ( 3 )  the  soft,  spongy, 
and  friable  condition  of  the  tumor  and  its  tendency  to  bleed 
excluded  a  small  projecting  fibroid. 

I  advised  hysterectomy  as  soon  as  the  consent  of  the  patient 
and  her  husband  could  be  obtained,  without  waiting  for  a 
microscopic  examination.  The  next  day,  under  ether  anesthesia, 
in  the  presence  of  Drs.  Francis  Huber,  John  Rogers,  and  Louis 
Friedman.  I  did  an  abdominal  panhysterectomy,  having  first 
separated  the  cervix  through  the  vagina.  The  patient  made  an 
uneventful  recovery.  The  bloody  expectoration  and  the  cough 
disappeared  shortly  after  the  operation. 

Microscopical  Examination.— The  specimen  was  kindly  ex- 
amined for  me  by  Dr.  F.  M.  Jeffries,  Pathologist  of  the  Xew 
York  Polyclinic,  whose  report  is  as  follows : 

Dr.  L.  J.  Ladinski. 

Dear  Sir: — The  uterus  received  from  you  on  the  7th  of  October 
presents  an  appearance  as  though  there  had  been  a  three-months 
pregnancy.  The  cavity  is  dilated  to  the  extent  of  receiving 
a  finger.  Upon  section  the  walls  at  the  thickest  portion  are  2.5 
centimetres.  From  cervix  to  fundus  it  is  11.5  centimetres.  The 
greatest  antero-posterior  diameter  is  6  centimetres.  On  the 
posterior  wall,  midway  between  the  internal  os  and  the  opening 
of  the  right  tube,  is  a  growth,  the  size  of  a  filbert,  projecting  into 
the  cavity.  This  growth  is  deep  red  and  bluish  in  color,  is  torn 
and  ragged,  but  portions  of  its  surface  still  intact  lead  one  to  as- 
sume that  it  was  originally  smooth  over  the  entire  surface.  Its 
present  condition  would  suggest  that  a  curette  had  been  used. 
The  projecting  portion  of  the  groAvth  is  1.6  centimetres  thick. 

A  perpendicular  section  was  taken  through  the  centre  of  the 
nodule  and  extending  into  the  uterine  wall  so  as  to  include  that 
portion  which  contained  the  penetrating  neoplasm.  This  per- 
mitted measuring  the  deeper  portion  so  far  as  its  extent  is  ap- 
parent to  the  unaided  eye.  It  was  found,  however,  that  micro- 
scopically the  process  was  more  extensive.  The  projecting  por- 
tion extends  1.5  centimetres  and  internal  penetration  is  equally 
distant.  The  intramural  portion  is  0.4  centimetre  at  the  surface. 
By  comparison  of  these  measurements  it  will  be  seen  that  the 
growth  penetrated  to  about  half  the  thickness  of  the  uterine  wall. 

As  a  result  of  a  microscopical  examination  your  diagnosis  of 
deciduoma  malignum  is  positively  confirmed. 

Microscopically  we  have  here  an  exceedingly  interesting  con- 
dition— doubly  interesting,  not  only  because  of  its  abnormalities, 
but  because  of  the  possibility  of  its  throwing  some  light  upon  the 
not  thoroughly  understood  question  of  the  nature  of  relationship 
between  maternal  and  embryonic  structures  under  normal  con- 
ditions. 
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In  the  free  portion  of  the  growth  are  placental,  embryonic,  and 
decidual  structures  very  much  as  in  normal  conditions,  but  with 
an  increased  growth  of  the  syncytium — that  mass  of  protoplasm 
containing  free  nuclei  which  constitutes  the  outer  coat  of  the 
chorionic  villi,  the  nature  of  which  is  yet  to  be  determined. 

It  is  within  the  uterine  wall  that  the  most  remarkable  condi- 
tions exist.  In  all  the  area  of  invasion  there  are  large  and  small 
masses  of  syncytium,  and  even  cells  of  the  layer  of  Langhans— 
the  cells  next  the  connective-tissue  structures  of  the  villi  and  im- 
mediately beneath  the  syncytium.  Here  and  there  masses  of 
these  structures  are  seen  occupying  venous  and  in  some  instances 
probably  hmiphatic  channels.  Still  deeper  in  the  uterine  sub- 
stance smaller  groups  and  isolated  masses  of  these  structures  are 
to  be  found.  With  the  hematoxylin  and  eosin  stain  the  proto- 
plasm of  the  syncytium  partakes  of  the  eosin  dye,  and  the  nuclei, 
which  vary  widely  in  shape  and  size,  of  the  hematoxylin  to  such 
an  extent  as  to  be  nearly  black. 

The  cells  of  the  Langhans  structures  are  of  even  size,  their 
protoplasm  reacts  sparingly  to  the  eosin,  and  their  nuclei  are  pale 
blue  with  the  chromatin  markings  quite  distinct. 

In  the  uterine  structures  about  the  neoplasm  there  is  a  small- 
celled  infiltration  and  other  evidences  of  secondary  inflammation. 

Yours  truly, 

F.  M.  Jeffries. 

The  specimen  was  also  examined  by  Dr.  Otto  H.  ^^chultze,  of 
Cornell  Medical  College,  to  whom  I  am  indebted  for  the  excellent 
description  of  the  sections  shown  in  Figs.  2  aud  3,  reproduced 
from  photographs  kindly  made  for  him  by  Dr.  B.  H.  Buxton,  of 
Cornell  Medical  College. 

The  following  letter  from  J.  Whitridge  Williams,  of  Baltimore, 
is  of  interest  in  this  connection  : 

Dr.  Otto  H.  Shultze,  New  York,  N.  Y. 

My  dear  Dr.  ScJiidtze:— Many  thanks  for  the  slides  from  the 
case  of  deciduoma  concerning  which  Dr.  Ladinski  wi  ote  me.  I 
examined  them  this  morning  and  agree  "with  you  th:it  the  speci- 
men is  a  typical  example  of  deciduoma,  in  whose  formation  both 
syncytium  and  Langhans  cells  take  part.  I  regret  extremely  that 
it  will  be  out  of  the  question  for  me  to  be  in  New  York  when  the 
discussion  upon  this  subject  will  occur. 

Please  convey  my  thanks  to  Dr.  Ladinski  for  his  courtesy,  and 
with  special  thanks  to  you  for  the  sections,  I  am. 

Yours  sincerely, 

J.  Whitridge  Williams. 

I  have  been  able  to  collect  from  the  literature  of  the  world  on 
the  subject  the  histories  of  132  authentic  cases,  many  of  which 
unfortunately  have  been  but  casually  observed  and  very  loosely 
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and  indefinitely  reported.     This  is  especially  true  of  the  earlier 
cases.     Of  this  number  10  have  been  reported  in  this  coun- 
try.    They  are  the  cases  of:  (1)  Whitridge  Williams,^*  in  1894 
(2)  Freeborn,*^^  in  1894;   (3)  Bacon,^^  from  Chiari's  clinic  in 
Prague  in  1895;  (4)  Boldt,  in  1895;  (5)  Otto  Schultze,  in  1896 
(6)  Boldt,^«  in  1898;  (7)  McFarland/"^  in  1900;   (8)  McDon 
aid,"*'  in  1901;    (9)   Brothers""  from  Boldt 's  clinic,  in  1901 
(10)  my  own  case.     Nine  have  been  observed  in  England,  and  the 
remainder  have  been  reported  in  Germany,  with  the  exception  of 
a  few  scattered  cases  in  Italy,   Holland,   Switzerland,  Russia, 
and  France. 

Etiology. — Pregnancy  is  an  absolute  concomitant  or  precur- 
sory condition  of  deciduoma  malignum.  Pregnancy  in  some 
form  or  other  preceded  the  disease  in  all  cases  recorded,  with 
only  one  exception,  the  ease  of  Paviot,^-  and  that  is  a  doubtful 
one.  No  case  is  on  record  where  the  disease  showed  itself  out- 
side the  parturient  age. 

In  128  cases  in  which  the  nature  of  pregnancy  was  recorded, 
51  cases  followed  hydatid-mole  pregnancy,  42  followed  abortion, 
28  followed  labor  at  term,  4  followed  premature  labor,  and  3  tubal 
pregnancy.  In  40  per  cent  of  the  cases,  then,  the  disease  fol- 
lowed mole  pregnancy.  It  is,  therefore,  important  to  consider 
the  relation  of  hydatid-mole  pregnancy  to  this  growth.  Un- 
fortunately on  this  subject  there  is  also  a  difference  of  opinion 
among  pathologists.  The  majority  of  observers  agree  with 
Llarchand,^  who  was  the  first  to  show  that  hydatid  mole  is  not  a 
true  myxoma  of  chorionic  villi,  as  -was  claimed  by  Virchow,  but 
is  due  to  an  increased  growth  of  the  syncytium  and  a  prolifer- 
ation of  Langhans  cells,  which  produce  a  mechanical  dropsy  of 
the  stroma  of  the  chorionic  villi ;  but  whether  the  mole  is  the  re- 
sult of  pathological  changes  in  the  ovum  or  in  the  uterus  cannot 
be  determined  in  view  of  our  present  knowledge. 

Chalezky-*  is  inclined  to  believe  that  the  death  of  the  embryo 
is  the  cause,  the  chorion  receiving  in  consequence  the  nutrition 
intended  for  the  fetus.  Marchand,^  however,  does  not  agree  with 
this  view,  on  the  ground  that,  if  this  were  the  correct  theory, 
mole  pregnancy  would  occur  more  frequently. 

Frankel  ^^  believes  that,  owing  to  the  fact  that  hydatid  moles 
were  complicated  with  bilateral  ovarian  cystoma  in  a  number 
of  cases,  it  would  tend  to  prove  the  ovigenous  origin  of  hydatid 
mole.  This  condition  was  noted  in  8  of  the  cases  in  addition 
to  my  own  case. 
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From  a  microscopical  study  of  8  hydatid  moles,  three  cases  ol 
which  were  followed  by  deciduoma  malignum,  Neumann^ ^  con- 
clndes  that  the  hydatid  mole  is  not  always  a  benign  growth.  He 
found  in  the  moles  which  were  followed  by  malignancy  remark- 
able histological  changes  which  were  not  observed  in  ordinary 
moles.  In  the  malignant  cases  syncytial  cells  were  found  in  the 
stroma  of  the  villi  and  there  was  an  abnormal  proliferation  of  the 
cell-layer  of  Langhans.  He  therefore  urges,  that  every  mole 
should  be  examined  microscopically,  and  if  an  atypical  growth  oi 
epithelial  cells  be  found  there  is  every  reason  to  expect  malignant 
degeneration,  and  hysterectomy  should  be  done,  in  spite  of  the 
fact  that  the  scrapings  from  the  uterus  prove  normal  on  micro- 
scopical examination. 

Polano,^^  on  the  contrary,  does  not  think  that  there  are  any 
indications  in  a  mole  of  subsequent  malignancy;  and  L.  Pick^® 
is  of  the  same  opinion,  since  he  has  found  syncytial  cells  in  the 
stroma  of  the  chorionic  villi  of  mole  pregnancies  not  followed  by 
malignant  degeneration. 

In  analyzing  the  histories  collected,  for  the  purpose  of  ascer- 
taining whether  the  duration  of  the  mole  pregnancy  has  any 
bearing  upon  subsequent  malignant  degeneration,  I  found,  in  the 
patients  where  the  time  of  pregnancy  was  given,  the  following: 

In    4  cases  the  duration  of  the  mole  pregnancy  was  2  months. 

"  3  " 

"  4  " 

"  5  " 

"  6  " 

"  7  " 

"  9  " 


10 

" 

3 

" 

5 

" 

2 

" 

1 

case 

33 

cases 

In  the  33  cases  the  average  duration  was  four  months. 

It  will  be  seen  from  this  table  that  malignant  degeneration  oc- 
curred most  frequently  in  cases  where  mole  pregnancy  terminatr 
ed  in  the  fourth  month,  with  an  average  duration  in  the  33  cases 
of  four  months.  This  corresponds  to  the  average  duration  of 
ordinary  mole  pregnancies,  and  proves  conclusively,  as  far  as 
these  statistics  show,  that  the  length  of  time  of  the  presence  of 
the  mole  in  utero  has  no  influence  on  the  disease. 

A  tabulation  of  the  given  ages  of  124  patients  sufifering  from 
deciduoma  malignum  shows  the  following : 
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Between   17   and   20   years     3    cases. 


20 

•   25   " 

19   " 

25 

•   30   ' 

35   " 

30 

'   35   " 

24   " 

35 

'   40   ' 

14   " 

40 

'   45   ' 

17   " 

45 

•   50   ' 

8   " 

50 

•   55   ' 

4   " 

Average  age  in  124  cases,  32  years. 

We  have  here,  then,  the  maximum  incidence  in  the  second 
and  third  decades,  whereas  in  carcinoma  of  the  uterus  the  maxi- 
mum incidence  is  near  the  menopause.  The  average  age  of 
these  124  patients  is  32  years,  which  corresponds  with  that  of  the 
generally  accepted  average  age  of  reproduction,  and  differs  ma- 
terially from  the  average  age  of  women  suffering  from  carcinoma 
of  the  uterus,  which  is  given  by  Kruckenberg^^  as  54  years. 

We  must,  therefore,  conclude,  as  far  as  the  age  incidence 
would  show,  that  in  this  disease  we  are  not  dealing  with  the 
ordinary  malignant  disease  of  the  uterus,  but  with  malignancy 
dependent  on,  and  associated  with,  the  reproductive  function. 

In  studying  these  histories,  with  a  view  to  determining  what 
influence  multiparity  has  on  the  causation  of  this  disease,  I 
found  in  90  cases  where  the  number  of  pregnancies  was  given : 


3  of 

the  patients  had 

1 

pregnancy. 

1  " 

2 

pregnancies 

2  " 

" 

3 

9  " 

2  " 

::     : 

4 
5 

8  " 

" 

6 

3  " 

" 

7 

3  " 

" 

8 

5  " 

" 

9 

1  " 

•' 

10 

1  " 

" 

11 

1  " 

" 

12 

1  " 

" 

13 

Giving  the  average  number  of  pregnancies  as  4.2  in  the   90 
patients. 

The  largest  number  of  eases  occurred  in  women  having  tAvo  or 
three  children,  which  would  tend  to  show  that  the  number  of 
pregnancies  does  not  predispose  to  this  disease,  and  the  aver- 
age number  of  pregnancies  (4.2)  corresponds  to  the  average 
number  of  pregnancies  in  parturient  women  in  general. 


LADIXSKI:    DECIDUOMA    MALIGNUM. 


477 


The  lapse  of  time  between  the  appearance  of  symptoms  and 
the  termination  of  the  previous  pregnancy  may  be  from  a  few 
days  to  several  years;  and  there  is  only  a  slight  difference  in 
the  time  of  appearance  of  the  malignant  process,  whether  the 
disease  is  preceded  by  labor  at  term,  abortion,  or  hydatid-mole 
pregnancy.  The  average  lapse  of  time  in  my  collection  of  cases  is 
eight  weeks,  seven  weeks,  and  five  weeks,  after  mole  pregnancy, 
abortion,  or  labor  at  term  respectively,  as  the  annexed  table 
shows : 

Appearance  of  the  Disease  after  Termination  of  Pregnancy. 


After  Mole. 

After  Abortion. 

After  Labor  at  Term. 

1  week  ...     .... 

2  weeks 

15  cases 
1  case 

0  cases 
13     " 

1  case 

2  cases 

1  case 

2  cases 
0     " 

0  " 

1  case 
1      " 

4  cases 

0  " 

1  case 
1      " 

1      '• 

44  cases. 
8  weeks. 

10  cases 

3      " 

1  case 
12  cases 

0     " 

3      " 

0  " 

1  case 
0  cases 
0      '• 

5      " 

0  " 

2  ' 

1  case 

0  cases 

1  case 
1      " 

40  cases 

7  weeks. 

9  cases 

0     " 

3  "      

4  "      

5     ' 

^     " 

5       "       

6       ■•      

7       ••       

8       "       

9       "       

10       "       

12      "      

16       "       

1  case 
0  cases 

2  •' 
0     " 

6  months 

7 

9        •■       

10        "       

20        "       

Average 

1  case 
0  ca.ses 
0     " 
0     " 

0    ■• 
29  cases. 
5  weeks. 

Symptomatology. — Hemorrhage  is  almost  invariably  present 
and  is  usually  the  first  symptom  which  attracts  attention.  It 
appears  without  any  apparent  cause  and  is  very  cLaracteristie, 
because  of  its  extreme  irregularity  as  to  frequency,  duration, 
and  quantity. 

It  is  important  to  note  that  the  bleeding  from  deeiduoma 
malignum  does  not  respond  to  the  usual  means  of  treatment. 
Curettage,  for  instance,  had  no  effect  in  controlling  the  hemor- 
rhage in  the  large  majority  of  cases,  while  in  a  number  of  cases 
it  was  followed  by  more  profuse  bleeding.  In  a  few  cases  it 
could  not  be  performed  because  of  the  alarming  hemorrhage 
caused  by  the  manipulation,  and  hysterectomy  was  finally  re- 
sorted to  and  the  diagnosis  made  when  the  uterus  was  extirpated. 
The  discharge,  as  a  rule,  is  bright-colored  and  fluid  blood,  but  in 
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the  advanced  stages  of  the  disease  it  becomes  dark  and  of  foul 
odor.  In  the  intervals  of  the  hemorrhages  there  usually  is  a 
serous  discharge. 

Pain.— In  the  histories  collected  by  me  pain  is  referred  to  but 
rarely.  In  my  own  case  pain  in  the  pelvis  was  distinctly  noted, 
and  I  am  of  the  opinion,  in  spite  of  the  fact  that  it  is  only  men- 
tioned in  a  few  cases,  that  it  certainly  was  present  in  a  large 
number  of  them,  if  the  pain  is  to  be  attributed  to  no  other  cause 
than  the  increased  sense  of  weight  and  heat  in  the  pelvis  due  to 
the  enlarged  and  engorged  uterus. 

This  leads  me  to  the  consideration  of  another  sign— namely, 
enlargement  of  the  uterus.  The  uterus  has  been  found  enlarged 
in  nearly  all  the  cases  studied,  so  much  so  that  in  a  number  there 
was  a  suspicion  of  retained  placenta.  The  statement  is  usually 
made,  in  the  histories  quoted,  that  the  uterus  was  soft.  I  am 
inclined  to  believe  that  sufficient  attention  has  not  been  paid  to 
this  si  fin.  In  my  patient  the  consistence  of  the  uterus  was  very 
characteristic.  It  was  certainly  not  soft  or  doughy,  as  is  the 
case  in  subinvolution,  nor  was  it  elastic,  as  is  found  in  incom- 
plete abortion ;  on  the  contrary,  I  regarded  the  feel  of  the  uterus 
to  be  that  of  a  chronic  hyperplasia.  This  was  confirmed  by  an  ex- 
amination of  the  specimen  in  my  case,  which  shows  a  uniformly 
enlarged  uterus  with  distinctly  hypertrophied  Avails.  I  venture 
to  say  that  this  distinction  will  be  found  of  value  in  the  consider- 
ation of  future  cases. 

The  OS  is  usually  patulous.  This  was  found  to  be  true  in 
nearly  all  the  cases. 

Anemia;  Cachexia.— The  anemia  of  the  early  stage  of  the 
disease  is  at  first  attributed  to  the  hemorrhages;  later 
the  anemia  becomes  so  profound  as  to  be  entirely  out  of  pro- 
portion to  the  amount  of  blood  lost.  Still  later  we  have  a 
marked  loss  of  flesh  and  strength,  and,  finally,  distinct  cachexia. 

Characteristic  Tumor. — The  growth  is  so  peculiar  and  distinc- 
tive, especially  in  the  incipient  stage,  as  to  make  its  presence  abso- 
lutely diagnostic.  It  begins  as  one  or  more  minute  dark-col- 
ored or  reddish  nodules,  and  springs  from  the  endometrium 
either  by  a  broad  base  or  pedicle,  and  invades  and  penetrates 
the  uterine  muscularis  toward  the  peritoneal  surface.  It  grad- 
ually grows  in  all  directions.  There  is  no  sharp  line  of  demar- 
cation at  its  periphery,  but  the  growth  appears  to  be  a  projection 
of  the  uterine  wall.  It  is  soft,  spongy,  friable,  and  bleeds  very 
profusely  on  touch.     From  a  benign  placental  polypus,   with 
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Avhich  it  might  possibly  be  confounded,  the  growth  can  readily  be 
ditt'erentiated  by  the  hard  feel  of  the  former. 

Metastasis.  —  The  characteristic  peculiarity  of  this,  disease  is  its 
marked  proneness  to  early  metastasis,  the  metastatic  tumor  fre- 
quently exceeding  the  primary  one  in  its  growth.  The  metas- 
tatic deposits  consist  of  the  same  elements  as  the  primary  tu- 
mors and  have  been  found  in  the  following  organs  in  the  order 
of  frequency : 

Table  of  Metastatic  Deposits. 
Metastasis  in  lungs in  47  cases. 


vagina  

liver    

spleen  

kidneys  

ovaries    

intestines  

brain   

broad  ligament 

pleura  

mesenteric  glands 

pancreas  

heart 

stomach    

pelvic  lymphatic  glands. 


40 

13 

13 

13 

10 

8 

7 

5 

4 

3 

2 

1 

1 

1 


Metastasis  is  carried  by  the  circulation  in  the  large  majority 
of  cases;  in  only  a  few  cases  has  it  been  transmitted  through 
the  lymphatic  channels.  This  was  found  in  the  patients  ol 
Gebhard'^  and  Menge.*^ 

Cough  and  Expectoration.— Metastasis  in  the  lungs  was  found 
at  autopsy  in  47  of  the  cases,  and,  as  there  were  also  slight 
pulmonary  symptoms  in  some  of  the  patients  who  recovered,  we 
must  regard  cough  and  bloody  expectoration  as  prevalent  and 
important  symptoms. 

Diagnosis.  — It  seems  to  me,  from  a  study  of  the  characteristic 
clinical  features  of  this  neoplasm,  that  there  should  be  little  diffi- 
culty in  arriving  at  a  diagnosis  with  some  degree  of  certainty  in 
the  very  large  majority  of  cases. 

I  wish  to  emphasize  the  fact  that  in  this  disease,  much  more 
so  than  in  incipient  carcinoma  of  the  uterus,  the  microscopical 
examination  should  not  be  solely  depended  on  for  a  diagnosis; 
particular  attention  should  be  paid  to  the  clinical  signs  and 
symptoms. 

I  do  not,  however,  wish  to  be  understood  as  underrating  in  the 
least  the  extreme  value  of  a  microscopical  examination.     The 
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scrapings  of  the  uterus  of  every  patient  suffering  from  suspi- 
cious symptoms  should,  invariably  be  examined  microscopically 
and  at  the  very  earliest  opportunity,  in  order  to  establish  or  con- 
firm the  diagnosis.  In  the  absence  of  clinical  signs  and  symp- 
toms the  microscope  may  in  some  cases  be  the  means  of  detect- 
ing the  growth,  as,  for  instance,  in  the  patients  of  Marchand,^ 
Langhans,^-"  Blumenreieh,''^  Schlagenhaufer,^^  and  Schmit,^''® 
in  whom  scrapings  from  the  uterus  showed  a  beginning  decid- 
uoma  malignum,  and  who  recovered  after  curettage  or  hys- 
terectomy. In  every  instance  of  hydatid-mole  pregnancy  not 
only  should  a  histological  examination  be  made  for  the  possible 
purpose  of  distinguishing  between  the  benign  and  malignant 
mole,  but  scrapings  from  the  uterus  should  be  examined  for 
malignancy  at  regular  intervals  subsequent  to  the  expulsion  of 
the  mole. 

It  is  absolutely  essential,  however,  that  every  patient  suffer- 
ing from  uncontrollable  bleeding  after  labor,  abortion,  or  the 
discharge  of  a  hydatid  mole  be  subjected  to  one  or  more  digital 
■explorations  of  the  uterine  cavity— which,  owing  to  the  patu- 
lous condition  of  the  os,  can  easily  be  accomplished,  or.  if  neces- 
sary, instrumental  dilatation  should  be  resorted  to— for  the  pur- 
pose of  ascertaining  the  presence  or  absence  of  the  characteristic 
nodule.  When  this  is  present  the  diagnosis  can  be  made  long 
before  the  scrapings  from  the  uterine  cavity  will  show  malig- 
nant degeneration  under  the  microscope.  In  the  cases  of 
Freund,"^^  Marchand,^  Krebs,^*^*  Munod,^*  and  Langhans,^-^  the 
microscopic  examination  of  scrapings  from  the  uterus  proved 
negative. 

Summary.  — The  clinical  features  which  should  aid  us  in  arriv- 
ing at  a  diagnosis  are : 

1.  History  of  recent  parturition  or  abortion,  especially  if  a 
hydatid  mole  has  been  discharged  or  placenta  retained. 

2.  Profuse  hemorrhage  occurring  at  irregular  intervals,  with- 
out apparent  cause,  and  not  amenable  to  the  ordinary  means  of 
treatment,  and  which  recur  in  spite  of  repeated  curettages;  the 
presence  of  a  constant  sanguineous  discharge  during  the  inter- 
vals of  hemorrhage. 

3.  A  persistently  large  and  hyperplastic  uterus  and  cervix, 
Avith  a  patulous  os. 

4.  Pain  in  the  pelvis. 

5.  Anemia,  rapid  loss  of  flesh  and  strength,  and  cachexia. 

6.  Characteristic  nodule  in  interior  of  uterus  in  the  early 
stage. 
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7.  The  presence  of  metastatic  deposits,  especially  in  the  va- 
gina and  lungs,  the  latter  producing  cough  and  bloody  expec- 
toration. 

Prognosis.— Deciduoma  malignum  is  the  most  fatal  of  all  neo- 
plasms because  of  its  very  rapid  development  and  exceeding 
proneness  to  early  metastasis  and  recurrence.  In  124  cases  there 
were  records  of  51  recoveries  and  73  deaths— a  mortality  of  59  per 
■cent.  It  must  be  remembered,  however,  that  the  number  of  re- 
•coveries  given  occurred  in  patients  in  whom  only  the  immediate 
result  of  the  treatment  was  recorded,  and  that  the  mortality 
list  would  probably  be  much  higher  if  there  were  not  an  absolute 
lack  of  data  to  base  any  calculation  in  reference  to  recurrences. 

The  causes  of  death  in  these  cases  were  : 

1.  Metastasis  in  other  organs,  in  47  cases. 

2.  Hemorrhage  and  exhaustion,  in  20  cases. 

3.  Perforation  of  the  uterus  and  uterine  hemorrhage,  in  4 
cases. 

4.  Operation,  shock,  and  sepsis,  in  2  cases. 

The  lapse  of  time  between  the  termination  of  the  pregnancy 
and  death  was  as  follows : 


After  Mole. 


After  Abortion. 


After  Labor  at  Term . 


Shortest  time 
Longest  time. 
Average  time 


3  days 
2  years 
6  months 


2  weeks 
1^  years 
5  months 


1  month 
9  months 

4 


as  is  shown  by  the  appended  detailed  table : 

Death   Occuered   after   Termination   of   Pregnancy. 


After  Mole. 

After  Abortion. 

After  Labor  at  Term. 

1  month 

5  cases 

4  cases 

3  cases 

2  months 

1  case 

4      •' 

5     " 

3 

8  cases 

1  case 

3     " 

4 

6      " 

2  cases 

2      " 

5 

1  case 

2      " 

1  case 

6 

2  cases 

4      " 

8  cases 

7 

0      " 

1  case 

0      " 

8 

2      " 

2  cases 

0     " 

9 

0      " 

3      " 

2      " 

10 

0      " 

1  case 

0      " 

11 

0      " 

0  cases 

0      " 

12 

2      " 

0      " 

0      '* 

1+  vea^s 

1  case 

1  case 

0      " 

2 

< 

2  cases 

0  cases 

0      " 

25      " 

25     " 

23      " 

31 
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Operations.— On  66  patients  a  radical  operation  was  performed 
as  follows : 

Vaginal  hysterectomy,  on  57  cases;  abdominal  hysterectomy, 
on  6  cases ;  laparatomy,  on  3  cases ;  total,  6Q  cases.  Of  these  50 
recovered. 

What  the  comparatively  early  recognition  and  prompt  opera- 
tion in  recent  years  have  done  to  improve  the  prognosis  in  this 
disease  can  readily  be  seen  by  comparing  the  mortality  rate  of 
73  per  cent  in  the  52  cases  collected  by  Borland^"  and  published 
in  1897  with  the  mortality  of  59  per  cent  in  my  collection  of 
cases. 

Treatment. — Considering  the  rapid  progress  of  the  disease, 
the  treatment  should  consist  of  complete  extirpation  of  the 
uterus  and  vaginal  metastasis,  if  present,  as  soon  as  the  diag- 
nosis is  made  from  the  clinical  signs  or  histological  examination. 
Any  measure  short  of  this  will  only  aggravate  the  condition. 
This  should  be  resorted  to  even  in  the  suspected  presence  of 
metastatic  deposits  in  other  parts  of  the  body,  for  in  a  few  cases 
the  secondary  deposits  disappeared  after  the  primary  tumor 
was  removed — as,  for  instance,  in  the  cases  of  Peham^^'^  and  Gott- 
schalk.^  This  is  ascribed  to  the  theory  that  the  migrated  epithe- 
lial cells  of  the  chorion  can  live  and  proliferate  only  in  fluid 
blood,  and  perish  or  are  destroyed  in  extravasated  blood. 

In  every  case  of  hydatid-mole  pregnancy  the  uterus  should  be 
emptied  as  soon  as  the  character  of  the  pregnancy  is  ascertained. 
Should  a  microscopical  examination  of  the  cysts  show  an  atypical 
proliferation  of  cells,  or  scrapings  from  the  uterus  exhibit  the 
slightest  indication  of  malignant  degeneration,  I  think  I  ain 
within  the  limits  of  conservatism  when  I  say  that  I  agree  with 
Neumann^  ^  that  the  uterus  should  be  extirpated. 

As  the  only  hope  of  cure  in  this  disease  depends  on  the  early 
recognition  and  prompt  surgical  treatment,  the  uterus  of  every 
patient  whose  history  is  in  the  least  suspicious  should  be  sub- 
jected to  a  curettage  for  microscopical  examination,  and  to  a 
thorough  digital  exploration,  at  the  earliest  possible  opportunity. 

Appended  is  a  collation  of  132  histories  of  authentic  cases.  The 
first  51  cases  comprise  the  list  collected  hy  Borland,^*'  which,  in 
order  to  avoid  a  repetition  of  labor,  are  quoted  ^vith  some  cor- 
rections; for  kind  assistance  in  a  diligent  search  of  the  liter- 
ature for  the  others  I  beg  to  express  my  indebtedness  to  Drs. 
Louis  Friedman  and  H.  J.  Blumensohn. 
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1.  Chiari.^^  Patient  aged  24  years.  Had  a  number  of  hemor- 
rhages and  constant  sanguineous  discharge  following  a  labor  at 
term.  Death  occurred,  without  operation,  six  months  after  the 
birth  of  a  child.  The  autopsy  showed  the  inner  surface  of  the 
uterus  irregular  and  granular,  with  small,  circumscribed  nod- 
ules in  the  wall,  and  metastatic  deposits  in  the  broad  ligaments. 

2.  Chiari.^^  Patient  aged  23  years.  Hemorrhage  began  four 
Aveeks  after  the  birth  of  a  child  at  term.  Soon  after  developed 
hemoptysis,  and  died,  without  operation,  six  months  after  the 
labor.  The  autopsy  showed  irregular  masses  in  the  uterine 
ea^dty  and  metastasis  in  the  lungs. 

3.  Chiari.^^  Patient  aged  42  years.  Hemorrhage  occurred 
six  days  after  a  premature  labor  at  the  sixth  month.  Hemopty- 
sis was  shortly  noticed,  and  the  patient  died,  without  operation, 
six  months  after  the  labor.  The  autopsy  revealed  an  irregular 
mass  on  the  anterior  wall  of  the  uterus  and  small,  circumscribed 
nodules  in  the  wall.  There  were  also  metastatic  deposits  in  the 
lungs,  ovary,  vagina,  and  pelvic  lymphatic  glands. 

4.  Jacubasch.^-  Patient  aged  26  years.  Had  had  previouslj' 
two  normal  pregnancies.  In  January,  1880,  she  had  a  four- 
months  abortion,  and  four  months  later  died  from  an  intra- 
peritoneal hemorrhage,  the  bleeding  being  due  to  the  rupture 
of  a  bluish-red  nodule,  the  size  of  a  hazelnut,  situated  on  the 
outer  surface  of  the  posterior  wall  of  the  uterus.  In  addition 
there  were  found  a  tumor  of  similar  character,  five  by  six  centi- 
metres in  size,  in  the  fundus  uteri,  and  six  other  smaller  nodules. 
No  metastases  were  noted,  and  no  microscopic  examination  of  the 
growth  was  made. 

5.  Tibaldi.^^  Patient  aged  31  years.  Had  had  four  previous 
pregnancies.  The  delivery  of  the  fifth  child  was  followed  by 
continuous  hemorrhages,  resulting  shortly  in  death.  The  au- 
topsy showed  a  mass  in  the  uterus  presenting  characteristic  fea- 
tures, with  metastatic  deposits  in  the  brain,  lungs,  kidneys,  colon, 
and  ovary. 

6.  Guttenplan.-''*  Patient  aged  28  years.  Had  had  seven 
previous  pregnancies.  Three  months  after  the  discharge  of  a 
hydatidiform  mole  she  began  to  suffer  from  hemorrhages,  which 
were  foUowed  by  hemoptysis  and  early  death.  The  autopsy  re- 
vealed a  characteristic  growth  in  the  uterus  with  metastases  in 
the  lungs  and  vagina. 

7.  H.  JMeyer.^^  Patient  aged  55  years.  Had  had  three  chil- 
dren, the  last  ten  years  previously.  Six  months  after  expulsion 
of  a  hydatidiform  mole  she  began  to  sutfer  from  hemorrhages,  and 
died  three  months  later  of  anemia.  The  autopsy  was  incomplete 
and  metastases  were  not  noted.  The  uterus  was  considerably 
enlarged,  and  its  interior  presented  an  irregular,  nodular,  and 
worm-eaten  appearance.  Scattered  through  its  walls  were  nu- 
merous round  nodules,  which  varied  in  size  from  a  grain  of  sand 
to  a  lentil. 

8.  Sanger.^     Patient  aged*  23  years.     Aborted  in  the  eighth 
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week  ■\\itli  retention  of  the  product  of  conception,  as  evidenced 
by  profuse  hemorrhage  followed  by  a  fetid  discharge  lasting  for 
three  weeks.  To  relieve  the  septic  condition  the  uterus  was 
dilated  and  curetted.  The  fever  and  fetid  discharge  ceased, 
but  the  pulse  remained  above  100  and  convalescence  was  delayed. 
There  seemed  to  be  an  exudation  to  the  left  of  the  uterus,  and 
the  uterus  itself  was  increased  in  size.  Later  a  distinct  tumor 
appeared  in  the  right  iliac  fossa,  which  was  supposed  to  be  an 
abscess.  This  was  incised  and  a  mass  of  fungating  tissue  dis- 
covered, but  no  pus.  The  iliac  bone  was  found,  rough  and  de- 
nuded, at  the  bottom  of  the  cavity,  and  the  ease  was  regarded  as 
one  of  tuberculous  periostitis,  although  no  bacilli  were  found. 
The  patient  was  cachectic  and  suffered  with  dyspnea.  She  died 
seven  months  after  the  onset  of  her  symptoms.  Autopsy  re- 
vealed four  large,  soft,  spongy,  reddish  tumors  in  the  uterine 
wall,  the  nodules  varying  in  size  from  a  walnut  to  a  large  apple. 
The  uterine  mucosa  was  smooth.  Metastases  were  found  in  the 
right  iliac  fossa,  lungs,  diaphragm,  and  tenth  rib.  The  micro- 
scope showed  a  hemorrhag"ic  tumor  composed  of  groups  of 
large  round  cells  with  large  nuclei,  resembling  those  of  the 
decidua. 

9.  Pfeiffer.-  Patient  aged  35  years.  Had  had  four  normal 
pregnancies  and  one  abortion.  In  December,  1888,  she  expelled 
a  hydatidiform  mole.  In  September,  1889,  a  profuse  hemor- 
rhage occurred.  The  hemorrhage  then  persisted  with  hemopty- 
sis until  her  death  on  February  4,  1890.  The  autopsy  revealed 
a  characteristic  growth  in  the  uterine  fundus  and  left  wall,  with 
metastases  in  the  vagina  and  lungs. 

10.  Pestalozza.*  Patient  aged  25  years.  Had  had  one  pre- 
vious pregnancy.  She  aborted  Februaiy  1.  1888,  after  which 
hemorrhages  persisted  until  the  time  of  her  death,  August  1, 
3888.  The  autopsy  revealed  a  characteristic  growth  in  the  fun- 
dus uteri  and  anterior  wall,  with  metastases  in  the  vagina,  broad 
ligaments,  and  lungs. 

11.  Pestalozza.*  Patient  aged  33  years.  Had  had  five  nor- 
mal pregnancies  previously.  Hemorrhage  began  a  little  over  a 
month  prior  to  her  death,  and  the  autopsy  revealed  a  character- 
istic growth  in  the  anterior  wall  of  the  uterus,  Avith  metastases  in 
the  vagina,  broad  ligament,  and  lungs. 

12.  Pestalozza.*  Patient  aged  45  years.  Had  had  previously 
nine  normal  pregnancies.  On  December  26,  1889,  she  expelled 
a  hydatidiform  mole,  after  which  she  had  irregular  hemorrhages 
until  her  death,  March  30,  1891.  The  autopsy  showed  nodules 
in  the  anterior  and  posterior  walls  of  the  uterus,  with  metastases 
in  the  lungs. 

13.  Pestalozza.*  Patient  aged  32  years.  Had  had  previously 
seven  normal  pregnancies.  Hemorrhages  occurred  after  labor 
at  term,  April  17,  1894,  and  persisted  until  her  death  in  October, 
]894.  No  autopsy  was  made.  A  characteristic  growth  was 
found  in  the  uterus  with  metastases  in  the  vasina. 


LADINSKI :    DECIDUOMA    MALIGNUM.  485 

14.  Pestalozza.*  Patient  aged  22  years.  Had  had  one  preg- 
nancy at  term  and  one  abortion.  In  February,  1894,  she  ex- 
pelled a  hydatidiform  mole,  after  which  hemorrhages  occurred 
at  irregular  intervals.  Vaginal  hysterectomy  was  performed 
May  14,  1894 ;  the  patient  recovered  and  remained  well  one  year 
later.  There  was  a  characteristic  growth  in  the  uterus.  No  me- 
tastases were  discovered. 

15.  Pestalozza.*  Patient  aged  44  years.  Had  had  twelve 
previous  pregnancies.  On  October  4,  1894,  the  patient  expelled 
a  hydatidiform  mole,  after  which  hemorrhages  persisted.  Vag- 
inal hysterectomy  was  performed  October  13,  1894,  the  patient 
recovering  and  remaining  well  one  year  later.  A  characteristic 
growth  was  found  in  the  uterus.     There  were  no  metastases. 

16.  P.  Muller.^*^  Patient  aged  30  years.  Had  had  six  pre- 
vious pregnancies.  In  the  seventh  pregnancy  she  induced  abor- 
tion at  the  fifth  month.  Some  weeks  later  masses  could  be  felt 
in  the  uterus,  and  hemorrhages  occurred.  The  uterus  was  curet- 
ted, cystic  tumors  shortly  appeared  in  the  posterior  vaginal  wall, 
and  the  patient  died  five  months  after  the  abortion.  The  au- 
topsy revealed  a  characteristic  growth  in  the  uterus  and  metas- 
tases in  the  vagina  and  gluteal  region. 

17.  Gottschalk.=^  Patient  aged  42  years.  Had  had  two  chil- 
dren and  three  abortions.  After  the  last  abortion,  at  the  third 
month,  profuse  hemorrhage  occurred;  the  uterus  was  dilated,, 
and  a  large  amount  of  what  appeared  to  be  placental  tissue  was 
removed.  Gottschalk  then  saw  the  case  and  removed  with  his 
finger  from  the  uterine  cavity  about  150  cubic  centimetres  of  red 
tumor  masses.  The  hemorrhages  persisting,  on  August  16, 
1892,  Gottschalk  removed  the  uterus  per  vaginam.  It  was  con- 
siderably enlarged,  and  in  its  upper  right-hand  margin,  and 
involving  the  fundus  and  the  adjoining  anterior  and  posterior 
walls,  was  a  large,  jagged,  villous  growth,  of  a  reddish  color, 
which  had  almost  perforated  the  uterine  wall.  The  woman  re- 
mained well  for  six  months,  but  died  March  11,  1893.  Autopsy 
revealed  metastases  in  the  pelvis,  lungs,  spleen,  and  right  kidney. 

18.  Lebensbaum.^'  Patient  aged  27  years.  Had  had  three 
previous  pregnancies.  Her  fourth  labor  occurre^l  at  term,  and 
hemorrhage  occurred  five  weeks  later,  lasting  eleven  days.  In 
spite  of  curettage  the  hemorrhages  increased  and  were  associated 
with  rigors.  Vaginal  hysterectomy  was  performed  July  3,  1891, 
but  the  patient  died  in  six  days.  A  characteristic  growth  was 
found  in  the  uterus  and  metastases  in  the  vaginal  wall. 

19.  Schmorl.^  Hemorrhage  began  twelve  weeks  after  a  labor 
at  term  and  persisted  until  the  patient's  death  six  months  later. 
The  characteristic  growth  was  found  in  the  uterus  and  metas- 
tases in  the  lungs. 

20.  Kottnitz.^^  Patient  aged  25  years.  Had  had  two  pre- 
vious normal  pregnancies.  After  a  third  normal  labor  hemor- 
rhages occurred  at  short  intervals,  associated  with  fever,  rigors, 
and  delirium.     The  patient  died  in  ten  weeks,  and  the  autopsy 
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revealed  a  characteristic  growth  in  the  uterus  with  metastases  in 
the  vagina  and  lungs. 

21.  Lohlein.^^  Patient  aged  47  years.  Had  had  seven  pre- 
vious pregnancies.  In  May,  1890,  she  expelled  a  hydatidiform 
mole.  There  was  a  cessation  of  the  menses  in  the  summer  of 
1891 ;  then  hemorrhages  and  a  discharge  after  February,  1892, 
Vaginal  hysterectomy  was  performed  August  8,  1892,  the  patient 
recovering  and  remaining  well  until  January  7,  1893,  when  she 
was  last  seen.  The  characteristic  growth  was  found  in  the 
uterus.     There  were  no  metastases. 

22.  L.  Frankel."''  Patient  aged  25  years.  In  July,  1892,  ex- 
pelled a  hydatidiform  mole  in  the  third  month  of  pregnancy. 
Twenty  months  later,  in  February,  1894,  she  returned  to  the 
clinic  in  a  very  poor  condition,  having  a  markedly  enlarged 
uterus  with  tumor  masses  on  either  side  of  it.  She  complained 
of  pain  and  passed  bloody  urine.  The  tumors  on  either  side  of 
the  uterus  were  removed  by  abdominal  section  and  were  found 
to  be  small  ovarian  cystomata.  The  uterus  was  stitched  to  the 
abdominal  incision  and  opened,  when  it  was  found  to  be  filled 
with  soft,  reddish,  placenta-like  masses.  The  patient  subse- 
quently suffered  severely  with  cough  and  headache,  and  died 
three  months  later,  June  9,  1894.  A  partial  autopsy  was  made. 
A  soft,  red,  spongy  tumor  was  found  arising  from  the  abdominal 
incision.  The  uterine  wall  was  ulcerated  through  and  its  cavity 
communicated  with  others  in  the  vagina.  The  bladder  and 
spleen  also  showed  metastases,  and  the  clinical  symptoms  indi- 
cated metastatic  formations  in  the  lungs  and  brain,  which  or- 
gans, hoAvever,  were  not  examined. 

23.  R.  Klien.*^  Patient  aged  27  years.  Had  had  two  chil- 
dren. One  abortion  in  August,  1892.  The  menses  were  sup- 
pressed in  November,  1892 ;  flooding  occurred  January  26,  1893, 
and  on  March  3  a  large  vesicular  mole  was  expelled.  The  flood- 
ing and  pain  continuing,  the  uterus  was  curetted  on  May  15,  a 
left  parametritis  and  salpingitis  following.  In  September  the 
patient  became  very  ill  with  rigors,  fever,  and  pain.  Examina- 
tion showed  enlargement  of  the  uterus.  On  November  7,  1893, 
a  fatal  hemorrhage  occurred.  Autopsy  revealed  a  characteristic 
growth  in  the  body  and  cervix  of  the  uterus,  -with  metastases  in 
the  vagina,  pelvis,  and  both  lungs. 

24.  Paviot.*-  Patient  aged  48  years.  Had  suffered  with 
uterine  hemorrhage  for  thirteen  years  and  had  not  been  pregnant 
for  twenty  years.  She  died  finally  of  anemia,  and  the  autopsy 
revealed  the  uterus  as  large  as  the  fetal  head,  its  left  and  in- 
ferior portion  being  made  up  of  an  adenomatous  growth,  while 
its  right  and  superior  portion  was  composed  of  dense  and  some- 
what fragile  and  granular  tissue.  jNIetastases  were  found  in  the 
peritoneal  cavity,  mesenteric  and  prevertebral  glands,  lungs, 
liver,  and  kidneys. 

25.  Menge.*'*  Patient  aged  35  years.  Had  had  eight  children 
and  one  abortion.     On  December  28,  1892,  she  was  delivered  at 
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the  sixth  month  of  a  large  hydaticliform  mole.  Six  months  later 
metrorrhagia  set  in,  and  on  dilating  the  uterus  a  mass  the  size  of 
a  bean  was  detected  in  the  anterior  uterine  wall.  This  was  re- 
moved b}'  the  curette  in  July.  On  August  3  a  fresh  hemorrhage 
occurred,  and,  after  plugging  and  the  use  of  the  curette,  some 
soft  masses  were  removed,  which,  under  the  microscope,  revealed 
cells  of  the  decidual  type.  On  August  11  vaginal  hysterectomy 
was  performed.  INletastatic  deposits  were  found  in  the  vaginal 
vault,  and  it  was  impossible  to  remove  the  diseased  parts  without 
fouling  the  peritoneum.  November  21,  three  and  a  half  months 
after  the  operation,  small  metastatic  deposits  were  detected  in 
the  vaginal  wall  close  to  the  vulvar  orifice.  They  grew  very 
rapidly,  sloughing  and  causing  fetor  and  edema  of  the  labia,  and 
the  patient  died  six  months  after  the  operation  and  tliirteen 
months  after  the  expulsion  of  the  mole. 

26.  Hartmaun  and  Toupet."  Patient  aged  25  years.  Had 
had  a  child  eighteen  months  before  admission  into  the  hospital. 
Menstruation  occurred  during  the  last  six  months  of  lactation; 
the  periods  then  ceased  for  three  months  after  a  very  free  hemor- 
rhage; then  for  three  months  there  was  an  almost  continuous 
oozing  of  blood,  terminating  in  another  profuse  bleeding  which 
was  associated  with  fever  and  rigors  and  which  lasted  a  fort- 
night. The  uterus  was  dilated  and  curetted,  but  the  hemorrhage 
persisted  for  a  month,  at  which  time  the  patient  died  during  a 
severe  exacerbation  of  the  flow  accompanying  the  expulsion  of 
a  mass  resembling  placental  tissue,  eight  months  after  the  ap- 
pearance of  the  first  symptom.  The  autopsy  was  incomplete. 
The  left  angle  of  the  uterus  and  its  posterior  wall  were  occupied 
by  a  blackish  mass  that  resembled  placental  tissue,  and  two  nod- 
ules the  size  of  a  hazelnut  were  situated  in  the  fundus  and  poste- 
rior wall;  they  extended  through  the  entire  thickness  of  the 
uterine  wall,  were  grayish  white  in  color,  soft,  and  continuous 
with  placenta-like  masses  that  projected  from  the  interior  of 
the  uterus.  In  addition  the  uterine  wall  was  studded  with  many 
similar  but  smaller  nodules,  all  of  which  were  developed  ^nthin 
veins.     No  metastases  were  found  in  the  other  abdominal  viscera. 

27.  Jeannel."  Patient  aged  26  years.  Had  had  an  abortion 
in  January,  1893,  and  was  then  regular  until  March.  1894,  when 
hemorrhages  began  and  persisted  until  a  vaginal  hysterectomy 
was  performed.  May  3,  1894.  The  patient  recovered  and  was 
well  when  seen  December  20,  1894.  A  characteristic  growth  was 
found  in  the  uterus. 

28.  Nove-Josserand  and  Lacroix.*^  Patient  aged  24  years. 
Had  had  two  children,  the  last  two  and  one-half  years  before. 
In  March,.  1892,  she  expelled  a  hydatidiform  mole,  and  one 
month  later  began  to  have  hemorrhage  from  the  womb,  which 
was  then  explored  digitally.  At  one  point  in  the  anterior  wall 
near  the  fundus  the  uterine  tissue  was  very  soft,  and  some  frag- 
ments removed  by  the  finger  nail  revealed,  when  examined  micro- 
scopically,   a    large-celled    infiltration    of    the    uterine    muscle. 
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Bleeding  persisting,  a  vaginal  hysterectomy  was  performed  July 
12,  1893,  the  patient  recovering  and  remaining  well  three  months- 
later.  The  uterus  was  one-third  larger  than  normal ;  in  its 
posterior  wall  was  a  pedunculated,  reddish-brown,  soft  tumor, 
full  of  blood,  and  the  size  of  a  nut.  Similar  growths  were  found 
deep  in  the  muscular  tissue  of  the  anterior  wall.  On  micro- 
scopic examination  these  tumors  were  seen  to  consist  of  large 
cells,  partly  resembling  in  their  arrangement  epithelial  carcino- 
ma, partly  sarcoma.  The  cells  penetrated  into  the  interspaces  of 
the  smooth  muscular  fibres,  into  the  arteries,  veins,  and  lymph 
vessels,  and  developed  under  the  endothelium.  No  other  me- 
tastases were  found. 

29.  Marchand.^  Patient  aged  34  years.  Had  had  nine  chil- 
dren, the  last  November  26,  1893.  Three  weeks  after  the  birth 
of  this  child  uterine  hemorrhages  occurred,  and  persisted  until 
a  vaginal  hysterectomy  was  performed  on  April  20,  1894.  The 
patient  made  a  good  recovery  and  was  well  when  seen  in  the  fol- 
lowing October.  A  characteristic  growth  was  found  in  the 
fundus  uteri. 

30.  Schauta.*^  Patient  aged  29  years.  Had  had  four  pre- 
vious pregnancies.  During  her  fifth  pregnancy  she  suffered 
from  repeated  bleedings,  which  became  free  in  the  seventh  month 
of  gestation  and  persisted  over  a  fortnight.  A  hydatidiform 
mole  was  then  removed ;  but  hemorrhages  with  a  free  aqueous 
discharge  persisting,  the  uterus  was  exposed  six  weeks  later  and 
soft  masses  found  projecting  into  the  cavity.  The  uterine  body 
was  soft  and  enlarged,  and  there  was  also  a  tough,  dark  blue 
swelling  on  the  posterior  vaginal  Avail,  the  size  of  a  nut.  There 
were  two  separate  pelvic  tumors.  Microscopic  examination  of 
the  scrapings  proved  the  growth  to  be  a  deciduo-sarcoma,  and 
vaginal  hysterectomy  was  performed  on  November  21,  1894,  the 
patient  recovering  and  remaining  well  one  and  a  half  years  later. 
The  ovaries  were  found  to  be  considerably  enlarged  and  were 
also  removed,  and  the  vaginal  deposit  was  excised.  Not  only  the 
endometrium  but  also  the  vaginal  deposit  and  the  connective 
tissue  of  the  ovaries  contained  new  growths  resembling  decidual 
tissue. 

31.  Superno.*'^  Patient  aged  32  years.  Had  had  five  pre- 
vious pregnancies,  the  last  child  being  born  ten  months  before. 
In  the  third  month  of  the  sixth  pregnancy  the  patient  expelled 
a  hydatidiform  mole,  which  was  followed  by  hemorrhage  and 
pain.  A  vaginal  hysterectomy  was  performed  September  14, 
1892,  the  patient  recovering  and  remaining  well  one  year  later. 
A  characteristic  growth  was  found  in  the  uterus. 

32.  Resinelli.*''  Patient  aged  28  years,  M^ho  had  had  three 
normal  labors,  the  last  on  March  28,  1890.  In  fourth  pregnancy, 
aborted  in  the  third  month  during  an  attack  of  influenza.  Three 
months  later,  November,  1891,  a  small  tumor  appeared  in  the 
vestibule  of  the  vagina,  and  a  pelvic  examination  revealed  an 
infecting  sarcoma  of  the  uterus  with  metastases  in  the  vagina 
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and  abdominal  viscera.  The  patient  died  Mareh  14,  1892,  and 
the  autopsy  revealed  a  characteristic  growth  in  the  uterus  at  the 
origin  of  the  right  tube,  with  metastases  in  the  lungs,  face, 
vaginal  wall,  and  liver. 

63.  Boldt.^*^  Patient  aged  33  years.  Aborted  at  the  fourth 
month,  shortly  after  which  a  sanguineous  discharge  again  occur- 
red. Her  physician  curetted  the  uterus.  Four  months  later 
the  uterus  was  greatly  enlarged  and  the  patient  profoundly 
anemic.  A  microscopic  examination  of  the  debris  showed  the 
characteristic  decidual  cells.  A  pleurisy  with  effusion  developed 
and  the  patient  died  a  few  months  later.  No  autopsy  was  per- 
mitted. 

34.  Kuppenheim.^^  Patient  aged  33  years.  Had  had  five 
previous  pregnancies,  the  last  in  June,  1894.  Hemorrhage 
occurred  three  weeks  after  the  birth  of  the  child  and  persisted 
until  a  vaginal  hysterectomy  was  performed,  August  20,  1894. 
The  patient  recovered  and  remained  well  in  June,  1895.  A 
characteristic  growth  was  found  in  the  uterus. 

35.  Tannen.^-  Patient  aged  23  years.  Had  had  two  former 
pregnancies.  The  third  pregnancy  resulted  in  a  hydatidiform 
mole,  which  was  discharged  in  July,  1893.  The  patient  was 
then  regular  and  well  until  January,  1894,  when  hemorrhages 
began  and  persisted  until  June  30,  when  a  vaginal  hysterectomy 
was  performed.  The  woman  recovered  and  was  well  nine 
months  later.  A  characteristic  growth  was  found  in  the  uterine 
wall. 

36.  Ahlfeld.^^  Patient  aged  17  years,  whose  menses  had  been 
regular  until  Christmas,  1893,  after  which  they  became  more 
profuse  than  usual,  so  that  in  April,  1894,  she  was  obliged  to 
consult  a  physician  on  account  of  profuse  hemorrhages  which 
had  lasted  for  three  weeks.  After  rest  in  bed  they  ceased,  and 
she  was  well  until  June,  1894,  when  she  suffered  another  profuse 
hemorrhage,  which  came  from  a  soft,  reddish  tumor,  the  size  of  a 
walnut,  which  was  situated  on  the  lower  portion  of  the  anterior 
vaginal  wall.  This  was  removed  and  the  uterus  curetted,  the 
scrapings  showing  nothing  abnormal.  The  vaginal  groAvth  re- 
curred with  great  rapidity,  and  soon  another  appeared  beside  it. 
At  the  same  time  a  tense  tumor  manifested  itself  above  the  sym- 
physis. July  4  she  developed  the  symptoms  of  peritonitis,  and 
during  an  abdominal  section  died.  The  autopsy  showed  the 
uterus  to  be  perfectly  normal,  and  that  the  growth  arose  from 
the  left  tube,  which  had  been  the  seat  of  a  tubal  pregnancy. 
Besides  the  metastases  in  the  vagina  there  were  numerous  small 
placenta-like  thrombi  in  the  lungs,  but  none  in  other  organs. 

37.  Williams.^*  Negress  aged  35  years.  Had  had  five  preg- 
nancies, the  third  ending  in  a  miscarriage  at  the  sixth  month. 
On  April  15,  1894,  she  was  delivered  of  a  dead  child  and  suffered 
from  postpartum  hemorrhage  and  septicemia.  Two  weeks  after 
delivery  a  tumor  appeared  on  the  right  labium  majus  and  one 
week  later  had  attained  the  size  of  a  walnut.     It  soon  became 
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gangrenous  and  ulcerated  on  the  surface.  In  another  week  it 
was  as  large  as  a  hen's  egg.  The  patient  died  July  12,  1894, 
three  months  after  labor.  At  the  autopsy  there  was  found  a 
smaller  mass  on  the  left  lateral  vaginal  wall,  and  on  the  posterior 
wall  of  the  uterus  a  mass  projected  into  the  uterine  cavity,  while 
smaller  tumors,  the  size  of  almonds,  were  found  in  the  fundus. 
A  similar  growth  the  size  of  a  hazelnut  was  found  in  the  hilum 
of  the  left  ovary,  and  numerous  metastatic  deposits  in  the 
lungs,  spleen,  liver,  and  kidneys. 

38.  Bacon. ^^  Patient  aged  48  years.  Had  had  six  children 
and  two  abortions.  In  December,  1892,  in  the  ninth  month  of 
her  ninth  pregnancy,  she  expelled  a  hydatidiform  mole.  Five 
weeks  later  she  began  to  have  hemorrhages,  which  recurred  fre- 
quently ;  and  she  died  in  hospital  June  25,  1893,  having  presented 
the  following  series  of  symptoms :  recurrent  metrorrhagia,  sec- 
ondary anemia,  bilateral  pleuro-pneumonia,  endocarditis,  septi- 
cemia, bedsores,  edema  of  the  legs.  The  autopsy  revealed  a  char- 
acteristic tumor  in  the  uterus,  with  secondary  deposits  in  the 
right  broad  ligament  and  the  lungs. 

39.  Champneys.^^  Patient  aged  18  years.  Had  had  one 
child  in  May,  1890.  Became  pregnant  again  in  September,  1890, 
and  on  March  22,  1891,  had  a  profuse  discharge  of  pale-red, 
clear  fluid  containing  clots  and  bladder-like  bodies.  About  four 
pints  escaped.  The  discharge  continued  in  smaller  quantities 
until  April  8.  On  April  9  she  suffered  a  profuse  hemorrhage 
and  discharged  a  hydatidiform  mole,  after  which  she  had  septi- 
cemia. Was  curetted  on  April  13,  and  left  the  hospital  on  May 
22.  Hemorrhage  returned  July  20,  accompanied  by  an  otfensive 
discharge  and  abdominal  pains,  with  fever  and  rigors.  She  was 
anemic  and  emaciated,  and  gradually  failed  until  her  death, 
December  12,  1891.  Autopsy  revealed  a  sloughing  condition  of 
the  uterine  walls,   -wdth  metastases  in  the   lungs. 

40.  Runge.^^  Patient  aged  44  years,  a  multipara,  whose  last 
child  was  born  three  years  before.  She  had  had  profuse  hemor- 
rhages for  five  months,  after  which  she  passed  a  hydatidiform 
mole.  The  hemorrhages  persisting,  abdominal  hysterectomy  was 
performed  October  28,  1895,  the  patient  recovering  and  remain- 
ing well  three  months  later.  A  characteristic  growth  was  found 
in  the  uterus. 

41.  Appelstedt  and  Aschoff.^^  Patient  aged  33  years.  Had 
had  two  children.  On  October  4,  1894,  she  suffered  an  abortion 
at  the  fourth  month,  the  fetus  being  macerated.  Profuse  men- 
struation occurred  in  December,  1894,  and  January,  1895,  with 
a  bloody  discharge  between.  A  "polypus"  was  then  removed, 
and  the  patient  discharged  in  February.  She  was  readmitted 
in  May  with  a  bloody  discharge,  and  a  vaginal  hysterectomy  was 
performed  May  24,  1895,  the  patient  dying,  however,  June  19. 
Autopsy  showed  a  characteristic  growth  in  the  body  of  the 
uterus,  extending  to  within  a  few  millimetres  of  the  peritoneum, 
with  metastases  in  the  lungs,  stomach,  and  pancreas. 
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42.  Appelstedt  and  Aschoff.^^  Patient  aged  42  years.  Had 
had  two  children,  one  in  1882  and  the  second  in  1886.  She  ex- 
pelled a  hydatidiform  mole  March  28,  1895,  and  eight  days  later 
developed  a  painful  swelling  in  the  left  labium  majus.  On  incis- 
ing this  a  metastatic  hydatidiform  mole  was  found.  The  patient 
experienced  repeated  hemorrhages  and  died  July  25,  1895.  Au- 
topsy revealed  a  characteristic  growth  in  the  uterus,  with  metas- 
tases in  the  paravaginal  cellular  tissue,  left  labium,  lungs,  and 
spleen. 

43.  Lonnberg  and  ]Mannheimer.^''  Patient  aged  38  years,  a 
multipara.  Was  delivered  in  November  by  forceps  at  term. 
Two  months  later,  metrorrhagia  having  continued  for  four 
weeks,  an  examination  was  made  and  a  mass  of  fibrin  discovered. 
In  January  the  cervix  was  dilated  and  a  tumor  the  size  of  an 
almond  removed  from  the  anterior  uterine  wall  by  means  of  the 
curette.  The  bleeding  gi-ew  w^orse,  and  masses  of  decidual  sub- 
stance were  expelled.  Emaciation  became  marked  and  the  pa- 
tient died  six  months  after  delivery.  A  characteristic  growth 
was  found  in  the  uterus,  with  metastatic  deposits  in  the  lungs, 
liver,  spleen,  Iridneys,  and  abdominal  lymphatics. 

44.  Lonnberg  and  Mannheimer.^^  Patient  aged  42  years. 
Plad  had  two  children.  The  third  pregnancy  ended  at  the  fourth 
month  on  November  19,  1893.  a  vesicular  mole  being  expelled. 
Seven  weeks  later  metrorrhagia  set  in  and  continued  for  nearly 
two  years.  The  body  of  the  uterus  was  as  large  as  a  fist,  and 
metastatic  deposits  were  found  in  the  vagina.  The  uterus  was 
removed  October  18,  1895,  and  on  October  30  the  vaginal  metas- 
tases were  excised.  The  patient  recovered  and  was  in  good  health 
April  1,  1896.     A  characteristic  growth  Avas  found  in  the  uterus. 

45.  Morison.'''^  Patient  aged  35  years.  Had  had  nine  chil- 
dren. Hemorrhages  occurred  nine  weeks  after  the  last  labor, 
and  persisted  until  a  vaginal  hysterectomy  was  performed, 
December  11,  1894.  The  patient  died  July  11,  1895.  A  charac- 
teristic growth  was  found  in  the  uterus. 

46.  Spencer.'  Patient  aged  27  years.  Had  had  one  child 
seven  years  before.  Three  weeks  after  a  normal  labor  with  a  liv- 
ing child,  hemorrhage  occurred  and  masses  of  growth  were  dis- 
charged. The  patient  died  ten  weeks  after  labor,  and  the 
autopsy  showed  a  characteristic  growth  in  the  body  and  cervix 
uteri  and  metastases  in  the  lung. 

47.  Laver  and  AVilkinson.*^'^  Patient  aged  21  years.  Had  had 
one  child  three  years  before.  In  May,  1892,  she  became  preg- 
nant a  second  time,  but  aborted  at  the  end  of  the  third  month, 
and  for  five  months  suffered  from  a  constant  slight  bleeding. 
Flooding  then  occurred  at  each  succeeding  menstrual  period, 
and  she  was  admitted  to  the  hospital  June  8,  1893,  in  an  anemic 
condition.  August  11  the  uterus  was  curetted,  the  hemorrhage 
ceasing  for  three  weeks  and  then  returning.  On  October  4  vag- 
inal hysterectomy  was  performed.  The  patient  became  septic. 
and  on  November  9  developed  fever  and  rigors,  and  a  dulness 
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over  the  base  of  the  right  lung,  which  soon  extended  to  the  entire 
back  of  that  lung.  Dyspnea  was  marked,  and  the  patient  died 
December  15,  1893,  with  all  of  the  signs  of  recurrence  of  the 
disease  in  the  lungs.     No  autopsy  was  allowed. 

48.  Leopold.'''-  Patient  delivered  June  25,  1895.  The  menses 
reappeared  three  months  later,  and  from  that  time  on  she  flowed 
irregularly  every  two  weeks  and  suffered  from  severe  abdominal 
pain,  which  was  ultimately  followed  by  collapse.  Examination 
showed  the  uterus  pushed  to  the  right  side  and  enlarged,  with 
a  doughy  mass  behind  in  Douglas'  cul-de-sac.  On  opening  the 
abdomen,  June,  1896,  two  litres  of  dark  fluid  blood  escaped. 
Both  tubes  were  normal,  but  the  anterior  wall  of  the  fundus 
uteri  showed  from  six  to  eight  dark-bluish  protuberances,  ont 
of  which  had  ruptured  and  Avas  the  source  of  the  bleeding.  The 
uterus  was  removed.  The  patient  rallied  under  the  use  of  hypo- 
derraoclysis.  The  uterus  was  found  to  contain  a  soft  mass  which 
had  grown  into  and  penetrated  the  muscularis.  No  microscopic 
examination  was  made. 

49.  Neumann."^  Patient  aged  51  years.  Had  had  twelve 
children.  In  January,  1893,  suppression  of  the  menses  occurred, 
and  in  February  the  woman  commenced  to  bleed,  the  hemor- 
rhage being  more  or  less  constant  from  the  middle  of  March  until 
April  12.  On  May  6  a  hydatidiform  mole  was  removed,  and, 
the  hemorrhage  which  followed  being  uncontrollable,  the  uterus 
was  removed  by  the  abdominal  operation.  The  patient,  how- 
ever, died  May  9  of  right  lobular  pneumonia,  peritonitis,  and 
left  pyothorax.  A  microscopic  examination  of  the  uterine  con- 
tents showed  a  beginning  malignant  degeneration  of  the  chori- 
onic villi.     There  were  probably  metastases  in  the  lungs. 

50.  K.  Aczel."*  Patient  aged  22  years.  Had  aborted  twice, 
and  nine  months  before  her  death  gave  birth  to  a  child,  which 
died  in  three  months'  time.  Uncontrollable  bleeding  from  the 
genitalia  followed  the  confinement,  associated  with  marked  pul- 
monary symptoms,  and  the  patient  died  in  August,  1890. 
Autopsy  revealed  a  friable  tumor  in  the  fundus  uteri,  and  the 
cervix,  vagina,  and  lung's  were  the  seats  of  metastases. 

51.  Cock.**^  Patient  aged  30  yeare.  Had  had  three  previous 
pregnancies,  and  was  delivered  of  her  fourth  child  three  weeks 
prior  to  her  admission  to  the  hospital,  the  labor  being  normal 
and  the  placenta  complete.  She  rose  on  the  fourteenth  day  and 
suffered  at  once  from  a  slight  hemorrhage.  On  rising  two  days 
before  her  admission  she  had  a  profuse  hemorrhage.  On  June 
20,  1896,  the  os  was  dilated,  and  a  mass  adherent  to  the  posterior 
wall  of  the  uterus  and  feeling  like  placental  tissue  was  removed 
by  the  finger  and  curette.  Sepsis  developed,  and  on  July  14 
there  occurred  a  profuse  discharge  of  blood-stained  serum  and 
clots.  On  the  next  day  the  os  was  found  to  be  patulous,  and  a 
rough  mass,  unassociated  Arith  fetor,  projected.  This  grew  from 
the  posterior  wall  and  consisted  of  pale  organized  tissue.  On 
its  removal  the  uterine  wall  was  found  to  be  very  thin.     Sepsis 
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again  followed,  and  the  antistreptococcic  serum  was  injected, 
but  the  patient  died  July  25.  Autopsy  revealed  a  characteristic 
growth  in  the  posterior  wall  of  the  uterus,  irregular,  pinkish,  and 
gran*ular.  with  metastases  the  size  of  a  pea  to  a  small  walnut, 
deep  red  in  color,  in  the  lungs  and  right  ovary.  A  microscopic 
examination  showed  the  characteristic  features. 

52.  Freeborn.®''  Patient  had  been  pregnant,  and  hysterec- 
tomy showed  a  small  nodule  which  proved  to  be  decidual  sar- 
coma. 

53.  Schultze.^'  Patient  operated  upon  by  Dr.  McCosh;  aged 
40;  two  children,  last  ten  years  previously.  October  1,  1895, 
began  to  have  uterine  colic  and  hemorrhage ;  fetid  discharge ; 
uterus  curetted  on  October  20.  Bleeding  recurred.  Hysterec- 
tomy done  November  5.  Discharged  cured  December  12.  Exam- 
ination of  uterus  showed  a  uterus  septus  and  a  small  growth 
in  posterior  wall  on  right  side  of  uterus.  Microscopical  examin- 
ation :  Langhans  cells,  syncytial  masses. 

54.  Von  Franque.*'^  Patient  aged  32  years.  Had  had  six 
children,  last  child  ]\rarch,  1895.  Four  weeks  after  delivery, 
bleeding  from  uterus,  which  continued  until  July,  1895.  Exam- 
ination at  that  time  showed  uterus  enlarged  and  soft,  os  patu- 
lous. On  curettage  placental  tissue  removed,  which  on  examin- 
ation proved  to  be  syncytioma.  August  3,  1895,  vaginal  hys- 
terectomy. Tumor  size  of  hen's  egg  found  in  posterior  wall  of 
uterus.  jMicroscopical  examination  showed  syncytial  elements 
and  Langhans  cells.     March,  1896,  patient  still  well. 

55.  Freund.®"  Patient  aged  40  years:  three  children,  last  in 
July,  1894.  Constant  bleeding  from  that  time  until  October  1, 
1894.  Examination  then  found  the  uterus  enlarged,  os  patu- 
lous, and  a  placental  polypus  size  of  a  plum  could  be  felt  in  the 
cervical  canal.  It  was  removed  and  on  examination  found  to  be 
benign.  Examination  seven  weeks  later  showed  small  tumor  in 
posterior  wall  of  vagina.  Bleeding  set  in  and  continued  until 
September  17,  1894.  Vaginal  tumor  was  then  removed.  Exam- 
ination showed  it  to  be  a  sarcoma  deciduo-cellulare.  January 
9.  1895,  uterus  found  to  be  much  enlarged  and  soft;  other 
gro^^i;hs  in  posterior  wall  of  vagina.  Microscopical  examination : 
the  scrapings  from  the  uterus  gave  negative  results,  January 
29,  vaginal  hysterectomy  and  excision  of  vaginal  tumor.  A 
large  tumor  was  found  springing  from  the  anterior  wall  of  the 
uterus.  ^Microscopical  examination :  syncytial  elements  only. 
Patient  recovered;  still  well  after  one  and  a  half  years. 
Note. — Placental  polypus  did  not  show  malignancy. 

56.  Karstrom  and  Vestberg^°  ( Ca.se  I. ) .  Patient  aged  32  years. 
Premature  labor  three  years  previously.  Discharged  a  mole, 
after  three-months  pregnancy,  in  October,  1895 ;  one  week  later 
hemorrhage,  chills,  fever,  and  pain  in  pelvis.  April  27,  vaginal 
hysterectomy  and  a  small  mass  removed  from  vagina.  Patient 
recovered.  Uterus  showed  mass  in  posterior  wall.  Microscopi- 
cal examination  showed  syncytial  masses  and  Langhans  cells. 
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57.  Karstrom  and  Yestberg'^  (Case  II.).  Patient  aged  36 
years :  three  normal  labors ;  three  abortions,  last  one  April  3.  1895, 
Hemorrhages  in  October,  1895 ;  vaginal  hysterectomy.  Patient 
recovered.  Nodule  in  posterior  -wall.  ]\Iicroscopical  examina- 
tion ;  s^Ticytial  masses. 

58.  Gebhard'^^  (Case  I.).  Aged  30  years:  admitted  to  hospital 
April,  1896 ;  had  had  eight  children,  last  six  months  previously. 
Seven  weeks  after  the  last  labor,  hemorrhage,  which  continued 
until  admission.  On  admission  uterus  enlarged  and  soft;  os 
patulous;  bloody  discharge  issuing  from  the  uterine  cavity. 
Soft  tumor  can  be  felt  by  the  finger  on  posterior  wall  of  uterus. 
Vaginal  hysterectomy.  Patient  recovered.  j\Iicroscopical  exam- 
ination showed  tumor  to  consist  of  syncytial  elements  and  Lang- 
hans  cells. 

59.  Gebhard'^  (Case  II.).  Aged  23  years;  four  children,  last 
premature  July  5.  1896.  Last  menstruation  November  1,  1896. 
Admitted  to  hospital  January  2.  1897,  on  account  of  irregular 
bleeding  and  pain  in  the  abdomen.  On  examination  uterus 
foiuid  to  be  enlarged  and  extending  to  the  umbilicus;  os  patu- 
lous; bloody  discharge  from  ca\dty.  January  7,  removal  of 
hydatid  cysts.  February  2,  discharged  cured.  Several  days 
later  profuse  hemorrhage  occurred.  Diagnosis  of  syncytioma 
malignum.  Vaginal  hysterectomy.  Right  ovary  cystic.  Dis- 
charged cured  ]\Iarch  6.  Small  tumor  found  in  posterior  wall 
of  uterus.  Cervix  irregular  and  jagged.  INIicroscopical  examin- 
ation of  the  scrapings  from  the  uterus  showed  chorionic  villi 
\\dth  hydatid  degeneration  and  a  proliferation  of  the  syncytial 
elements  and  Langhans  cells.  IMicroscopical  examination  of  the 
tumor  proved  it  to  consist  of  syncj'tial  elements  and  Langhans 
cells. 

60.  Gebhard"^  (Case  III.).  Patient  aged  26  years.  Normal 
labor  three  years  previously.  September,  1896.  missed  a  period. 
Began  to  bleed  in  October  and  continued  until  the  latter  part 
of  December.  Since  January  began  to  have  pain  in  abdomen 
and  suffered  from  cough  and  thick  mucous  expectoration.  Feb- 
ruary, 1897,  uterus  slightly  enlarged,  and  a  tumor  size  of  hen's 
egg  in  anterior  wall  of  vagina,  which  was  extirpated  February 
16.  March  1,  patient  died.  Autopsy:  Uterus  showed  tumor 
size  of  an  orange  near  left  cornu.  Metastatic  deposits  in  the 
brain  (left  occipital  lobe),  lungs,  spleen,  mesentery.  Microscop- 
ical examination :  Syncytial  elements  and  Langhans  cells. 

61.  ]\Iartin  and  Kietfer.'-  Aged  28  years:  three  pregnancies. 
Fourteen  months  pre\aously  aborted  in  fifth  month ;  had  uterine 
hemorrhage  since  then;  became  anemic.  Examination  revealed 
uterine  tumor.  Vaginal  hysterectomy.  .  Patient  made  good  re- 
covery. Microscopical  examination  revealed  syncytial  elements 
and  Langhans  cells. 

62.  Zondek.^^  Patient  aged  43  years;  had  had  twelve  chil- 
dren, four  abortions.  In  December,  1896,  was  delivered  of  a 
mole  in  the  seventh  month  and  was  curetted.     In  January,  1897. 
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"Uterine  hemorrhage,  after  which  was  again  cnretted.  Another 
hemorrhage  in  latter  part  of  January.  Uterus,  then  examined 
was  found  enlarged;  curettage.  February  23,  vaginal  hysterec- 
tortiy.  Patient  recovered.  A  tumor  was  found  in  anterior  wall 
of  uterus.  Microscopical  examination  showed  syncytial  elements 
and  Langhans  cells. 

63.  IMunod  and  Chabry.'^^  Patient  aged  27  years.  Admitted 
to  hospital  March  13,  1896,  because  of  severe  hemorrhage.  Three 
years  previously,  after  amenorrhea  for  three  months,  severe 
hemorrhage.  Uterus  was  found  enlarged  and  soft  with  retained 
masses.  Curettage  brought  away  small  cysts.  Bleeding  con- 
tinued, and  curettage  later.  June  9,  vaginal  hysterectomy.  Re- 
mains of  mole  were  also  brought  away  after  curettage.  Patient 
recovered.  Both  ovaries  cystic.  Microscopical  examination  of 
uterus  showed  it  to  be  chorio-deciduo-sarcoma. 

64.  Reinecke.'^  Patient  aged  27  years;  laparatomized  June 
9  for  internal  hemorrhage.  Small  perforation  was  found  in 
posterior  wall  of  uterus,  due  to  the  breaking  down  of  intra- 
uterine soft  tumor.  Patient  recovered.  Had  one  normal  de- 
livery in  September,  1891. 

65.  Jurasowsky.'*^  Two  years  after  expulsion  of  hydatid 
mole,  patient  was  operated  on  for  tumor  of  the  uterus.  Died 
immediately  after  operation.     Metastases  found  in  brain. 

66.  Ulesko-Stroganowa.'^'  Aged  26;  married  eight  years;  no 
previous  pregnancies.  Had  uterine  hemorrhage  from  November, 
1894,  until  January  11,  1895,  due  to  a  mole,  for  which  she  was 
curetted.  Later  other  hemorrhages.  Uterus  dilated  and  found 
to  contain  soft  tumor  attached  to  posterior  wall.  September  26. 
vaginal  hysterectomy.  Patient  recovered.  Microscopical  exam- 
ination: Syncytial  cells  and  Langhans  cells. 

67.  FrankeF^  (Case  I.).  Patient  aged  29  years;  two  children; 
miscarriage  in  the  fifth  month.  January,  1895,  pelvic  inflam- 
mation with  cessation  of  menstruation.  Death  June,  1895. 
Autopsy :  Uterus  enlarged  and  small  tumor  in  uterine  wall. 
Metastases  in  cervix,  vagina,  liver,  lungs,  and  kidneys.  No 
microscopical  examination. 

68.  FrankeF^  _(Case  II.).  Aged  31  years.  Two  children,  sec- 
ond delivery  October  31,  1891.  Seven  days  after  the  delivery, 
profuse  bleeding,  which  continued  for  two  and  a  half  months, 
when  patient  died.  Tumor  size  of  a  hazelnut  found  in  uterus, 
soft  nodules  in  vagina. 

69.  FrankeF^  (Case  III.).  Patient  48  years  old;  five  children, 
last  child  sixteen  years  previously.  In  June,  1896,  delivered  of 
a  mole.  Curetted  three  days  later.  Was  well  for  four  weeks, 
then  a  hemorrhage  which  continued  for  several  weeks.  Diag- 
nosis of  deciduoma  malignum.  August  3,  vaginal  hysterectomy. 
Patient  recovered.  November,  1896,  was  still  well.  Examin- 
ation of  the  uterus  revealed  tumor  the  size  of  pigeon's  egg. 
Microscopical  examination :  Syncytial  elements  and  Langhans 
cells. 
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70.  Schmorl."''  Patient  30  years  old.  Eighteen  weeks  after 
normal  delivery,  noticed  small  tumor  in  vagina.  Patient  died 
within  six  months.  Autopsy  showed  hemorrhagic  tumors  of 
uterus  and  metastases  in  lungs,  kidneys,  and  other  organs. 
Microscopical  examination  showed  syncytial  elements  and  Lang- 
hans  cells. 

71.  L.  Pick.*"  Patient  aged  22  years.  In  fourth  month  of 
pregnancy  discharged  hydatid  mole,  and  tumor  was  found,  size 
of  walnut,  in  anterior  wall  of  vagina.  Vaginal  tumor  removed 
and  found  to  consist  principally  of  syncytial  elements.  Patient 
remained  well  three  and  a  half  years  later.  Note. — Micro- 
scopically nothing  abnormal  found  in  uterus. 

72.  Bulius^^  (Case  I.).  Patient  49  years  old.  Four  chil- 
dren; last  child  eighteen  years  previously,  since  which  time 
menstruation  regular  until  one  year  previously,  then  metror- 
rhagia, especially  in  last  ten  weeks.  Small  tumor  found  near 
right  cornu  of  uterus. 

73.  Bulius^^  (Case  II.).  Similar  to  Sanger's  case.  Sarcoma 
deciduo-cellulare. 

74.  Bulius^^  (Case  III.).  Patient  aged  43;  five  children. 
Since  January,  1897,  metrorrhagia;  uterus  extended  above  the 
umbilicus  and  containing  a  fetus.  Soft  tumor  of  cervix.  Fetus 
extracted  and  vaginal  hysterectomy  performed.  Examination 
showed  syncytial  elements  and  decidual  cells. 

75.  Kosner.^-  Patient  aged  20 ;  one  child  one  year  previously. 
Bleeding  for  four  months.  Anemia.  Uterus  normal;  right 
tube  enlarged.  Tumor  size  of  hazelnut  in  anterior  wall  of 
vagina.  Vaginal  tumor  removed  and  uterus  curetted.  Examin- 
ation of  scrapings  negative.  Later  two  vaginal  tumors  appeared. 
Patient  died  in  a  few  weeks.  No  autopsy.  This  was  possibly 
a  tubal  pregnancy, 

76.  Neumann.-^  Patient's  age  not  stated.  Three  normal  de- 
liveries. Last  menstruated  in  July,  1896.  End  of  September, 
bloody  discharge  lasting  for  weeks.  November  10,  examination 
showed  uterus  enlarged  to  above  the  umbilicus.  Fetal  parts  not 
palpable.  Several  tumors  size  of  hazlenut  in  anterior  vaginal 
wall.  November  14,  hydatid  mole  expelled.  Endometrium  nor- 
mal. Vaginal  tumors  excised.  Microscopical  examination  of 
these  tumors  typical  and  showed  syncytial  growths.  On  Decem- 
ber 2,  abdominal  hysterectomy  with  recovery. 

77.  Pick^^  (Case  I.).  Patient  52  years  old;  had  had  five  chil- 
dren and  three  abortions.  In  October,  1895,  no  menses;  in  Feb- 
ruary, 1896,  severe  hemorrhage.  In  April  discharged  a  mole. 
Uterus  cleaned  out.  Four  weeks  later  a  severe  hemorrhage  with 
clots.  Patient  was  anemic;  cough  and  expectoration.  May  11, 
1896,  death.  Metastases  found  in  lungs,  spleen,  and  small  masses 
in  uterus.     Microscopical  examination :  Syncytial  elements. 

78.  Pick  and  SippeP^  (Case  II.).  Patient  37  years  old. 
Hemorrhage  after  normal  labor  in  December,  1896.     Beginning 
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of  1897,  again  hemorrhages.  March  8,  entered  hospital  with 
fever  and  was  curetted.  Patient  died  April.  1897.  Small 
masses  found  among  the  curettings.  Microscopical  examination 
of^the  scrapings  from  the  uterus  showed  syncytial  masses,  also 
Langhans  cells. 

79.  Pick  and  SippeP'^  (Case  III.).  Patient  26  years  old, 
fourth  child  October  23,  1896.     Expelled  a  mole  November  14, 

1896.  Masses  could  not  be  curetted.  Microscopical  examin- 
ation confiraied  diagnosis  of  malignancy.  November  25,  vag- 
inal extirpation.  March  23,  1897.  patient  still  in  good  health. 
Uterus  size  of  a  four-months  pregnancy.  Tumor  mass  situated 
in  the  posterior  wall  near  tube.  Microscopically,  some  syncy- 
tial masses,  principally  Langhans  cells. 

80.  ]MarchancP  ( Case  II. ) .  Patient  aged  42  years ;  five  normal 
deliveries.  Last  menstruation  January  31,  1897.  In  February 
slight  bleeding.  April  27,  hemorrhage  and  discharge  of  hyda- 
tid m.ole.  Curettage.  Profuse  hemorrhage  in  the  middle  of 
May,  another  at  the  end  of  May.  Admitted  to  hospital  June 
3;  uterus  enlarged:  curettage;  brought  away  tissue.  June  13, 
very  profuse  hemorrhage;  another  curettage.  June  14, 
hysterectomy.  July  10,  patient  discharged  cured.  Round- 
ish tumor,  one  to  one  and  a  half  centimetres,  of  reddish  color,  in 
anterior  wall  of  uterus.  Microscopical  examination  showed  syn- 
cytial elements  and  Langhans  cells. 

81.  ]\Iarchand^   (Case  II.),     Patient  aged  23  years.     Llarch, 

1897,  discharged  hydatid  mole  after  having  amenorrhea  five 
months.  Admitted  to  hospital  ]May  12,  on  account  of  uterine 
hemorrhage.  Uterus  found  enlarged.  Curettage.  ]\Iicroscopi- 
cal  examination  proved  negative.  Uterine  hemorrhage  in  Sep- 
tember with  cachexia ;  no  cough.  Later  small  mass  discovered  in 
the  anterior  wall  of  the  vagina;  uterus  enlarged.  Curettage; 
scrapings  showed  suspicion  of  malignancy.  September  20,  hys- 
terectomy. September  25,  bloody  sputum;  examination  showed 
large  round,  flat,  and  pigmented  cells  which  were  of  alveolar 
epithelium.  November  4,  death.  Autopsy:  Metastatic  deposits 
in  lungs,  pleural  cavity,  spleen,  liver,  peritoneum,  also  right  lip 
of  vagina.  iMicroscopical  examination  showed  syncytial  elements 
and  Langhans  cells. 

82.  Holleman  (quoted  by  ]\Iarchand'' ) .  Patient  atred  52  years. 
Discharged  mole  four  years  previously.  Uterine  hemorrhage  for 
nine  months,  then  amenorrhea  for  three  years,  followed  by  pro- 
fuse hemorrhage.  Curettage  revealed  nothing  abnormal.  Hys- 
terectomy showed  tumor  size  of  cherry, 

83.  Kelly  and  Teacher.^''  Patient  aged  27  years.  Became 
gravid  February  22.  Slight  hemoptysis.  This  continued  until 
April  20;  then  some  vaginal  discharge.  June  18,  expulsion  of 
mole;  no  tumor  in  vagina.  Vaginal  hemorrhage  continued  until 
August  7,  and  a  small  tumor  in  anterior  wall  of  vagina  detected." 
August  18,  vaginal  tumor  excised.  Uterus  enlarged.  Septem- 
ber 24,  severe  uterine  hemorrhage  and  collapse.     Death  Octo- 

32 
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ber  19,  four  months  after  abortion.  Autopsy:  Vascular  tumor 
in  posterior  wall  of  uterus.  Metastases  in  vagina  and  cervix, 
also  in  lungs.  Microscopic  examination  showed  both  epithelial 
layers  of  the  chorion. 

84.  Trantenroth^^  (Case  I.).  Patient  aged  38  years.  Six 
children,  the  last  November  16,  1895.  Severe  bleeding  after  de- 
livery. Bleeding  continued.  Admission  to  the  hospital  March 
26,  1896.  Uterus  was  then  found  enlarged,  os  patulous,  and 
with  sound  a  tumor  could  be  felt  in  posterior  wall.  ^licroscopie 
examination  of  a  portion  of  same,  which  was  removed  with 
curette,  showed  deciduoma  malignum.  March  31,  vaginal  hys- 
terectomy. Died  April  12.  Autopsy :  No  metastases  found ; 
uterus  showed  a  tumor,  three  centimetres  in  width,  in  posterior 
wall  of  uterus.  Microscopic  examination  showed  syncytial  ele- 
ments and  cells  of  Langhans. 

85.  Trantenroth^^  (Case  II.).  Patient  aged  48  years.  Ad- 
mitted January  20,  1897.  In  February,  1896,  was  treated  for 
an  abortion,  and  from  that  time  until  admission  there  was  irreg- 
ular bleeding.  Uterus  was  found  enlarged  and  os  patulous;  a 
soft  mass  protruded  from  the  os,  with  bloody  discharge.  Inunov- 
able  tumors  in  both  ovarian  regions.  In  anterior  wall  of  lower 
vagina  two  small  tumors  size  of  pea.  Vaginal  section.  Patient 
died  shortly  after.  Autopsy:  Tumor  in  uterus  and  ovary;  me- 
tastases in  intestines,  liver,  kidneys,  and  lungs.  Microscopical 
examination :  Syncytial  elements  and  Langhans  cells. 

86.  Veit.^^  Patient  aged  32  years;  six  children,  last  one  in 
April,  1897.  INIenstruated  three  times  after  last  labor.  No  men- 
struation in  October.  Curetted  in  January,  1898.  Bleeding 
continued  until  February  19,  when  examination  of  uterus  re- 
vealed a  growth  on  placental  site  and  on  the  side  of  the  uterus. 
Hysterectomy  February  25.  Patient  recovered.  Microscopical 
examination  showed  deciduo-sarcoma. 

87.  Boldt.^'  Patient  aged  32  years.  Aborted  in  January. 
Admitted  end  of  January,  1898.  Curetted;  profuse  hemor- 
rhage. Uterine  examination  :  Found  neoplasm,  size  of  a  walnut, 
situated  at  placental  site.  Four  days  later,  hysterectomy. 
Uterus  enlarged.  Left  half  of  anterior  wall,  spongy  growth. 
Microscopical  examination:  Small  round  cells. 

88.  Resinelli.®^  Patient  39  years  old;  four  children,  all  nor- 
mal. May,  1897,  hemorrhage  while  she  was  engaged  in  ordinary 
occupation ;  some  days  after,  discharged  mole ;  hemorrhage  con- 
tinued. Patient  grew  anemic.  On  examination  two  tumors 
were  found  in  wall  of  vagina,  uterus  enlarged ;  also  tumor  in 
Douglas'  cul-de-sac.  Microscopically:  Syncytial  masses  and 
Langhans  cells.  Vaginal  tumors  excised.  September  10,  bloody 
expectoration ;  does  not  contain  epithelial,  elements.  September 
12,  another  vaginal  tumor.  Patient  died  October  8,  1897. 
Note. — Died  from  exhaustion  from  the  ulcerated  vaginal  tumors 
and  uterus,  four  months  after  incomplete  expulsion  of  mole,  and 
tAvo  months  after  appearance  of  metastases  in  vagina.     Autopsy 
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showed  metastases  in  lungs ;  tumor  tissue  invaded  the  peri- 
osteum; ovaries  large  and  cystic,  not  malignant;  uterus  enlarged; 
tumor  occupying  anterior  wall.  Microscopical  examination: 
Syncytial  and  Langhans  cells. 

89.  Morales  Arjona.^*^  Upon  intrauterine  digital  examination 
a  neoplasm  could  be  felt  on  the  posterior  wall  of  the  uterus, 
which  aroused  the  suspicion  of  deciduoma  malignum  and  was 
corroborated  by  the  microscope.  A  vaginal  hysterectomy  with 
removal  of  the  adnexa  was  done.  The  woman  has  remained  well 
for  over  a  year.  Multinuclear  masses  of  various  and  irregular 
forms,  and  these  are  found  at  the  margins  of  the  neoplasm. 

90.  Hellier.^*^  Patient  aged  39  years ;  has  had  seven  children ; 
last  delivery  January  20,  1897.  Discharge  continued,  which 
became  very  offensive,  up  to  the  time  of  her  admission  into  the 
hospital,  June  1,  1897.  On  examination  uterus  was  found  en- 
larged, OS  patulous.  The  finger  readily  passed  into  the  cervix; 
no  new  growth  reached.  Two  weeks  before  admission  she  began 
to  have  a  bad  cough  and  bloody  expectoration.  On  June  6, 
under  ether  narcosis,  the  uterus  was  curetted  and  soft  granular 
material  removed.  Patient  died  four  days  later.  Postmortem: 
Growth  in  uterus  and  transverse  colon,  omentum,  intestines,  and 
the  appendix.  There  were  metastatic  lesions  in  the  lungs  and 
in  the  pericardium.  The  microscopical  examination  revealed 
the  characteristic  elements  of  deciduoma  malignum. 

91.  Scherer^^  (Case  I.).  Patient  aged  33  years.  Five  nor- 
mal labors,  last  1894.  Menstruation  August,  1896;  aborted  a 
hydatid  mole  two  weeks  later;  reddish-brown  discharge.  Hem- 
orrhage continued  and  uterus  remained  enlarged,  for  which  she 
was  curetted  June  15,  1896.  A  small  placental  mass  removed. 
Some  cough.  Microscopical  examination  of  mass  removed 
showed  deciduoma.  Broad-base  tumor  found  in  the  posterior 
wall  of  uterus.  Vaginal  hysterectomy.  Death  five  days  later. 
Autopsy  showed  metastases  of  brain,  lung,  spleen.  Microscop- 
ical examination :  Syncytial  elements  and  cells  of  Langhans. 

92.  Scherer^^  (Case  II.).  Patient  26  years  of  age.  Last  de- 
livery in  April,  1894.  Since  that  time  complains  of  cough  and 
expectoration.  Uterine  hemorrhage,  which  conr'n^iied  until 
March  29,  1895,  when  she  was  curetted.  Again  curetted  for 
hemorrhage  in  August,  when  a  polypoid  tumor  was  found  on 
right  of  posterior  uterine  wall.  Patient  died.  Microscopical 
examination  showed  syncytial  elements  and  Langhans  cells. 

93.  Blumenreich.''-  Patient  aged  26  years;  three  children; 
one  abortion  in  July  last.  August  1,  admitted  to  hospital. 
August  3,  severe  hemorrhage.  Examination  of  uterus  showed  it 
to  be  enlarged  and  soft.  Patient  curetted.  Examination  of 
scrapings  showed  suspicion  of  deciduoma  malignum.  Patient 
recovered. 

94.  Prochownik  and  Rosenfeld.^''  Patient  aged  37  years;  mar- 
ried eighteen  years;  has  had  five  children,  the  last  three  years 
previously.     Two  abortions  in  third  month;  last  abortion  1896. 
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In  February,  1897,  last  menses ;  aborted  April  25.  Curetted  on 
May  6.  Bleeding  continued  until  August  13,  during  which  time 
curetted  twice,  when  small  placental  polypi,  size  of  a  cherry, 
were  removed  from  the  cervix.  Uterus  enlarged  and  soft.  Sep- 
tember 17,  hysterectomy.  December  9,  death.  No  autopsy. 
Tumor  size  of  a  pea  in  anterior  wall  near  fundus.  Microscopical 
examination  showed  Langhans  cells  and  syncytial  elements. 

95.  Poten  and  Vassmer.^*  Patient  aged  36  years;  married 
six  years;  two  children,  the  last  June,  1897.  Examination  No- 
vember 7,  1899.  Had  had  amenorrhea  for  about  four  mouths, 
when  small-sized  tumors  were  discovered  in  posterior  wall  of 
vagina.  Uterus  enlarged  to  about  size  of  three-months  preg- 
nancy, and  a  hydatid  mole  removed.  November  13,  vaginal  tu- 
mors removed  and  vaginal  hysterectomy  done.  December  2,  re- 
moval of  a  third  metastatic  growth  in  vagina.  December  12,  dis- 
charged cured.  April,  1900,  still  perfectly  well  and  no  appear- 
ance anywhere  in  body  of  recurrence.  Microscopical  examination 
showed  Langhans  cells  and  syncytial  elements. 

96.  Haultain.^^  September  10,  after  ten  weeks  of  amenor- 
rhea, expelled  a  hydatid  mole  and  was  curetted.  Uterus  re- 
mained large,  and  bleeding  continued;  was  again  curette^d. 
November  21,  profuse  hemorrhage.  November  24,  vaginal  hys- 
terectomy. Recovery.  Small  growth  in  anterior  wall.  Micro- 
scopical examination  showed  syncytium  and  Langhans  cells. 

97.  Schlagenhaufer'**'  (Case  I.).  Patient  aged  37  years.  In- 
complete abortion  in  latter  part  of  1896.  One  month  later, 
uterine  hemorrhage.  Patient  was  well  until  February,  1897, 
when  there  was  a  severe  uterine  hemorrhage  which  continued 
for  fourteen  days.  In  June,  1897,  small  vaginal  tumor  removed, 
which  was  first  diagnosed  as  a  vaginal  varix  and  later  metastasis 
of  deciduoma  malignum.  Patient  has  remained  well  since  extir- 
pation of  tumor  until  January,  1899.  Hysterectomy  was  not 
performed  on  account  of  a  wrong  diagnosis.  Two  and  a  half 
years  after  extirpation  of  vaginal  tumor  patient  is  still  healthy. 

98.  Schlagenliaufer''^  (Case  II.).  Patient  27  years  old;  first 
•child  1896.  In  1897  abortion  and  severe  hemorrhage.  October 
13,  1898,  normal  delivery;  three  weeks  later  patient  began  to 
suffer  from  dyspnea,  fever,  and  expectoration.  Death  Novem- 
ber 16,  thirty-four  days  after  normal  delivery.  Autopsy :  Metas- 
tases in  lungs,  spleen,  Iddneys,  and  vagina ;  tumor  found  in  pos- 
terior wall  of  uterus.  Microscopical  examination  showed  tumor 
and  metastatic  deposits  to  consist  of  syncytial  elements  and 
Langhans  cells. 

99.  Miiller.^^  Patient  aged  28  years.  Two  normal  deliv- 
eries. March,  1898,  hydatid  mole  was  expelled  in  fourth  month 
of  pregnancy,  followed  b}^  hemorrhages  and  emaciation.  July 
1,  curetted.  Scrapings,  examined  microscopically,  show  decid- 
uoma. July  15,  vaginal  hysterectomy.  Recovered.  January, 
1899,  patient  still  well.     Microscopical  examination  not  stated. 
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100.  Von  Guerard.^*  Patient  aged  40  years.  January  30, 
1899,  abortion  at  three  months.  Uterus  curetted.  Six  days 
later  patient  had  severe  hemorrhage,  followed  by  moderate 
aiaaount  of  bleeding.  Curettage  checked  bleeding.  Five  months 
later  spontaneous  hemorrhage  and  collapse.  Examination  re- 
vealed small  tumor,  size  of  hazelnut,  in  anterior  surface  of  lip. 
Vaginal  hysterectomy.  Patient  recovered.  Microscopical  exam- 
ination showed  syncytial  masses. 

101.  Anders®^  (Case  I.).  Patient  aged  41  years.  Six  children, 
last  two  and  one-half  years  ago.  In  December,  1896,  abortion 
Avith  profuse  hemorrhage.  In  March,  hemorrhage  again,  which 
continued  for  three  or  four  weeks.  Uterus  enlarged  and  can  be 
felt  above  the  symphysis,;  also  a  small,  movable,  hard  swelling  in 
anterior  wall  of  vagina.  Patient  died  December  12.  Autopsy: 
Right  ovary  cystic.  Hemorrhagic  infarcts  in  the  lungs,  and 
left  ovary  contains  similar  hard  mass. 

102.  Anders''''  (Case  II.).  Patient  25  years  old.  First  child 
in  1893.  Severe  hemorrhage  from  November  8  to  December  23, 
1897,  which  continued  until  March,  1898.  Examination  of 
uterus  showed  soft  tumor  occupying  the  cervix.  Death  March 
14.  Autopsy:  Uterus  large;  a  soft  tumor  involving  the  uterus, 
tubes,  and  ovaries;  small-sized  swelling  near  the  right  cornu. 
Microscopically,  cells  of  Langhans  and  syncytial  elements. 

103.  Smyly.^""  Patient  aged  33  years ;  four  children.  Dis- 
charged mole  December  18,  1897,  eight-months  pregnancy.  Hem- 
orrhage March,  1898 ;  curettage.  Died  two  months  later  from 
metastasis. 

104.  Jorgenseu.^''^  Patient  aged  49  years;  curetted  after 
abortion.  Diagnosis  of  deciduoma  malignum  made  from  scrap- 
ings.    Hysterectomy  done  and  patient  was  well  one  year  later? 

105.  Solowij  and  Krzyszkowski.^"-  Patient  aged  47  years; 
ten  children,  full  term ;  last  child  five  years  previously.  Admit- 
ted to  hospital  February  17,  1899.  Since  December,  1898, 
amenorrhea  and  pain  in  abdomen.  Uterus  enlarged  to  below  the 
umbilicus.  Bloody  discharge.  Immovable  mass  in  right  pelvis. 
Uterus  emptied  of  hydatid  mole.  Patient  died  a  iew  days  later 
from  hemorrhage  and  sepsis.  Autopsy:  Growth  involving  the 
anterior  wall  of  uterus,  also  one  on  each  side  involving  the  ad- 
nexa.     Two  metastatic  deposits  in  lungs. 

106.  Kolomenkin.^"^  Patient  aged  41  years;  had  eleven  chil- 
dren, last  ten  months  previously.  Two  months  after  delivery 
began  to  have  menorrhagia  and  pain  in  the  right  hypogastric  re- 
gion. Admitted  to  hospital  December,  1897.  Examination 
shows  uterus  enlarged,  with  a  tumor  connected  with  it.  Foul 
discharge  from  uterine  cavity.  December  29,  vaginal  hysterec- 
tomy. Intestine  found  adherent  to  tumor  occupying  fundus  of 
uterus.  Complete  recovery.  Six  months  later  no  metastases 
nor  recurrence;  a  large  tumor  occupying  posterior  wall  of  fun- 
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dus,  and  one,  size  of  walnut,  in  posterior  wall  of  cervix.     Micro- 
scopic examination :  Langhans  cells  and  syncytial  masses. 

107.  Krebs.^^"*  Patient  aged  23  years;  had  one  child  middle 
of  December,  1898.  February  9,  1899,  consulted  Prof.  Frankel 
because  of  uterine  hemorrhage  since  delivery.  He  found  uterus 
enlarged,  soft,  and  retroflexed.  Curettage.  Placental  polypus 
removed,  which  on  examination  proved  to  be  benign.  Bleeding 
continued  until  April  13.  Presented  herself  because  she  be- 
lieved herself  to  be  pregnant.  Uterus  on  examination  found  to 
be  very  much  enlarged.  May  11,  uterine  hemorrhage  with  dis- 
charge of  hydatid  mole.  June  5,  was  seized  with  severe  hemor- 
rhage and  high  fever,  and  died  that  day.  Autopsy  showed 
uterus  to  be  filled  with  a  large,  soft,  fibrous  bleeding  tumor. 
Slight  rupture  in  posterior  Avail  of  uterus.  Note. — Case  of  sud- 
den death  from  rupture.  Microscopical  examination  showed 
syncytial  masses  only. 

108.  IMacFarland^"^  (occurring  in  the  practice  of  Charles  P. 
Noble).  First  reported  in  the  Medical  News,  December  8,  1894, 
as  a  case  of  round-celled  sarcoma,  is  now  reported  as  deciduoma 
malignum.  Patient  aged  30  years ;  married.  Two  children,  last 
two  and  one-half  years  ago.  One  miscarriage  between  births. 
September  22,  1892,  to  June,  1893,  profuse  menstruation.  Ex- 
amination showed  uterus  to  be  enlarged,  a  sloughing  mass  in  the 
uterine  cavity,  and  a  foul-smelling  bloody  discharge.  Curet- 
tage was  done.  Examination  at  the  time  of  the  scrapings  showed 
nothing  definite.  Vaginal  hysterectomy  June  28,  1893.  Re- 
mained well  to  November,  1893,  when  she  was  taken  sick  with 
cough,  expectoration,  and  anemia.  Died  December,  1893.  Ex- 
amination of  uterus  showed  tumor  projecting  from  posterior 
,wall  of  uterus. 

109.  Steinhaus.^*'*'  This  case,  first  reported  in  1892  as  car- 
cinoma, is  now  reported  in  the  Centralhlatt  fiir  Gyndkologie, 
volume  xxiv..  1900,  as  a  deciduoma  malignum.  Patient  was  28 
years  old.  Last  child  three  and  one-half  years  ago.  Aborted 
in  the  third  month.  Vaginal  tumor  removed  from  anterior  wall. 
Patient  died  shortly  after  from  severe  uterine  hemorrhage. 
Uterus  was  filled  with  a  sloughing  mass. 

110.  Peham"^  (case  from  Chrobak's  clinic).  Patient  25 
years  old.  Aborted  in  March,  1899.  Bled  until  September, 
1899.  Examination  then  showed  uterus  enlarged  and  os  patu- 
lous. In  anterior  wall  of  left  cornu,  small  mass.  November  4, 
bleeding  from  the  uterus.  Mass  size  of  hazelnut  in  anterior  va- 
gina. A  few  days  later,  hemoptysis.  November  9,  vaginal  hys- 
terectomy and  excision  of  vaginal  mass.  Patient  recovered. 
Microscopical  examination  showed  syncytial  masses  and  Lang- 
hans cells.  Metastatic  growth  identical  with  the  primary  uter- 
ine groAvth. 

111.  Schmit.^***'  Patient  aged  36  years.  Pregnant  nine  times, 
five  at  term  and  four  abortions.  Last  pregnancy  November, 
1899,  mole  expelled  spontaneously.     Bleeding  for  six  weeks  sub- 
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eequently.  Entered  hospital  March  9,  1900,  because  of  a  tumor, 
size  of  an  egg,  in  anterior  lateral  wall  of  vagina.  Curettage 
done.  Tumor  excised.  Patient  discharged  twelve  days  later. 
Microscopical  examination  of  curettage  scrapings  showed  syncy- 
tial elements  only.     Patient  seen  eight  months  later,  is  still  well. 

112.  Gottschall."''  Patient  aborted  in  fourth  month  of  preg- 
nancy, and  two  months  later  sudden  collapse  with  symptoms  of 
internal  hemorrhage.  Ectopic  gestation  suspected.  Abdominal 
incision  showed  rupture  of  the  uterus  due  to  deciduoma  malig- 
num.  Adnexa  normal.  Patient  died.  Microscopical  examin- 
ation showed  Langhans  cells  and  syncytial  elements.  No  au- 
topsy. 

11.3.  Hitschmann.^^'^  Patient  aged  38  years;  six  children. 
Last  period  in  August,  1900.  Examination  shows  uterus  en- 
largecl,  os  patulous.  Tumor  involving  the  entire  posterior  wall 
of  uterus.  Vaginal  hysterectomy.  Microscopic  examination 
showed  syncytial  elements  and  cells  of  Langhans.  Patient  died 
three  weeks  later.  Metastases,  tumor  size  of  egg  in  vagina, 
brain,  kidneys,  intestines,  lungs,  liver,  spleen,  also  in  thyroid 
gland. 

114.  Sehmorl."'  Patient  aged  23  years.  In  March,  1899, 
normal  delivery.  Began  to  suffer  from  anemia,  cough,  and 
expectoration.  Died  suddenly  December,  1899.  Autopsy 
showed  uterine  hemorrhage.  There  was  a  tumor,  size  of  a  pea, 
in  the  posterior  wall  of  the  uterus,  but  not  connected  with  the 
peritoneum  or  endometrium.  Both  ovaries  cystic.  jMetastatie 
deposits  in  liver  and  kidneys.  Microscopical  examination 
showed  syncytial  elements  and  Langhans  cells,  with  the  former 
predominating.  A'ofe.— Uterine  tumor  metastatic.  No  primary 
tumor  in  uterus  and  tubes. 

115.  Schmit.^^-  Aged  41  years.  Aborted  after  seven-weeks 
pregnancy  and  was  curetted;  six  weeks  later  hemorrhage,  also 
vaginal  tumor  size  of  hazelnut.  Microscopical  examination  of 
the  incised  tumor  showed  syncytial  masses  and  Langhans  cells. 
Scrapings  from  uterus  normal.  Uterus  not  removed.  Note.— 
This  is  a  case  of  primary  vaginal  chorio-epithelioma. 

116.  Sticher.^i^*  Patient  34  years  old.  Five  normal  births. 
Two  years  previously  aborted  a  four-months  mole;  since  then 
hemorrhage  off  and  on.  One  year  after  abortion,  curettage. 
Hysterectomy  recommended  at  the  time  because  microscopical 
examination  showed  deciduoma  malignum.  One-half  year  later 
applied  for  treatment  at  hospital  because  of  bloody  discharge; 
loss  in  weight.  Microscopical  examination  revealed  deciduoma 
malignum.  Hysterectomy  performed.  Small  masses  in  uterus 
found.  A'ofe.— Slow  progress  of  the  disease.  Operation  one 
and  a  half  years  after  mole  abortion.  The  disease  diagnosed 
one  year  after  abortion.  Patient  recovered.  No  metastases. 
]\Iicroscopical  examination  showed  syncytial  masses  and  Lang- 
hans cells. 

117.  Lindfors.^"     Patient  aged  22  years.     After  normal  de- 
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livery  in  July.  1900,  had  a  small  vaginal  tumor  removed  from 
anterior  -wall  in  September,  1900,  which  proved  to  be  metastatic 
syncytioma  malignum.  Scrapings  from  uterus  revealed  nothing 
abnormal.  Uterus  not  removed.  AYell  in  December,  1900.  In 
April,  1901,  appeared  again  for  treatment  for  cough  and  expec- 
toration, and  died  April  8.  Autopsy :  Effusion  in  the  left  pleu- 
ra ;  tumor  occupjnng  left  lung ;  deposits  in  the  right  lung,  spleen, 
brain,  liver,  kidneys,  and  intestines;  uterus  and  general  organs 
normal.  Microscopical  examination:  Chorio-epithelioma  malig- 
num.   ■ 

118.  Bruce  and  luglis."^  Patient  aged  22  years.  One  child. 
Amenorrhea  five  months,  then  constant  hemorrhage,  followed  by 
discharge  of  hydatid  mole  January  28,  1901.  Uninterrupted  re- 
covery. Discharged  February  7.  June  23,  was  seized  with  an 
epileptic  fit  and  died  three  days  later.  Autopsy  showed  two 
tumors  in  anterior  wall  and  nodules  in  lungs.  There  were  one 
large  and  several  smaller  blood  clots  in  occipital  lobe,  also  tumor 
in  uterus.  Primary  tumor  and  metastatic  deposits  showed,  mi- 
croscopically, syncytial  masses  and  Langhans  cells. 

119.  McDonald."*'  Patient  30  years  old:  married  seven 
years;  had  two  children,  the  last  five  months  previous  to  ad- 
mission. Miscarriage  three  weeks  previous  to  admission.  Curet- 
ted twice  for  severe  hemorrhage,  bringing  away  placental  tis- 
sue. On  admission  to  hospital,  growth  found  in  anterior  wall  of 
vagina,  also  growth  springing  from  fundus  of  uterus.  Patient 
died  of  exhaustion;  no  autopsy.  Microscopical  examination  of 
primary  tumor  showed  both  syncytial  cells  as  well  as  decidual 
cells. 

120.  Horrocks.""  Patient  aged  40  years;  multipara.  Abor- 
tion in  1898,  and  doubtful  history  of  another  in  October,  1900. 
Admitted  to  hospital  ]\Iarch  4,  1901.  Vaginal  hysterectomy 
March  8,  1901.  Made  good  recovery.  Left  hospital  in  four 
months.  Two  months  later  was  seized  with  hemorrhage  and  died 
at  home.  No  autopsy.  A  rounded,  irregular  raised  area  found 
in  anterior  of  uterus,  extending  through  uterine  wall  and  peri- 
toneum. Microscopically,  composed  chiefly  of  syncytial  masses 
and  also  decidual  cells. 

121.  Winkler"®  (Case  I.).  Patient  aged  33  years.  Married 
eight  years ;  three  normal  births,  last  four  years  previously.  For 
four  months  irregular  hemorrhage.     Tumor  size  of  child's  head 

.  felt  above  symphysis,  apparently  attached  to  uterus.  Patient 
has  had  a  cough,  expectoration,  and  dyspnea.  Infiltration  over 
left  lung.  Autopsy  showed  deciduoma  malignum  of  fundus, 
hydrothorax,  metastases  in  lungs,  cervix,  uterus,  and  vagina. 
Microscopical  examination:  Svncytial  masses  and  decidual  cells. 

122.  Winkler"®  (Case  II.)*  Patient  26  years  old.  Mole  ex- 
pelled one  year  previously.  Recently  pain  and  swelling  in  abdo- 
men. Tumor  found  in  uterus,  metastatic  deposits  in  vagina 
and  broad  ligament.     Uterus  reaches  as  high  as  umbilicus,  ad- 
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herent  to  intestines.  Patient  died  one  year  after  expulsion  of 
a  mole;  death  due  to  new  growth  in  uterus  and  lungs.  Micro- 
scopical examination  of  tumor :  Decidual  and  syncytial  cells. 

1^3.  Brothers^^''  (from  Boldt's  clinic).  Patient  aged  24  years. 
Family  history  negative.  In  June,  1899,  eight-weeks  abortion. 
In  June,  1900,  after  missing  a  period^  hemorrhage  and  curettage. 
Another  hemorrhage  two  and  a  half  weeks  later.  August  21. 
uterus  curetted,  small  mass  removed.  ]\Iass  pronounced  myxo- 
ma on  microscopical  examination.  September  30,  another  pro- 
fuse hemorrhage.  October  25,  incomplete  curettage  on  account 
of  severe  hemorrhage.  October  26,  1900,  vaginal  hysterectomy. 
Patient  recovered. 

124.  Holzapfel.^-''  Patient  aged  37  years.  Two  years  pre- 
viously an  abortion  in  third  month;  for  three  months  subse- 
quently regular  menstruation,  then  irregular.  December,  1900. 
vaginal  hysterectomy.  Tumor  size  of  walnut  in  posterior  wall 
of  uterus.     Uterine  tumor  had  no  connection  with  mucosa. 

125.  Kworostansky^-^  (Case  I.).  Patient  aged  27  years;  two 
children,  last  child  January,  1897.  In  September,  1899,  admit- 
ted to  hospital  for  irregular  menstruation.  Uterus  slightly  en- 
larged, OS  patulous,  mass  protruding  from  os.  Diagnosis:  In- 
complete abortion.  Curetted  and  discharged.  Uterine  hemor- 
rhage four  weeks  later.  Examination  revealed  small  tumor  irj 
anterior  wall  of  uterus.  After  removal  examination  showed 
syncytioma  maligiium.  Vaginal  hysterectomy.  Patient  died 
November  8,  1899.  Autopsy :  In  addition  to  the  small  tumor 
in  uterus,  metastases  in  liver,  spleen,  and  pleura.  Microscopi- 
cally: Syncytial  masses  and  Langhans  cells. 

126.  Kworostansky^-^  (Case  II.).  Patient  aged  24  years;  mar- 
ried four  years;  two  children.  In  November,  1899,  aborted  in 
sixth  month.  Some  bleeding  subsequently.  In  May,  1900,  pro- 
fuse hemorrhage,  for  which  she  was  curetted.  June  16,  another 
hemorrhage.  Uterus  found  enlarged  and  curetted.  Bronchial 
breathing  over  right  lung.  Examination  of  scrapings  showed 
syncytioma  malignum.  July  2,  vaginal  hysterectomy.  Patient 
recovered.  Lung  symptoms  disappeared.  Tumor  size  of  hazel- 
nut in  anterior  wall  of  uterus.     Syncytial  and  La!ighans  cells. 

127.  Buist^--  (Case  I.).  Patient  aged  42  years;  had  seven 
normal  pregnancies  and  two  abortions.  February  13.  1901,  had 
a  hemorrhage  and  discharged  several  cysts.  Was  then  curetted. 
From  that  time  until  April  9  had  several  severe  hemorrhages, 
but  was  again  curetted  on  that  date.  Bleeding  recurred  on 
April  24.  Hysterectomy  INIay  6.  Both  ovaries  cystic  and  size 
of  an  orange.  Died  twenty-four  days  after  operation.  No  au- 
topsy. Uterus  had  ulcerating  masses  in  anterior  wall  composed 
of  Langhans  cells  and  syncytial  masses. 

128.  Buist^--  (Case  II.).  Patient  aged  24  years.  Admitted  to 
hospital  jNIay  19.  One  child  two  years  previously.  One  abor- 
tion in  the  third  month  seven  months  previously;  had  irregular 


506  LADINSKI:    DECIDUOMA   MALIGNUM. 

bleeding  since.  Was  curetted  in  May,  1900,  and  was  discharged. 
A  month  after  curettage  had  uterine  hemorrhage.  August  24, 
operated  on  for  tumor  in  right  iliac  fossa  connected  with  the 
uterus.  Uterus  and  tumor  removed.  Patient  died  of  exhaus- 
tion two  months  later.  Family  history :  Father  and  ten-year-old 
brother  died  of  malignant  growths  in  abdomen.  Metastases  in 
right  lung,  liver,  kidneys,  pancreas,  heart,  and  left  ovary.  Mi- 
croscopically :  Langhans  cells,  but  no  syncytial  masses. 

129.  Langhans^^^  (Case  I.).  Patient  39  years  old;  six  chil- 
dren^ the  last  four  years  previously.  No  menstruation  since 
September,  1899.  Examination  January  20,  1900.  Uterus 
reaches  umbilicus.  Uterine  hemorrhage.  Mole  removed.  Bleed- 
ing continued.  March  18,  mass  filled  uterus.  May  16,  profuse 
hemorrhage.  September  4,  death  jMicroscopical  examination: 
Decidual  cells,  syncytial  masses. 

130.  Langhans^-^  (Case  II.).  One  child,  normal  delivery, 
July  12,  1898.  Menstruated  again  in  August  and  September. 
Six  weeks  later  profuse  hemorrhage.  Subsequent  to  this  irregu- 
lar bleeding  and  weakness.  Examination  June,  1899,  irregular 
mass  in  cervical  canal.  Microscopical  examination  of  mass  shows 
chorio-epithelioma.  July  31,  1899,  extirpation  of  uterus.  Pa- 
tient healthv  in  August,  1900. 

131.  Langhans^-^'  (Case  III.).  Patient  29  years  old;  admitted 
May  16,  1900.  Normal  delivery  s,ix  months  previously,  then 
menstruation  regular  until  January,  followed  by  profuse  irreg- 
ular bleeding.  In  April  noticed  vaginal  tumor.  Growth  re- 
moved and  patient  got  well.  Bleeding  recurred.  Tumor  ap- 
peared again  on  May  16.  June  4,  uterine  hemorrhage;  explo- 
ration of  uterine  cavity  shows  excrescences  on  the  left  wall  of 
uterus.  Curettage.  Microscopical  examination  of  the  scrapings 
showed  no  sign  of  chorio-epithelioma.  June  23,  walnut-sized  ele- 
vation in  fundus  of  uterus.  Microscopical  examination  of  speci- 
men: Syncytial  and  Langhans  cells.     Patient  recovered. 

132.  Langhans^-^  (Case  IV.).  Patient  30  years  old.  Admit- 
ted July  6,  1899.  Had  had  three  children,  last  1897.  Last 
menstruation  February,  1899.  In  April,  profuse  hemorrhage 
and  discharge  of  mole.  Since  then  bleeding,  no  pain.  Curet- 
tage. Microscopical  examination  of  scrapings  showed  chorio-< 
epithelioma.     July  16,  extirpation  of  uterus. 
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ANATOMY  OF  THE  MENSTRUATING  UTERUS.' 


PALMER  FINDLEY,  M.D., 
Associate  in  Gynecology  and  Obstetrics,   Rusb  Medical  College.   Chicago. 


(With    Plate.) 


KuNDRAT  and  Engelmann  were  the  first  to  record  anatomical 
observations  on  the  menstruating  uterus.  These  observations 
were  made  on  cadavers  in  which  the  endometrium  of  the  uterine 
body  had  undergone  fatty  degeneration  and  the  surface  epithe- 
lium was  exfoliated. 

Later  AYilliams  made  postmortem  examinations  of  twelve 
menstruating  uteri.  Nine  of  the  twelve  cases  died  of  acute 
infectious  diseases.  He  found  fatty  degeneration  of  the  mu- 
cosa of  the  uterine  body,  as  did  Kundrat  and  Engelmann,  and 

'Read  before  the  Chicago  Gynecological  Society,  January  17,  1902. 
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stated  that  the  entire  mucosa  down  to  the  musculature  was  ex- 
foliated, that  following  menstruation  the  mucosa  was  regenerated 
from  the  musculature. 

Leopold  recognized  the  observations  of  Kundrat,  Engelmaun, 
and  AVilliams  as  faulty,  in  that  the  changes  in  the  endometrium 
as  described  by  them  might  result  .from  the  acute  infectious  and 
chronic  wasting  diseases  which  were  the  causes  of  death.  He 
carefully  excluded  all  such,  selecting  those  of  normal  menstrual 
type.  He  failed  to  observe  fatty  degeneration  of  the  mucosa, 
but  agreed  that  the  surface  epithelium  Avas  shed  in  the  menstrual 
process.  He  does  not  state  how  long  after  death  the  sections 
were  made,  or  the  method  of  preparing  the  specimens.  Within 
a  few  hours,  certainly  within  twenty-four  hours,  after  death  or 
hysterectomy  the  surface  epithelium  undergoes  degenerative 
changes  and  may  be  wholly  lacking  in  microscopic  sections. 

It  was  Moricke  who  first  excluded  the  possibility  of  post- 
mortem and  postoperative  changes  in  the  uterus  by  examining 
scrapings  from  the  normal  menstruating  uterus.  He  curetted 
and  made  microscopic  examinations  of  forty-five  menstruating 
uteri  in  all  stages  of  menstruation.  In  every  instance  the  sur- 
face epithelium  was  found  intact.  In  two  additional  cases 
Lohlein  reported  similar  findings. 

Westphalen  also  made  a  series  of  examinations  of  scrapings  of 
the  mucosa  during  the  various  stages  of  menstruation.  In  every 
case  where  the  mucosa  was  normal  the  entire  mucosa  was  well 
preserved;  in  morbid  conditions  of  the  mucosa  part  or  all  of 
the  surface  epithelium  was  shed.  -Handle  confirmed  these  find- 
ings. 

The  most  elaborate  observations  were  carried  out  by  Gebhard 
in  Berlin.  He  not  only  examined  scrapings,  but  also  sections 
of  uteri  removed  during  the  menstrual  period  for  lesions  not 
involving  the  endometrium.  He  classifies  the  anatomical  changes 
into  three  stages : 

1.  The  stage  of  premenstrual  congestion,  in  which  the  capil- 
laries of  the  mucosa  are  congested;  a  serous  or  sero-sanguineous 
exudate  infiltrates  the  stroma  of  the  mucosa,  widening  the  inter- 
cellular spaces ;  later  the  blood  leaves  the  capillaries  and  infil- 
trates the  stroma,  gravitating  in  the  direction  of  least  resistance, 
i.e.,  toward  the  uterine  cavity,  and  forming  a  collection  of  blood 
beneath  the  surface  epithelium. 

2.  The  stage  of  active  hemorrhage,  in  which  the  blood  is 
forced  between  the  epithelial  cells  into  the  uterine  cavity;  here 
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and  there  the  epithelium  is  lifted  from  its  bed,  the  continuity  of 
the  surface  is  broken,  and  bits  of  epithelium  are  accidentally 
broken  off  and  are  carried  with  the  menstrual  flow.  Blood  may 
also  find  its  way  into  the  gland  lumina. 

3.  The  stage  of  postmenstrual  involution,  in  which  the  blood 
vessels  become  less  engorged;  blood  is  no  longer  extravasated 
into  the  connective-tissue  spaces ;  the  blood  left  in  the  stroma  is 
slowly  absorbed;  the  surface  epithelium  lifted  from  its  bed 
resumes  its  former  place,  and  lost  epithelium  is  rapidly  regener- 
ated from  adjacent  epithelial  surfaces. 

These  three  stages  are  represented  in  the  accompanying  plate. 
The  sections  here  illustrated  were  taken  from  specimens 
removed  by  Dr.  J.  Clarence  Webster  in  the  Presbyterian  Hos- 
pital. Five  hysterectomies  were  performed  by  Dr.  Webster 
during  the  various  stages  of  menstruation.  In  the  three 
cases  from  which  these  specimens  were  taken  the  menstrual  type 
was  normal;  in  the  other  two  there  was  an  excessive  menstrual 
flow  resulting  from  endometritis  associated  with  fibroids.  Sec- 
tions from  the  last  two  are  not  presented  because  of  the  morbid 
state  of  the  endometrium;  in  them  the  surface  epithelium  was 
not  seen. 

Immediately  upon  removal  the  uterus  was  placed  in  salt  solu- 
tion, taken  to  the  laboratory,  and  placed  in  Zenker's  solution 
for  twenty-four  hours.  Sections  were  then  made  from  various 
parts  of  the  endometrium,  from  the  tube  and  cervix;  they  were 
then  carried  through  the  usual  technique  in  preparing  celloidin 
sections. 

Figure  1  represents  a  specimen  removed  twenty-six  hours  after 
the  onset  of  the  menstrual  flow.  It  corresponds  to  the  first 
stage  of  Gebhard.  The  capillaries,  which  are  rarely  visible  in 
the  intermenstrual  period  of  the  normal  uterus,  are  here  shown 
to  be  widely  dilated;  a  sero-sanguineous  exudate  permeates  the 
stroma,  widening  the  intercellular  spaces;  these  changes  are 
more  marked  near  the  surface.  The  glands  are  not  afl:'ected,  and 
the  surface  epithelium  is  intact  and  apparently  normal. 

Figure  2  represents  a  specimen  removed  on  the  third  day  of 
menstruation,  and  corresponds  to  the  second  stage  of  Gebhard. 
The  "subepithelial  hematoma"  is  well  marked;  the  surface 
epithelium  is  lifted  from  its  bed  by  the  blood  beneath ;  here  and 
there  the  blood  has  burst  through  the  epithelial  covering  and 
has  carried  away  with  it  small  bits  of  epithelium.  Fatty  degen- 
eration of  the  mucosa  is  not  in  evidence. 
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Figure  3  represents  a  specimen  removed  the  day  following 
the  cessation  of  the  menstrual  flow ;  it  corresponds  to  the  third 
stage  of  Gebhard.  The  blood  vessels  are  less  engorged  than,  in 
the  preceding  specimen;  the  blood  extravasated  into  the  stroma 
is  less  in  amount  and  does  not  give  the  appearance  of  fresh 
blood.  The  surface  epithelium  is  intact  and  closely  adherent 
to  the  stroma. 

In  all  five  cases  the  tubes  show  no  changes  and  the  cervix  is 
somewhat  congested.  The  anatomical  changes  characterizing 
menstruation  are  confined  to  the  mucosa  of  the  uterine  body. 

"While  our  knowledge  of  the  physiology  of  menstruation  is  far 
from  exact,  we  are  in  possession  of  well-established  facts  relating 
to  the  anatomy  of  the  menstruating  uterus.  Moricke,  Handle, 
Gebhard,  Herzog,  and  others  have  demonstrated  beyond  dis- 
pute, as  do  these  specimens  here  presented,  that  menstruation  is 
not  a  shedding  process,  that  the  loss  of  epithelium  is  purely  acci- 
dental and  limited.  Previous  observations  were  at  fault  in  the 
technique  of  preparing  the  sections,  and  in  the  selection  of 
material  which  had  undergone  cadaveric  changes,  and  degener- 
ative changes  common  to  infectious  and  chronic  wasting  diseases. 
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A  NEW  SYMPTOM  IN  THE  DIAGNOSIS  OF  DYSTOCIA  DUE 
TO  A   SHORT   UMBILICAL   CORD.^ 


SAMUEL  M.  BRICKNER,  A.M.,  M.D., 
New  York. 


(With  two   illustrations.) 


Since  the  early  part  of  the  last  century  there  has  been  no 
question  as  to  the  difficulties  to  birth  offered  by  a  short  um- 
bilical cord;  nor  does  it  matter  much  whether  the  cord  is  natu- 
rally or  absolutely  short,  as  it  is  called  when  it  is  inherently  so, 
or  whether  it  is  relatively  or  accidentally  short,  as  it  is  termed 
when  the  cord  is  coiled  about  the  fetus.  When  a  birth  is  de- 
layed for  a  reason  Avhich  is  not  easily  discoverable  by  the  ac- 

^Read  at  the  annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York,  January  29,  1902. 
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coucheur,  when  he  knows  that  all  the  elemental  factors  as  to  the 
size  of  the  child,  the  capacity  of  the  pelvis,  the  strength  of  the 
uterine  contractions,  etc.,  are  in  harmonious  relation,  the  diag- 
nosis of  the  cause  may  remain  unrecognized  until  the  birth  act  is 
nearly  completed,  when  it  may  be  found  to  be  due  to  an  um- 
bilical cord  of  minimal  length,  or  to  one  wound  so  closely  about 
the  fetus  that  it  becomes,  by  virtue  of  this  fact,  a  short  cord. 
Up  to  the  present  time  no  absolutely  characteristic  sign  has  been 
knoMTi  by  which  it  is  possible  to  recognize  an  umbilical  cord 
either  inherently  or  accidentally  short.  Several  symptoms  have 
been  described,  to  which  I  shall  have  occasion  to  refer  later ;  but 
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Fig.   1. — First    stage    of    labor ;    position    of   bladder    and    urethra    unchanged. 
After  Dakin. 


from  a  careful  study  of  two  cases,  an  analysis  of  which  I  shall 
presently  give,  I  believe  that  I  have  observed  a  symptom  which 
is  easily  interpretable,  which  is  significant  of  the  condition  and 
of  no  other,  and  Avliich  is  logically  explicable  on  anatomical  and 
physiological  grounds. 

This  symptom  consists  in  the  frequent,  jerky  discharge  of 
urine  in  the  intervals  of  the  pains  of  the  second  stage — an  act 
which  is  repeated  as  soon  as  the  pain  dies  out,  and  is  kept  up 
until  the  fetal  head  reaches  the  vulva. 

A  moment's  consideration  of  the  anatomy  of  the  soft  parts 
at  the  beginning  of  the  second  stage  of  labor  will  make  the  ex- 
33 
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planation  of  the  symptom  clear.  By  the  time  that  the  second 
stage  has  become  established  the  bladder  lies  entirely  above  the 
pubis.  As  the  second  stage  proceeds  to  its  natural  termination 
by  the  advance  of  the  fetal  head,  the  bladder  becomes  tightly 
pressed  against  the  symphysis,  lying  parallel  with  it.  At  this 
time  the  urethra  becomes  compressed  and  elongated.  To  illus- 
trate clinically  the  truth  of  this,  I  may  mention  how  notoriously 
impossible  it  is  to  catheterize  a  patient  at  this  time,  and  how 
equally  impossible  it  is  for  the  patient  to  urinate  spontaneously. 
If,  however,  after  this  stage  is  reached,  the  head  sharply  recedes 
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Fig.  2. — Second  stage,  showing  the  altered  position  of  the  bladder,  and  the 
thickening  of  the  uterine  wall  just  above  the  bladder.  A  little  later  the  urethi-a 
will  become  compressed  and  elongated  when  the  head  begins  to  compress  the 
anterior  vaginal  wall.      After  Dakin. 


from  its  position— an  event  which  all  writers  agree  is  common 
to  both  varieties  of  the  short  cord — the  compression  of  the 
urethra  ceases  and  the  bladder  again  falls  forward ;  and  it  is  at 
this  juncture  that  it  empties  itself  in  the  characteristic  manner 
of  which  I  have  spoken.  That  is,  there  is  a  sudden  expulsion  of 
a  few  drops  of  urine,  all  that  has  collected  in  the  bladder  since 
the  cessation  of  the  previous  pain.  There  is  probably  no  doubt 
that  the  bladder  is  stimulated  to  this  act  by  its  alternate  com- 
pression and  relaxation,  and  that  it  is  due  to  reflex  action.  This 
intermittent  urination  takes  place  until  the  head  reaches  the 
vulva,  or  a  position  so  low  in  the  genital  tract  that  the  retractive 
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efforts  of  the  short  cord  no  longer  are  able  to  dislodge  it  to  per- 
mit of  the  falling  forward  of  the  bladder,  and  the  urethral  com- 
pression is  discontinued. 

It  adds  something  to  the  proof  of  the  strength  of  my  argu- 
ment, I  think,  that  the  two  cases  in  which  this  phenomenon  was 
observed  represented  the  two  varieties  of  a  short  cord — the  first, 
an  absolutely  short  one;  the  second,  one  wound  several  times 
about  the  fetus.  As  I  reported  the  first  instance  in  detail  in  the 
American  Journal  of  the  Medical  Sciences  for  November,  1899, 
Avhen  I  first  described  this  symptom,  I  shall  give  but  a  resume 
of  it  now. 

Case  I.  Elderly  primipara;  position  L.  0.  A.;  protracted  first 
and  second  stages;  short  cord;  separation  of  the  placenta  during 
labor;  postpartum  melancholia;  umbilical  hernia  in  child. — Mrs. 
E.  G.  B.,  aged  34  years,  married  eight  years,  primigravida. 
Menstruation  has  always  been  regular  but  painful.  There  is  no 
family  or  personal  history  of  importance.  There  is  no  history 
of  syphilis.  The  last  menses  appeared  February  22,  1895.  The 
predicted  date  of  confinement  was  November  29,  1895.  The 
pregnancy  was  uneventful.  The  urine  was  negative  throughout. 
The  feet  and  hands  were  somewhat  swollen  toward  the  end  of 
the  gestation,  but  there  was  no  general  edenla.  The  patient  was 
a  stout  woman,  but  not  inordinately  so;  she  was  phlegmatic, 
stupid,  and  exceedingly  irritable.  The  pelvic  measurements 
showed  a  pelvis  somewhat  larger  than  usual. 

On  December  3,  1895,  she  had  a  few  false  pains,  with  the  dis- 
charge of  some  fluid,  which  I  had  no  opportunity  of  seeing.  At 
8  P.M.  December  6  labor  began  with  infrequent  and  weak  pains, 
and  the  patient  remained  in  this  condition  until  1  p.m.  of  Decem- 
ber 7,  when  she  complained  greatly  of  fatigue  and  begged  to  have 
the  child  taken  from  her.  She  was  given  a  hypodermatic  of 
one-quarter  of  a  grain  of  morphine,  after  which  she  slept  for  two 
and  one-half  hours.  At  5  :40  p.m.  labor  pains  again  started  in, 
weak  and  infrequent.  The  fetal  heart  was  then  bealitig  at  the 
rate  of  140.  At  10  p.m.  the  patient  was  given  fifteen  grains  of 
the  muriate  of  quinine.  In  half  an  hour  the  pains  had  become 
much  stronger  and  more  frequent.  The  cervix  had  almost  dis- 
appeared, and  at  11 :30  p.m.  the  membranes  were  artificially  rup- 
tured, in  the  hope  of  hastening  delivery.  It  was,  however,  2  a.m. 
December  8  before  the  patient  was  fully  in  the  second  stage. 
The  pains  were  now  frequent  and  expulsive,  and  again  and  again 
the  head  could  be  seen  at  the  vulva,  only  to  be  retracted  as  soon 
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as  the  uterine  contraction  ceased.  In  the  intervals  between 
pains,  as  well  as  during  a  pain,  bright  arterial  blood  constantly 
escaped,  but  not  in  sufficient  quantity  to  cause  alarm  or  to 
weaken  the  patient.  During  the  entire  second  stage  the  patient 
complained  of  pain  over  the  left  side  of  the  uterus,  at  a  point 
where  I  subsequently  located  the  placenta.  She  urinated  fre- 
quently during  the  beginning  of  the  second  stage,  between  pains, 
passing  a  small  quantity  of  urine  at  a  time.  At  5  :30  a.m.  a  male 
child,  weighing  six  and  three-quarter  pounds,  was  born,  the  head 
being  peeled  out  of  the  labia  and  firmly  held,  despite  the  efforts 
of  retraction,  which  ceased  when  the  biparietals  were  in  the 
vulva.  The  child  was  somewhat  asphyxiated,  having  passed 
meconium  for  twenty  minutes  previous  to  its  birth  and  being 
covered  with  it.  It  was  easily  resuscitated,  the  cord  being  tied  at 
once. 

The  hand  placed  over  the  fundus  immediately  after  the  birth 
of  the  child  could  easily  feel  the  placenta  at  its  insertion  on  the 
left  side  of  the  uterus  about  midway  between  the  fundus  and 
the  cervix.  It  was  expelled  with  such  ease  twenty  minutes  later 
that  I  was  convinced  at  the  time  that  it  had  been  lying  loose  in 
the  uterus — an  opinion  which  was  confirmed  by  finding  its  ma- 
ternal surface  covered  \\dth  a  large  and  moderately  thick  clot. 
This  condition  also  made  clear  the  source  of  the  hemorrhage  of 
arterial  character  during  labor.  The  cervix,  I  might  add,  had 
not  been  torn.  The  placenta  was  the  seat  of  marked  calcareous 
degeneration.  The  cord  measured,  in  its  entirety,  ten  and  one- 
half  inches. 

Convalescence  was  interrupted  by  a  mild  melancholia,  which 
disappeared  in  two  weeks.  The  child  was  noticed  the  following 
morning  to  have  a  marked  protrusion  at  the  umbilicus,  which, 
after  the  dropping-off  of  the  cord,  presented  a  granulating  sur- 
face. A  month  later  it  looked  like  a  small  collar  button.  Under 
the  application  of  the  solid  silver  stick  and  a  compressing 
bandage  it  disappeared  in  four  months.  This  protrusion  was  at 
first  thought  to  be  a  Meckel's  diverticulum,  but  a  careful  sub- 
sequent examination  proved  it  to  be  an  umbilical  hernia.  I  be- 
lieve that  it  was  the  direct  result  of  the  tremendous  tension  ex- 
erted upon  the  cord  and  its  attachments  at  both  ends  during 
labor. 

The  delay  in  both  the  first  and  second  stages  can  be  credited 
without  harshness,  I  believe,  to  the  extreme  brevity  of  the  cord. 
The  fact  that  the  patient  was  an  elderly  primipara,  who  was 
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somewhat  stout,  may  have  been  an  element  of  delay  in  the  first 
stage,  but  it  would  be  going  far  afield  to  attribute  all  the  symp- 
toms—the pain  over  the  placental  site,  the  arterial  bleeding  dur- 
ing labor,  the  recession  of  the  head  between  pains,  the  frequent 
urination  between  pains,  the  umbilical  hernia  of  the  child— to 
anything  but  the  fact  that  the  cord  was  abnormally  short,  so 
short,  in  fact,  that  the  child  could  just  be  born  without  artificial 
assistance. 

Case  II.  3Iultipara;  position  L.  0.  A.;  protracted  first  stage 
due  to  early  rupture  of  membranes;  protracted  second  stage; 
cord  tivice  about  neck,  once  about  shoulder;  partial  separation 
of  placenta. — IMrs.  ]M.  D.  B.,  23  yeai-s  of  age.  She  had  one  child 
three  years  ago,  born  with  forceps.  The  cause  of  delay  in  this 
instance  was  probably  due  to  uterine  inertia.  She  was  attended 
on  this  occasion  by  Drs.  Coe  and  Jarman.  Last  menses  Feb- 
ruary 7,  1901.  In  March  the  patient  presented  herself  with  a 
retroverted  gravid  uterus.  The  uterus  was  reduced  and  a  Hodge 
pessary  inserted,  which  was  worn  until  the  fourth  month  of 
pregnancy.  The  pregnancy  was  otherwise  uneventful,  except 
for  occasional  nausea.  The  urine  was  negative  throughout,  the 
urea  constant,  and  no  abnormal  elements  present.  The  pre- 
dicted date  of  confinement  was  November  18. 

On  November  8,  1901,  the  membranes  ruptured  spontaneously 
at  4  A.M.  Labor  pains  came  on  soon  afterward  and  were  vigor- 
ous from  the  start.  Owing  to  the  dry  labor,  the  cervix  was  not 
wholly  dilated  until  9  p.m.,  when  it  was  noticed  that  with  the 
cessation  of  each  labor  pain  the  head  receded  sharply  and  that 
.  there  was  a  slight  flow  of  urine.  This  condition  continued  for 
nearly  three  hours,  the  urination  being  an  almost  constant  accom- 
paniment of  the  cessation  of  each  pain.  It  was  interesting  to  note 
that  when  the  pains  succeeded  each  other  very  rapidly,  as  they 
sometimes  did,  there  was  usually  no  escaping  urine,  the  reason 
being  that  none  had  collected  in  the  bladder  in  the  short  inter- 
val. From  11  o'clock  on  there  was  also  a  slight  flow  of  bright 
red  blood  as  each  pain  died  out,  and  the  patient  complained  of 
pain  over  the  right  side  of  the  uterus.  From  these  s^Tuptoms, 
especially  from  the  striking  discharge  of  urine,  I  made  a  diag- 
nosis of  a  short  cord  at  this  time.  AA^hen  the  head  became  very 
low  in  the  vagina  the  recession  ceased  and  the  urination  like- 
wise, but  there  was  still  an  occasional  flow  of  blood.  The  birth 
of  the  head  took  place  at  1 :50  a.m.  November  9,  and  the  cord  was 
found  twice  tightly  coiled  about  the  neck  of  the  child.  It  was 
impossible  to  pull  it  over  the  head  and  it  was  therefore  clamped 


518  BRICKNER:    DYSTOCIA   DUE   TO    SHORT    CORD. 

in  two  places  and  cut.  The  birth  proceeded  without  difficulty, 
but  the  cord  was  also  coiled  over  the  left  shoulder.  The  child 
was  somewhat  asphyxiated,  but  was  easily  resuscitated.  The 
placenta  was  removed  fifteen  minutes  later  by  expression  and 
was  seen  to  have  a  considerable  hemorrhage  upon  a  portion  of 
its  maternal  surface,  indicating  a  partial  separation.  The  total 
length  of  the  cord  w^as  twenty-two  inches. 

These  two  cases  demonstrate  clearly,  it  seems  to  me,  the  cor- 
rectness of  the  assumption  that  when  we  observe  frequent  urina- 
tion in  the  intervals  of  pain  during  the  second  stage,  mth  reces- 
sion of  the  head,  we  may  safely  diagnosticate  a  short  or  a  short- 
ened cord. 

The  question  naturally  suggests  itself,  what  is  a  short  cord? 
In  reply  we  must  admit  that  the  relative  length  or  shortness  of 
the  umbilical  cord  cannot  be  fixed.  A  cord  which  will  allow  of 
easy,  unassisted  birth  in  one  case  would  in  another  be  too  short 
to  permit  of  birth  without  help.  To  be  a  factor  in  the  delay  of 
labor  the  cord  must  be  so  short,  measured  from  the  umbilicus  to 
its  placental  insertion,  that  the  child  cannot  be  born  without  one 
of  several  accidents  being  likely  to  happen.  It  is  now  quite  gen- 
erally agreed  that  ten  inches  is  the  minimal  length  of  a  cord 
which  will  allow  birth  to  go  on  to  its  natural  end  without  an  ac- 
cident. These  accidents  may  be :  rupture  of  the  cord  at  any 
point  in  its  length,  but  usually  at  its  umbilical  insertion ;  inver- 
sion of  the  uterus,  or,  as  happened  in  the  first  case,  an  umbilical 
hernia  in  the  child. 

The  placental  location  aids  in  determining  the  relative  length 
or  shortness  of  the  cord.  If  the  placenta  lies  low  in  the  uterus, 
a  cord  which  would  prove  too  short  were  it  higher  in  the  uterine 
cavity  is  sufficiently  long  to  permit  of  the  birth  of  the  fetus,  and 
vice  versa.  The  central  or  marginal  insertion  of  the  cord  also 
plays  an  important  role. 

From  a  study  of  the  literature  it  seems  correct  to  state  that 
the  cord  will  break  under  a  strain  of  between  eight  and  nine 
pounds,  and  that  the  force  of  the  uterine  contractions  during 
expulsive  pains  is  about  forty  pounds,  as  given  by  Herman.  It 
is  therefore  eAndent  that  the  cord  must  be  long  enough  during 
birth  to  allow  the  child's  umbilicus  to  reach  the  vulva  and 
slightly  beyond  it.  or  it  will  break,  or  will  tear  the  cord  from  its 
umbilical  insertion,  or  will  tear  the  placenta  from  its  place,  pro- 
ducing hemorrhage  and  death  of  the  fetus,  or  uterine  inversion. 
The  average  length  of  the  parturient  canal,  as  given  by  Negrier, 
at  the  time  of  the  expulsion  of  the  fetus,  is  eieht  and  three- 
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quarter  inches,  so  that  we  may  assume  that  the  limit  of  safety 
for  the  length  of  the  cord  is  about  ten  inches — that  is,  a  cord 
shorter  than  this  would  result  in  an  accident  of  some  kind.  Kal- 
tefabach  believes  that  a  cord  of  eight  inches  (twenty- two  centi- 
metres) is  the  limit  of  safety  if  the  placenta  has  a  low  insertion 
into  the  uterus,  while  if  the  placental  insertion  is  at  the  fundus 
he  says  the  cord  should  be  at  least  thirteen  inches  (thirty-five 
centimetres)  in  length.  On  purely  anatomical  grounds,  how- 
ever, we  have  seen  that  ten  inches  is  not  too  long  for  an  umbilical 
cord.  We  might  phrase  the  matter  so,  that  a  cord  to  allow  of 
absolute  safety  to  mother  and  child  should  be  at  least  ten  inches 
in  length  from  the  vulva  to  its  placental  insertion. 

V^e  must  give  some  consideration  to  the  literature  on  the  sub- 
ject. Cases  of  a  short  or  a  shortened  cord  have  been  recorded  by 
almost  every  writer  on  obstetric  themes.  Early  in  the  nine- 
teenth century  Jorg,  of  Germany,  and  Denman  noted  the  diffi- 
culties which  were  inherent  in  a  short  cord.  Since  that  time 
their  observations  have  been  confirmed  by  numerous  writers. 
Duncan,  Lamare,  Kaltenbach,  Miiller,  Negrier,  Turnbull,  Her- 
man, Davis,  and  King  have  written  considerably  on  the  subject. 
In  the  thorough  search  of  the  literature  rendered  necessary  by 
the  writing  of  this  paper,  I  have  failed  to  find,  however,  any 
mention  of  the  symptom  to  which  I  have  called  your  attention— 
the  frequent  urination  between  pains  in  the  intervals  of  the  sec- 
ond stage. 

Probably  the  most  characteristic  phenomenon  to  be  attributed 
to  the  short  cord  is  the  recession  of  the  head  with  the  dying  out 
and  disappearance  of  each  pain.  This  is  so  striking,  and  so 
much  more  pronounced  than  the  recession  which  naturally  fol- 
lows the  cessation  of  uterine  contraction  during  normal  labor, 
that  it  arrests  attention  at  once.  It  is  not  a  slow  retraction  as 
we  ordinarily  see,  but  a  jerky  drawing  back  of  the  head.  Dur- 
ing labor  the  entire  parturient  canal  diminishes  in  length  -with 
the  advent  of  uterine  pains,  increasing  in  length  as  the  uterus 
relaxes,  so  that  in  all  cases  the  head  naturally  recedes  after  a 
certain  advance.  When,  however,  in  addition  to  the  natural  re- 
cession, there  is  added  the  elastic  pull  of  an  umbilical  cord  which 
mil  not  permit  the  fetus  to  retain  the  full  advance  it  has  made, 
it  is  evident  that  not  only  will  the  head  recede  with  the  end  of 
each  pain,  but  that  this  recession  will  be  so  rapid  and  so  con- 
stant that  it  wiU  offer  a  striking  feature  in  the  delay  of  labor. 

Duncan  places  considerable  stress  upon  the  complaint  of  pain 
by  the  patient  over  the  placental  area,  and  depression  over  the 
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placental  site,  especially  during  the  pull  exerted  by  the  forceps. 
This  is  noted  in  other  cases  when  the  forceps  is  applied,  and 
may  be  due  to  peritoneal  stretching.  It  is  natural,  when  the 
cord  is  short,  to  expect  pain  over  the  placenta,  since  it  under- 
goes a  pull  or  tug  with  each  succeeding  contraction  of  the 
uterus ;  for,  although  the  entire  genital  canal  diminishes  in  length 
with  each  pain,  the  child  advancing  despite  the  shortness  of  the 
cord,  the  tendency  is  present  for  the  placenta  to  become  freed 
from  its  uterine  attachment.  Actual  ablatio  placentce  occurs 
when  the  cord  is  exceedingly  short  in  all  those  instances  in  which 
the  umbilical  insertion  does  not  give  way.  Partial  separation 
occurred  in  both  of  my  own  cases.  The  fact  that  the  recession  of 
the  head  ceased  upon  the  birth  of  the  biparietals  in  the  first  case 
was  unquestionably  to  be  attributed  to  the  loosening  of  the 
placenta  and  the  consequent  absence  of  further  resistance. 

Bleeding  during  labor  which  does  not  come  from  a  placenta 
previa,  or  a  torn  cervix,  or  a  tear  in  the  vagina,  should  always 
direct  attention  toward  the  afterbirth.  When  the  combination 
of  symptoms  is  such  as  has  been  included  in  the  present  de- 
scription, the  cause  may  not  unfruitfully  be  sought  in  a  short 
cord.  The  bleeding  will  then  appear  in  the  absence  of  pains  as 
well  as  when  the  uterus  is  contracting. 

It  might  well  be  expected,  in  a  condition  in  which  there  is  an 
opposing  influence  on  the  accession  of  each  pain  to  the  advance 
of  the  fetus,  that  exhaustion  of  the  uterus  would  ensue  as  a  con- 
sequence; and,  indeed,  Napier  regards  uterine  inertia  as  the 
symptom  of  a  short  cord — that  this  was  lacking  in  my  last  case 
does  not  militate  against  its  probability. 

Denman,  who  is  followed  by  King,  lays  stress  upon  another 
symptom  of  a  short  cord — the  relief  experienced  by  the  patient's 
sitting  up,  as  though  to  avail  herself  of  the  effects  of  gravity  in 
delivering  herself  of  her  child.  This  symptom  is  of  so  varying 
a  character  that  it  is  unwise,  it  seems  to  me,  to  lay  special  em- 
phasis upon  it. 

Davis  has  recently  called  attention  to  the  possibility  of  differ- 
entiating between  a  short  cord  and  one  shortened  by  being  coiled 
about  the  fetus.  This  lies  in  the  umbilical  murmur,  which  is 
present,  he  says,  only  when  the  cord  is  coiled  about  the  child. 
After  one  has  differentiated  between  the  fetal  heart  sound,  the 
placental  bruit,  the  uterine  bruit,  and  the  mother 's  aorta,  it  must 
be  a  finely  attuned  ear  which  can  recognize  a  murmur  of  the 
cord. 
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Summing  up  the  e^ddeuce  before  us,  I  believe  that  it  is  a  per- 
fectly logical  conclusion  to  draw  that  when  we  have  the  unusual 
sjTiiptom  of  urination  or  a  discharge  of  urine  during  the  intervals 
of  p'ain  during  the  second  stage,  especially  at  the  beginning  of  the 
second  stage,  the  attention  of  the  accoucheur  should  be  directed 
toward  the  shortness  of  the  cord  as  the  probable  cause  of  this 
unusual  clinical  feature.  He  should  be  especially  suspicious  of 
this  condition  if  there  are  a  rapid  and  constant  recession  of  the 
head  during  the  intervals,  arterial  bleeding  almost  constantly, 
and  one  or  more  of  the  other  symptoms  noted. 

Briefly  to  summarize  the  diagnostic  points  in  the  order  of  their 
importance,  I  would  place  them  as  follows : 

1.  Recession  of  the  head  in  the  intervals  of  pains. 

2.  Urination  in  small  quantities  in  the  intervals  of  pain  after 
the  establishment  of  the  second  stage. 

3.  Arterial  bleeding  during  and  between  uterine  contractions. 

4.  Pain  over  the  placental  site,  especially  during  a  uterine- 
contraction  or  during  the  application  of  the  forceps. 

5.  A  desire  of  the  patient  to  sit  up. 

6.  Uterine  inertia. 
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(With   ten    illustrations.) 


There  is  probably  no  subject  in  medicine  or  surgery  which 
has  been  more  thoroughly  canvassed,  in  all  its  known  and  un- 
laiown  phases,  during  the  past  ten  years  than  inflammation  of 
the  appendix  ceci,  and  yet  there  is  hardly  a  disease  in  the  com- 
bined sciences  regarding  which  the  average  practitioner  still 
continues  to  exhibit  greater  doubt  and  hesitancy.  Notwith- 
standing that  clinical  experience  and  laboratory  research  have 
conclusively  shown  appendicitis  to  be  a  local  affection  and  in 
all  its  forms  essentially  a  surgical  disease— since  no  method  of 
medical  treatment  can  by  any  chance  reach  the  site  of  the  dis- 
turbance—hundreds of  people  are  annually  permitted  to  die 
without  even  an  attempt  having  been  made  to  save  life,  or  they 
are  brought  to  operation  after  systemic  infection  has  rendered 
surgical  interference  often  almost  worse  than  useless. 

This  wavering  mental  attitude  toward  one  of  the  most  serious 
of  somatic  affections  and  the  resulting  uncertainty  regarding 
diagnosis  leads  to  the  inauguration  of  erroneous  treatment  and 
delay  in  a  very  large  number  of  those  cases  which  ultimately 
come  under  the  hand  of  the  surgeon,  and  the  mortality  which 
is  too  often  inevitable  in  these  cases  is  consequently,  although 
unjustly,  ascribed  to  the  surgical  act,  and  not,  where  it  belongs, 
to  procrastination  and  the  disease  itself. 

The  fatal  termination  in  a  case  in  which  surgical  treatment 
has  been  too  long  deferred  is,  moreover,  productive  of  far-reach- 
ing and  baneful  results,  in  that  it  prejudices  the  community  in 
which  it  occurs  against  the  only  certain  cure  for  the  condition, 
in  consequence  of  which  many  patients  perish  refusing  ope- 
ration who  might  otherwise  be  restored  to  perfect  health. 

Unfortunately,  the  clinical  manifestations  of  acute  appendi- 
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citis  are  not  always  commensurate  with  the  mischief  going  on. 
nor  are  they  always  the  same  in  all  cases,  so  that  in  our  present 
knowledge  of  the  disease  it  is  quite  impossible  for  the  physician 
to  certainly  distinguish  between  the  simple  catarrhal  and  in- 
terstitial forms  and  those  of  a  graver  and  more  fatal  nature, 
the  ulcerative  and  gangrenous.  For  this  very  reason  it  is  in- 
cumbent upon  the  practitioner  to  recognize  the  importance  of 
the  condition  at  an  early  stage  of  the  disease  and  to  resort  to 
operative  measures  before  the  possibility  of  disaster  becomes 
apparent. 

It  has  been  urged  that  such  an  active  course  would  often 
prove  undesirable,  since  some  cases  of  appendicitis  never  suffer 
a  recurrence,  and  therefore  the  early  resort  to  surgery  would 
subject  the  patient  to  an  unnecessary  and  hazardous  procedure. 
Such  a  postulate,  however,  cannot  be  admitted,  for  operation 
at  an  early  stage  of  the  disease  is  not  in  itself  dangerous,  while, 
as  I  hope  to  show,  an  appendix  which  has  once  become  affected 
remains  permanently  crippled  and  is  a  constantly  threatening 
danger,  a  veritable  sword  of  Damocles  dangling  over  the  head 
of  the  affected  individual  and  ready  to  fall  at  the  slightest 
provocation.  Nor  is  it  any  argument  against  early  interference 
because  repeated  attacks  of  appendicitis  are  sometimes  passed 
through,  the  patient  escaping  with  his  life.  What  of  the  after- 
effects upon  the  general  health  of  the  individual — often  more 
serious  and  distressing  than  the  attack  itself;  what  of  the  eon- 
sequent  incapacity  to  the  bread-winner;  and  who  can  predict 
that  the  next  attack  may  not  prove  his  Waterloo?  Such  an  in- 
stance of  repeated  attacks,  in  which  the  patient's  life  was  not 
sacriticed,  was  seen  with  Dr.  George  Dufiield  two  years  ago. 

The  patient,  a  workingman  aged  46,  had  begun  having  attacks 
of  abdominal  pain  some  six  or  seven  years  previously.  At  first 
he  was  obliged  to  stop  work  only  for  a  day  or  two.  when  the 
acute  symptoms  would  subside,  leaving  him  in  a  more  or  less 
"sore"  condition.  With  the  repeated  attacks,  however,  the  situ- 
ation gradually  became  worse,  until  in  May,  1900,  they  finally 
culminated  in  an  explosion,  by  which  he  was  incapacitated 
for  a  period  of  six  weeks.  When  seen  in  October  of  that  year 
he  had  already  been  laid  up  for  two  days  with  his  fourteenth 
attack.  At  the  operation  the  appendix  was  found  incorporated 
in  a  dense  mass  of  adhesions  and  surrounded  by  a  couple  of 
ounces  of  thick,  inspissated  pus.  The  man  made  a  good  recovery 
and  has  remained  well  since. 
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No  one  will  deny  that  an  early  operation  in  this  instance 
would  have  prevented  much  suffering  and  would  have  added 
many  working  hours  to  the  patient's  credit.  It  is  quite  certain 
that  the  medical  treatment  of  the  case  proved  a  failure.  Cases 
of  this  kind  present  no  difficulties  in  diagnosis,  and  operation  is 
practically  devoid  of  danger. 

In  his  recent  address  before  the  Mississippi  Valley  Medical 
Association,  Wheaton  reports  from  his  own  practice  a  mortality 
of  fifty  per  cent  in  the  fulminating  form  of  appendicitis,  and 
adds  that  if  these  cases,  the  most  fatal  of  all,  could  have  been 
seen  at  the  proper  time  for  operation,  the  death  rate  would  have 
been  reduced  to  less  than  half  this  number.  From  my  own  ex- 
perience I  venture  to  state  that  the  mortality  following  opera- 
tion in  such  cases  ought  not  to  be  higher  than  ten  per  cent,  and 
this  only  in  those  insidious  instances  in  which  the  disease  has 
almost  reached  the  fatal  climax  before  the  patient  is  aware  that 
he  is  sick  at  all.     Take  such  an  instance : 

G.  W.,  a  strong,  robust  girl  aged  13,  was  seen  at  the  request 
of  Dr.  A.  H.  Bigg,  the  family  physician,  Friday,  November  30, 
1900.  Three  days  before,  Tuesday,  while  at  school,  she  had  com- 
plained of  dizziness  and  had  asked  to  go  home.  On  Wednesday 
she  again  attended  school,  but  seemed  so  ill  that  the  teacher  had 
thought  best  to  dismiss  her.  She  appeared  somewhat  dull  and 
apathetic  and  complained  of  abdominal  pain,  which  the  mother 
thought  might  be  due  to  an  approaching  menstrual  epoch,  the 
child  already  having  had  one  period  some  time  before.  On 
Thursday  the  condition  was  about  the  same,  but  on  Friday  she 
became  so  much  worse  that  Dr.  Bigg  was  sent  for  during  the 
forenoon.  At  his  visit  the  temperature  was  103.5°.  I  saw  the 
patient  at  3  o'clock  the  same  afternoon.  The  temperature  was 
then  102.4''  and  the  pulse  115.  She  had  been  given  codeine  for 
the  pain  and  tincture  of  aconite.  The  boAvels,  although  regular, 
had  been  freely  opened  the  day  before  by  a  dose  of  castor  oil 
administered  by  the  mother.  Examination  showed  the  abdomen 
slightly  distended  and  the  walls  almost  uniformly  tense.  The 
pain,  which  at  first  had  been  largely  in  the  right  iliac  region,  had 
now  become  more  general.  The  right  rectus  was  splinted  and  the 
slightest  pressure  over  the  appendical  region  elicited  great  suf- 
fering. At  this  point  an  indefinite  mass  was  distinguishable. 
Pressure  over  the  left  iliac  region  and  about  the  umbilicus  was 
also  somewhat  painful.  The  diagnosis  was  confirmed  and  the' 
patient  removed  to  Harper  Hospital  late  that  evening. 
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Operation  at  10 :45  p.m.  Abdominal  walls  moderately  thick 
and  tense.  Lateral  incision.  On  opening  the  peritoneum  about 
two  ounces  of  thin  white  pus  escaped.  Exploration  with  the 
fingfer  revealed  the  cecum  in  a  mass  of  adhesions  and  walled  off 
by  a  thick  white  membrane  from  the  neighboring  intestines, 
which  were  universally  adherent.  In  this  mass  the  appendix 
was  finally  discovered.  It  was  tied  off  with  catgut,  removed, 
and  the  stump  touched  with  carbolic  acid.  Three  distinct 
pockets  of  pus  were  also  opened  at  this  point.  To  the  left  of, 
and  somew^hat  below,  the  umbilicus  three  other  pockets,  each 
containing  an  ounce  or  more  of  pus,  were  discovered  and  evac- 
uated, and  the  surrounding  intestines,  which  were  adherent  to 
the  abdominal  wall,  carefully  separated.  No  other  collections 
of  pus  being  found  after  careful  search,  the  abdomen  was 
flushed  out  with  a  quantity  of  half -strength  peroxide  solution, 
and  this  was  immediately  followed  by  more  than  a  gallon  of 
warm  saline  solution.  A  cigarette  drain  was  then  placed  in  the 
lower  angle  of  the  wound  and  carried  to  the  bottom  of  the 
pelvis  and  the  abdomen  closed. 

Following  the  operation  the  temperature  at  once  fell  to  97.4° 
and  did  not  again  reach  higher  than  100.6°.  The  pulse,  how- 
ever, continued  bad,  and  the  patient  steadily  sank  and  died 
twenty-nine  hours  later.  Macroscopically  the  appendix  was 
greatly  enlarged  and  its  walls  were  much  thickened  and  generally 
gangrenous.  Its  lumen  was  filled  with  pus  and  there  were  three 
or  four  concretions,  the  largest  of  which  was  half  an  inch  long 
and  the  size  of  a  small  lead  pencil.  The  concretions  were  hard 
and  contained  salts. 

When  pockets  of  purulent  material  are  distributed  throughout 
the  abdominal  contents  the  emptying  of  these  becomes  a  matter 
of  serious  importance,  is  often  a  procedure  of  the  gre^itest  diffi- 
culty, and  it  is  frequently  impossible  to  determine  whether  all 
the  collections  have  been  found  or  not.  In  these  ca.^os.  too,  the 
absorption  of  the  toxin  is  frequently  so  rapid  and  ovenvhelming, 
as  in  the  instance  just  related,  that  the  operation,  however  care- 
fully executed,  proves  futile. 

In  many  cases  of  the  fulminating  type,  however,  prompt  action 
will  anticipate  the  general  infection  and  the  patient's  life  will 
be  saved.  The  following  case  illustrates  the  seriousness  of  wrong 
diagnosis : 

The  patient,  a  boy  of  6  years,  was  under  the  care  of  Dr.  W.  E, 
Chittick.     In  September,   1901,  he  was  taken  with  abdominal 
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pains  and  became  pale  and  apathetic.  There  was  some  fever  at 
this  time.  In  the  absence  of  the  doctor  another  physician  was 
called  in,  and,  after  examining  the  child,  he  decided  that  a  rather 
tight  prepuce  was  the  cause  of  the  disturbance.  Circumcision 
was  performed,  and  the  mother  states  that  this  was  followed  by 
some  improvement  in  the  general  condition.  The  boy,  however, 
continued  ailing ;  he  was  pale  and  quiet,  and  refused  to  join  the 
other  children  in  their  play.  He  is  said  to  have  favored  the  right 
side,  walking  with  a  slight  dextral  stoop. 

On  October  4,  about  one  month  after  the  first  illness,  he  had 
another  sharp  attack  of  pain  in  the  right  iliac  region,  associated 
with  rise  in  temperature.  A  diagnosis  of  appendicitis  having 
been  made,  I  was  called  by  Dr.  Chittick  to  see  the  patient  on 
October  14.  Codeine  had  been  administered  for  pain,  the  bowels 
had  been  freely  moved  by  castor  oil,  and  some  relief  had  been  ob- 
tained by  a  mustard  and  molasses  paste  placed  over  the  affected 
spot.  The  patient,  a  bright  little  fellow,  was  thin  and  pale  and 
in  evident  pain.  The  abdomen  was  slightly  distended  and  tym- 
panitic and  generally  sensitive.  On  the  right  side  there  was 
marked  muscular  rigidity,  and  in  the  lower  quadrant  a  well-de- 
fined swelling  could  be  distinguished.  The  slightest  pressure  at 
this  point  caused  the  patient  to  cry  out  and  push  the  examining 
hand  from  the  part.  The  temperature  was  101°  and  the  pulse 
rapid  and  of  bad  quality. 

Operation  at  Harper  Hospital  on  the  afternoon  of  the  following 
day.  Under  the  anesthetic  the  mass  in  the  right  iliac  region  could 
be  readily  mapped  out.  It  lay  about  two  inches  below  and  to  the 
right  of  the  umbilicus.  The  abdominal  parietes  were  very  thin. 
Incision  over  the  most  prominent  part  of  tumor.  On  opening  the 
peritoneum  the  cecum  at  once  presented,  lying  in  contact  with  the 
lateral  abdominal  wall,  with  which  its  serosa  appeared  to  be  con- 
tinuous. The  finger  introduced  into  the  abdominal  cavity  above 
the  cecum  could  trace  a  chain  of  enlarged  lymphatic  glands  up  to 
the  lower  border  of  the  kidney.  The  omentum  was  slightly  ad- 
herent at  two  points  to  the  intestine.  Some  slight  adhesions 
were  separated  between  the  cecum  and  the  peritoneum  of  the 
right  flank,  giving  exit  to  about  three  ounces  of  thin  pus.  A 
distinct  fecal  odor  was  at  this  time  perceptible.  Boring  carefully 
still  lower  between  the  cecum  and  the  abdominal  wall,  a  small 
opening  through  the  dense  adhesions  at  this  point  was  made. 
Immediately  a  quantity  of  fairly  thick  pus,,  estimated  at  about 
two  ounces,  gushed  out  of  the  aperture,  carrying  with  it  a  piece 
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of  gangrenous  appendix  an  inch  long  and  a  fecal  concretion  of 
the  same  length.  The  force  of  the  pent-up  pus  was  so  great  that 
these  objects  were  deposited  on  the  abdominal  towel  five  inches 
froni  the  incision.  As  the  patient  took  the  anesthetic  badly,  no 
further  interference  was  thought  desirable.  The  abdomen  and 
abscess  cavity  were  thoroughly  flushed  with  warm  saline  solution, 
which  was  then  carefully  sponged  away.  A  cigarette  drain  was 
introduced  to  the  bottom  of  the  pelvis,  and  another  into  the  ab- 
scess cavity  below  the  cecum.     A  strip  of  iodoform  gauze  was 


Fig.  1. — Streptococci    in    tissues    of    appendix,     x  320. 

also  carried  into  the  abdomen  behind,  that  is,  internal  to  the 
cecum,  between  the  other  two  drains.  The  upper  portion  of  the 
abdominal  wound  was  closed  by  sutures  and  the  patient  returned 
to  bed.  At  the  moment  when  the  pus  escaped  from  the  abscess 
cavity  the  child  stopped  breathing,  necessitating  resort  to  arti- 
ficial respiration  and  the  exhibition  of  cardiac  tonics. 

Following  the  operation  the  pulse  steadily  increased  in  ra- 
pidity, but  the  temperature  remained  in  the  vicinity  of  101°. 
At  8  o'clock  on  the  following  morning  the  patient  began  to  sink 
rapidly,  became  delirious,  and  died  thirty  minutes  later,  eighteen 
hours  follo^^^ng  operation. 
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This  is  a  sad  illustration  of  a  mistaken  diagnosis.  Had  the 
patient  been  operated  on  immediately  following  the  first  attack 
of  the  disease,  in  September,  the  outcome  would  in  all  probability 
have  been  quite  different.  There  can  be  no  doubt  that  pus  was 
formed  at  that  time  and  that  gradual  absorption  gave  rise  to  a 
general  s,treptococcus  infection,  to  which  he  finally  succumbed. 

Microscopical  and  bacterial  examination  of  the  sloughed  ap- 
pendix by  Dr.  Heneage  Gibbes :  Sections  shoAved  that  the  tissues 
were  so  decomposed  that  no  structures  could  be  made  out,  only 
the  broad  outlines  of  what  were  abscesses  and  ulcerations.  Sec- 
tions stained  to  show  micro-organisms  revealed  a  large  number  of 
streptococci  and  no  other  forms.  These  streptococci  were  in  the 
superficial  ulcerations  and  in  the  small  abscesses  of  the  deeper 
structures,  but,  as  all  histological  detail  had  been  destroyed  by 
decomposition,  it  was  impossible  to  state  their  exact  location 
(Fig.  1).  Streptococci  were  found  on  the  surface  of  the  concre- 
tion, but  its  substance  was  devoid  of  micro-organisms  of  any  kind. 

The  concretion  consisted  of  amorphous  material,  no  solid  matter 
of  any  kind  or  cells  being  present.  Tubercle  bacilli  were  absent 
in  both  the  tissues  and  the  concretion. 

As  before  mentioned,  the  symptoms  of  appendicitis  are  often 
so  misleading  with  reference  to  the  severity  of  the  attack  that  the 
practitioner  is  frequently  lulled  into  the  belief  that  the  condi- 
tion will  prove  of  a  mild  and  comparatively  harmless  nature. 
That  all  inflammations  occurring  at  this  point  are  fraught  with 
danger,  and  that  in  every  attack  tissue  changes  take  place  in  the 
appendix  which  impair  the  integrity  of  the  organ  and  lead  to 
more  serious  consequences,  is  proved  daily  at  the  operating  t&-ble. 
By  far  the  larger  number  of  cases  of  appendicitis  are  of  a  chronic 
character  and  the  symptoms  point  very  frequently  to  anything 
but  the  real  nature  of  the  affection.  Various  disorders  of  the 
intestines,  such  as  enterocolitis,  diarrhea,  constipation,  and  gas 
formation,  acute  or  chronic  gastric  disturbances,  general  ab- 
dominal discomfort  with  a  feeling  of  malaise,  or  so-called  ''bil- 
iousness, ' '  may  lead  to  an  erroneous  diagnosis  and  to  the  loss  of 
valuable  time  through  attempts  at  relief  by  medical  means.  In 
very  many  cases  the  symptoms  of  chronic  appendicitis  are  masked 
by  the  more  pronounced  manifestations  of  pelvic  disease,  and 
operative  treatment  directed  to  the  uterus  and  its  adnexa  often 
largely  fails  of  the  expected  results  because  the  influence  of  the 
appendix  in  producing  the  initial  suffering  is  overlooked  or  ig- 
nored.    The  following  cases  have  a  direct  bearing  on  this  point : 
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Mrs.  W.,  a  patient  of  Dr.  W.  B.  Liim,  of  Marquette,  was  seen 
September  19,  1901.  She  is  the  mother  of  eight  children  and  has 
had  one  miscarriage.  For  about  a  year  she  has  suffered  from 
stoiliach  difficulties,  for  which  she  has  received  treatment.  Dur- 
ing February  last  she  Avas  taken  with  severe  pain  in  the  right 
side  and  rectum,  for  the  relief  of  which  she  subsequently  entered 
a  hospital  in  her  home  city.  At  this  time  there  was  a  severe 
pelvic  inflaramation  and  the  uterus  was  retroflexed  and  fixed  in 
position.  Under  treatment  she  gradually  recovered  from  this 
illness  and  remained  in  her  usual  health  for  a  period  of  about  ten 


ki.*'. 


lainis  in  same  case  as  i-  is. 


weeks,  when  she  was  suddenly  taken  with  the  typical  symptoms 
of  acute  appendicitis.  There  Avas  a  Avell-defined  iniiammatory 
mass  in  the  right  iliac  region,  which  was  exceedingly  sensitive, 
and  below  this,  in  the  vicinity  of  the  right  Fallopian  tube,  there 
was  a  second  mass  Avitli  a  separate  area  of  tenderness.  The 
active  symptoms  gradually  subsided,  but  a  narrow  tumor  extend- 
ing from  the  site  of  the  appendix  down  into  the  pelvis  was  left 
behind.  When  seen  the  uterus  was  retroverted  and  tilted  to  the 
left,  the  cervix  being  fixed  in  the  right  pelvic  space  by  strong 
adhesions.     The  left  appendages  appeared  to  be  in  a  fairly  nor- 
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mal  condition,  but  on  the  right  side  they  were  enlarged,  highly- 
sensitive,  and  surrounded  by  adhesions. 

Operation  at  Harper  Hospital  September  20.  The  left  ap- 
pendages were  normal.  On  the  right  side  the  ovary  was  very 
much  involved  and  bound  down  by  adhesions  and  required  re- 
secting. The  adhesions  from  the  right  pelvic  fossa  extended 
upward  to  the  appendical  region,  and  the  vermiform  tube  was 
likewise  embedded  in  old  and  recent  bands.  The  patient  re- 
covered well  from  operation  and  returned  home  in  excellent  con- 
dition. 

Microscopical  examination  of  the  appendix  by  Dr.  Gibbes :  The 
mucous  membrane  is  normal  as  far  as  structure  is  concerned^ 


Fig.  3. — Fibroid  tissue  changes  in  the  submucosa.     x  44. 


but  the  matrix  is  infiltrated  with  lymph  corpuscles,  and  the  col- 
umnar cells  of  the  glands  are  in  a  state  of  hypersecretion  due  to 
subacute  inflammation  or  irritation  (Fig.  2).  The  submucosa  is 
clinically  changed  by  the  formation  of  a  fibroid  tissue  which  has 
increased  the  coat  to  many  times  its  normal  thickness  (Fig.  3). 
This  fibroid  material  has  isolated  all  the  histological  structures 
and  in  many  cases  altered  them,  as  is  well  shown  in  some  arteries 
where  the  muscular  coat  has  been  changed  into  this  fibroid  tissue. 
The  muscular  coat  of  the  appendix  is  not  affected  in  its  longi- 
tudinal fibres,  but  its  internal  circular  fibres  are  separated  off 
by  the  encroachment  of  the  fibroid  changes.     The  meso-appendix 
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is  much  thickened  and  the  fibrous  tissue  increased.  Bacteriologi- 
cal examination  Avas  negative. 

Mrs.  W.,  aged  34,  the  mother  of  two  children,  no  abortions, 
was  referred  by  Dr.  Charles  T.  Southworth,  of  Monroe,  October 
17,  1901.  She  had  suffered  for  about  a  year  with  a  variety  of 
pelvic  troubles,  together  with  pain  in  both  iliacs,  especially  the 
right.  There  was  no  history  of  appendicitis.  On  examination, 
besides  uterine,  tubal,  and  ovarian  complications,  the  appendix 
was  found  to  be  in  a  very  sensitive  and  irritable  condition. 

Combined  operations  were  done  at  Harper  Hospital  November 


Fig.  4. — Formation  of  fibrous  tissue  in  submucosa   (a),     "x  6.^. 


14.  The  appendix  sprang  from  the  outer  lower  portion  of  the 
cecum,  was  of  a  yellowish-white  color  and  about  two  inches  long. 
Its  direction  was  dowuAvard  toward  the  right  iliac  fossa,  its  distal 
end  being  attached  by  fine  adhesions  to  the  parietal  peritoneum. 
The  patient  made  a  good,  although  somewhat  protracted,  con- 
valescence. 

Histological  examination  by  Dr.  Gibbes :  The  morbid  changes 
in  this  specimen  are  confined  to  the  submucosa,  which  is  thick- 
ened by  the  formation  of  fibrous  tissue  and  fat  (Figs.  4  and  5). 
This  chronic  thickening  is  developed  on  one  side  of  the  organ 
throughout.     The  mucosa  is  practically  unaffected  and  shows  a 
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good  example  of  the  normal  structure  of  the  part.     No  bacteria 
were  found  in  this  ease. 

Miss  L.,  aged  18,  a  patient  of  Dr.  William  J.  Kay,  of  Attica, 
was  seen  December  8,  1901.  For  a  year  and  a  half  she  had  been 
subject  at  irregular  intervals  to  attacks  of  pain  in  the  right  iliac 
region,  during  which  the  temperature  would  sometimes  rise  as 
high  as  103°.  Previous  to  the  beginning  of  her  sickness  she 
had  attended  a  patient  suffering  from  tuberculosis,  and  later 
she  herself  developed  a  slight  consolidation  of  the  apex  of  the 
right  lung,  associated  with  cough.  During  the  past  summer 
these  symptoms  had  entirely  disappeared.     The  pain  in  the  right 


Fig.  5. — Same   as    Fig.    4,    enlarged,     x  120. 


side  continues  and  the  bowels  are  inclined  to  be  loose.  About 
a  year  ago  the  attacks  of  pain  in  the  right  side  began  to  be 
followed  by  a  diarrhea,  which  has  since  accompanied  each 
paroxysm.  The  patient  has  lost  flesh,  but  thinks  that  her  general 
condition  has  of  late  improved. 

The  uterus  is  drawn  to  the  right  by  adhesions,  with  the  cervix 
close  to  the  left  pelvic  wall.  The  whole  organ  is  sensitive  and 
fixed  in  its  position.  The  left  appendages  appear  normal,  but 
on  the  right  side  they  are  massed  and  hidden  by  the  overlying 
uterus.     The  appendix  is  quite  sensitive  to  pressure. 

Operation  at  Harper  Hospital  December  10.     The  appendix 
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Avas  directed  downward,  was  not  enlarged,  and  appeared  quite 
normal ;  at  its  distal  end  it  was  sharply  flexed  upward.  Adhesions 


Fig.  6. — Showing  flattening  of  mucous  coat  and  shortening  of  glands,     x  44. 

from  the  appendix  extended  downward  to  the  right  appendages. 


Fig.   7. — Inflammatory  exudate  in   matrix  surrounding  gland  tubes,     x  120. 

The  right  ovary  contained  a  large  cyst,  and  the  left  ovary  was 
cystic  in  its  distal  third. 
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From  the  history  of  the  case  it  was  thought  that  possibly  a 
tubercular  condition  of  the  appendix  might  be  present,  but 
examination  by  Dr.  Gibbes  showed  that  this  was  not  the  case. 
At  the  middle  third  of  the  tube  there  was  a  collection  of  amor- 
phous material  which  caused  a  slight  bulging  of  the  wall  at  this 
point  and  a  flattening  of  the  mucous  coat  (Fig.  6).  Through- 
out the  whole  appendix  a  considerable  amount  of  inflammatory 
exudate  was  present  in  the  matrix  surrounding  the  gland  tubes 
(Fig.   7).     There  was   also   evidence   that   a  large  number  of 


Fig.   8. — Distended   lymph   channel   filled   with   leucocytes. 

Ijonph  corpuscles  were  being  thrown  off  from  the  lymphoid 
tissue  and  carried  into  the  circulation  by  the  lymph  sinuses  and 
vessels  (Fig.  8).  Bacteriological  examination  showed  the  ab- 
sence of  organisms. 

In  this  case  there  Avas  a  chronic  appendicitis,  with  irregular, 
mild  exacerbations  of  the  condition.  .  Here  is  also  admirably 
demonstrated  the  absolute  impossibility  of  determining  the  mor- 
bid changes  going  on  in  the  appendix  by  the  naked-eye  appear- 
ance of  the  organ.  Whatever  might  have  ultimately  resulted 
from  these  changes,  had  not  the  process  been  stopped  by  ope- 
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ration,  we  are  unable  to  state,  but  it  is  abundantly  evident  that 
the  progressing  condition  was  seriously  affecting  the  patient's 
general  health  and  undermining  her  physical  resources. 

One  of  the  delusions  so  frequently  hugged  by  the  medical  pro- 
crastinator  is  that  appendical  inflammation  will  ultimately  end 
in  complete  obliteration  of  the  lumen  of  the  tube  and  thus  bring 
about  a  permanent  cure.  Unfortunately,  as  Deaver  expresses  it, 
this  idea  is  but  a  "will-o'-the-Avisp,"  this  author  having  met  with 
complete  obliteration  scarcely  a  dozen  times  in  several  thousand 
operations.  I  have  myself  met  with  a  few  such  appendices.  In 
most  of  the  cases  where  it  is  supposed  to  occur  the  condition  is 


Fig.   9. — Obliteration  of  lumeu  of  appendix,     x  63 


only  partial  and  limited  to  a  portion  of  the  canal,  the  rest  of  the 
lumen  being  more  or  less  open  and  subject  to  the  same  inflam- 
matory conditions  as  under  ordinary  circumstances. 

The  following  case  is  one  in  point :  T.,  aged  27,  single,  referred 
by  Dr.  George  Duffield,  July  13,  1901.  The  patient  has  been 
ailing  for  several  years.  About  three  years  ago  the  abdomen 
was  opened  for  some  purpose,  but  nothing  seems  to  have  been 
done.  At  present  she  is  suffering  from  a  number  of  minor  symp- 
toms, the  most  marked  of  which  is  a  pain  in  the  left  iliac  region, 
which  for  the  past  four  weeks  has  run  down  the  leg  as  far  as  the 
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knee.  Examination  revealed  a  variety  of  pelvic  lesions.  The 
appendix  was  not  sensitive  to  pressure. 

Operation  at  Harper  Hospital  October  9.  The  appendix  was 
bound  down  by  adhesions  and  very  much  elongated,  and  its 
walls  were  greatly  thickened.  A  good  recovery  was  made  from 
operation. 

On  microscopical  examination  Dr.  Gibbes  found  changes  of 
both  an  acute  and  chronic  nature  present.  The  chronic  conditions 
were  limited  to  about  one-fourth  of  the  distal  end  of  the  tube, 
while  the  whole  proximal  portion  was  acutely  affected.  At  the 
distal  end  the  nuiscular  coats  were  mostly  involved.  The  submu- 
cosa  had  undergone  a  fibrous  change  which  had  increased  its 


Fig.   10. — A,  chronic  thickening  of  peritoneum,     x  44.    • 

thickness,  the  process  growing  on  all  sides  from  the  periphery 
toward  the  lumen.  The  effect  was  that  all  of  the  gland  tubes 
of  the  part  had  been  absorbed,  the  outline  of  the  germinal  cen- 
tres of  the  lymph  nodes  alone  being  distinguishable  The  lumen 
was  a  mass  of  fibres  from  the  ingrowing  submucosa,  and  these 
were  almost  covered  by  round  cells  from  the  lymphoid  tissue 
(Fig.  9). 

In  the  proximal  three-fourths  the  lymphoid  tissue  was  in  an 
active  state  of  new-cell  formation,  the  usual  appearance  in  acute 
inflammation  of  the  appendix.  The  peritoneum  of  the  organ 
was  also  greatly  thickened  by  chronic  changes  (Fig.  10).  No 
bacteria  were  present. 
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What  I  have  particularly  desired  and  attempted  to  bring  out 
in  this  paper,  with  corroborating  clinical  evidence  furnished  by 
microphotographs  of  different  forms  of  appendical  disease,  is : 

1.  That  appendicitis  is  never  an  uncertainty,  never  a  doubtful 
condition. 

2.  That  it  is  in  all  its  forms  a  serious  disorder,  fraught  with 
the  gravest  dangers  to  somatic  health  and  life  ?tself. 

3.  That  it  is  always  a  surgical  disease,  and,  as  such,  should 
not  be  subjected  to  the  dangers  and  insufficiencies  of  medical 
treatment. 

32  Adams  avenue,  W. 


PHLEBOLITHS  OF  THE  OVARIAN  VEINS  SIMULATING 
URETERAL    STONES.^ 


JOHN    G.    CLARK,    M.D., 

Professor  of  Gynecology,  University  of  Pennsylvania, 

Pliiladelphia. 


Among  the  complications  which  follow  nephrorrhaphy  is 
slight  twisting  of  the  kidney  producing  congestion  of  the  renal 
vessels,  and,  in  some  instances,  attacks  simulating  renal  colic.  In 
one  or  two  instances  I  have  seen  cases  in  which  the  adhesions 
binding  the  kidney  to  the  posterior  abdominal  wall  became  con- 
siderably lengthened,  permitting  a  certain  degree  of  mobility  of 
the  kidney,  without,  however,  so  wide  a  descent  as  noted  before 
the  operation,  and  yet  sufficient  to  permit  a  recurrence  of  symp- 
toms. 

The  following  case  is  presented  as  a  unique  complication  fol- 
lowing nephrorrhaphy.  So  far  as  I  have  been  able  to  look  up 
the  literature  upon  this  subject,  no  similar  case  has  been  re- 
ported. 

It  is  unnecessary  to  go  into  a  lengthy  detail  of  the  case.  The 
patient  was  42  years  of  age,  of  marked  nervous  heredity,  and  has 
always  been  easily  upset  by  any  decided  nervous  strain.  She  has 
borne  two  children,  one  still-born,  the  other  came  to  normal 
birth  and  is  now  13  years  of  age.  As  a  child  she  was  nervous 
and  suffered  much  with  irregular  periods  of  poor  health.     At 

^Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  January  16,  1902. 
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the  time  of  her  marriage  she  was  robust.  The  patient  has  always 
worked  hard  and  has  been  under  great  nervous  strain  on  account 
of  family  matters.  During  a  nervous  breakdown  she  was  ope- 
rated upon  by  a  New  York  surgeon  for  a  right  floating  kidney. 
Following  the  operation  she  made  a  very  satisfactory  recovery 
and  was  well  for  a  year,  when  there  was  a  recurrence  of  nervous 
symptoms  with  dragging  pains  in  the  right  side  below  the  renal 
region.  She  again  was  treated  for  the  nervous  disability,  with- 
out benefit ;  on  the  contrary,  she  grew  worse.  At  times  the  intes- 
tines were  very  much  distended  and  she  passed  considerable 
mucus. 

From  this  brief  report  of  the  case  it  Mali  be  seen  that  the  pa- 
tient, for  several  months  following  nephrorrhaphy,  was  com- 
paratively well.  Then  there  was  a  gradual  appearance  of  heavy, 
dull,  aching  pain  throughout  the  right  side,  which  increased  to  a 
very  marked  degree,  until  the  patient  was  rendered  excessively 
nervous  and  at  last  lost  very  greatly  in  her  general  health, 
strength,  and  flesh. 

At  the  time  I  first  saw  her  in  consultation  with  Dr.  Musser 
we  could  palpate  along  the  line  of  the  ureter  a  distinct  cord- 
like enlargement  which  was  slightly  tender  to  pressure  and  felt 
like  a  tuberculous  ureter.  The  kidney,  which  was  held  perfectly 
in  place  by  its  artificial  suspensory  attachments,  could  be  pal- 
pated and  was  not  enlarged.  In  view  of  the  fact  that  the  pa- 
tient was  running  a  slightly  abnormal  temperature  and  had  lost 
constantly  in  flesh  and  strength.  Dr.  Musser  and  I  suspected 
tuberculosis  of  the  ureter  and  kidney.  She  was  admitted  to  the 
hospital  and  the  ureter  on  that  side  Avas  catheterized  and  a  con- 
siderable quantity  of  urine  was  withdrawn  for  examination. 
There  was  no  marked  abnormality  in  the  physical  appearance  of 
the  urine,  but  on  microscopic  examination  a  few  leucocytes  were 
discovered,  along  with  a  considerable  number  of  red  blood  cells,, 
both  of  which,  however,  could  be  accounted  for  by  the  slight 
traumatism  which  is  usually  produced  by  the  insertion  of  the 
renal  catheter.  In  view  of  the  fact  that  the  careful  staining  of 
the  urine  failed  to  reveal  tubercle  bacilli,  and  that  its  injection 
into  a  guinea-pig  produced  no  pathological  disturbance,  a 
Roentgen  negative  was  made  by  Dr.  Leonard  in  order  to  elim- 
inate the  possibility  of  ureteral  calculi.  Five  distinct  calculi,  ir- 
regularly disposed  just  above  and  below  the  brim  of  the  pelvis, 
were  demonstrated  by  the  negative.  On  account  of  this  positive 
find,  operation  was  at  once  decided  upon. 


CLARK:    PHLEBOLITHS   SIMULATING   URETERAL    STONES.         539 

An  incision  was  made  over  the  line  of  the  right  ureter;  the 
colon  was  pushed  to  one  side ;  the  peritoneum  over  the  ureter  was 
snipped  open,  at  once  exposing  the  ovarian  veins,  which  were 
enormously  distended  and  more  or  less  knobbed  in  a  valve-like 
wav.  which  at  once  accounted  for  the  peculiar  feeling,  simulating 
a  node-like  ureter,  first  discovered  by  Dr.  ]Musser. 

On  tracing  these  veins  down  into  the  pelvis,  where  they  were 
also  very  tortuous  and  greatly  varicosed,  five  small  phleboliths, 
the  largest  of  which  was  about  the  size  of  a  grain  of  wheat,  cor- 
responding in  position  to  those  shown  in  the  Roentgen  picture, 
were  found.  These  were  lying  more  or  less  encapsulated  in  the 
vein  wall  close  to  the  ureter.  On  tracing  the  veins  upward  to 
the  kidney  they  were  found  to  continue  markedly  varicose  and 
tortuous  to  their  point  of  entrance  into  the  renal  vein.  There 
were  adhesions  around  the  hilus  and  on  top  of  the  kidney, 
which  no  doubt  had  produced  a  slight  kinking  of  the  ovarian 
veins  or  had  caused  an  obstruction  in  the  renal  circulation.  As 
the  kidney  itself  seemed  to  be  perfectly  normal,  it  was  deemed 
best  to  simply  loosen  the  adhesions  about  the  hilus.  After  this 
part  of  the  operation  was  completed  the  ovarian  vein  was  ligated 
in  segments  dowTi  into  the  pelvis,  in  order  to  entirely  shut  olf  its 
circulation  and  thus  destroy  the  varicosities. 

As  the  vein  stones  were  very  small  and  lay  close  in  against  the 
iliac  vessels,  it  was  deemed  best  not  to  disturb  them,  for  such  a 
procedure  would  have  necessitated  the  widespread  dissection  of 
the  broad-ligament  veins  and  the  removal  of  the  ovary,  which  was 
normal. 

Subsequent  to  the  operation  the  patient  made  a  satisfactory 
immediate  recovery,  and.  after  a  summer  spent  in  the  moun- 
tains, gained  greatly  in  flesh  and  strength  until  the  beginning  of 
the  fall  months,  when  she  again  became  more  nervous  and  com- 
plained of  pain  in  the  left  side. 

Whether  there  has  been  a  recurrence  of  the  varicosities,  or 
whether  the  onginal  pain  was  due  to  the  adhesions  about  the  kid- 
neys, it  is  impossible  to  say.  With  the  segmental  ligation  of  the 
ovarian  veins  throughout  their  continuity  from  the  pelvis  to  the 
kidney,  I  do  not  see  how  a  recurrence  of  the  varicosities  is  pos- 
sible. The  patient,  notwithstanding  the  recurrence  of  the  pain, 
is  very  much  better  than  she  was,  and  is  now  going  about  instead 
of  being  completely  bedridden,  as  she  was  at  the  time  of  the  ope- 
ration. "Whether  the  adhesions  have  possibly  reformed  about 
the  kidney  it  is  impossible  to  say.  but  the  fact  that  there  is  a 
tendency  to  a  recurrence  of  symptoms  leads  to  this  suspicion. 
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OBSTRUCTION   OF  THE  URETER   CAUSED   BY  AN  ENLARGED 
SPLEEN   LODGED    IN    THE    PELVIS. 


LINDSAY  PETERS,   M.D., 
Baltimore,    Md. 


The  writings  of  Edebohls  have  demonstrated  the  great  fre- 
quency of  movable  kidney,  and  have  enabled  us  also  to  recognize 
the  repeated  occurrence  of  renal  crises  associated  with  renal  dis- 
placement. We  are  further  indebted  to  Dr.  H.  A.  Kelly  for  a 
method  by  the  use  of  which  many  vague  "sideaches"  may  be  re- 
ferred with  precision  to  the  kidney,  in  this  Avay  bringing  to  light 
a  class  of  hydronephroses  of  lesser  degree.^ 

Another  and  interesting  cause  of  these  renal  crises  is  *found 
in  women  from  obstruction  of  the  pelvic  ureter.  Any  pelvic 
tumor  whatever  springing  from  the  uterus,  tube,  or  ovary  may, 
if  it  attains  sufficient  size  and  remains  locked  in  the  pelvis,  or  if 
it  is  surrounded  by  inflammatory  material,  choke  the  ureter  and 
produce  a  stasis  of  urine  above  the  point  of  obstruction.  In  this 
latter  group  of  cases  the  obstruction  is,  as  a  rule,  of  a  permanent 
nature  and  intermittent  attacks  of  pain  are  not  often  observed. 

It  is  my  desire  here  to  report  a  remarkable  case  in  which  a 
displaced  and  enlarged  spleen  became  jammed  in  the  pelvis,  ob- 
structing the  left  ureter  and  so  producing  typical  renal  crises. 

The  patient,  Mrs.  B.  (Gyn.  No.  7193),  aged  24  years,  white, 
was  admitted  to  the  private  gynecological  ward  of  the  Johns 
Hopkins  Hospital,  September  9,  1899,  complaining  of  pain  in 
the  left  side  of  the  abdomen  and  back,  and  gave  the  following 
history : 

She  has  been  married  three  years  and  has  had  one  miscar- 
riage and  one  living  child.  The  miscarriage  occurred  three 
years  ago  when  she  was  two  months  pregnant,  and  "was  due 
to  the  womb  being  bent."  Her  living  child  was  bom  prema- 
turely, as  the  result  of  a  faU  from  a  hammock,  at  the  end  of  the 
eighth  month  of  gestation,  three  months  ago.     The  delivery  was 

'The  Use  of  the  Renal  Catheter  in  Determining  the  Seat  of  Obscure 
Pain  in  the  Side.     American  .Journal  of  Obstetrics,  1899,  xl.,  328. 
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instrumental.  There  were  no  unfavorable  sequelae  in  conse- 
quence either  of  the  miscarriage  or  the  labor. 

^Menstruation  began  at  the  age  of  16  years.  The  periods  oc- 
curred regularly  at  intervals  of  four  weeks  and  lasted  three 
days,  being  free  from  pain.  The.  menses  have  not  returned 
since  her  recent  confinement. 

The  family  history  is  negative,  except  that  her  father's  mother 
died  of  consumption. 

There  is  no  past  history  of  any  serious  illness  other  than  mal- 
arial chills,  which  she  has  had,  "oft'  and  on,"  since  childhood. 

Present  Illness. — In  the  seventh  month  of  pregnancy  the  pa- 
tient w^as  seized  one  night  with  "agonizing,  griping  pain"  in  the 
left  loin,  extending  down  into  the  left  side  of  the  pelvis.  The 
attack  lasted  one  day  and  was  alleviated  by  the  administration 
of  morphia.  After  the  pain  had  ceased,  on  turning  in  bed  she 
"felt  something  fall  from  the  right  side  of  the  abdomen  over 
to  the  left. ' '  She  has  had  the  same  sensation  on  one  or  two  other 
occasions  while  in  the  standing  posture.  The  pregnancy,  as 
previously  stated,  terminated  in  premature  labor  three  months 
ago.  ^ince  then  there  have  been  two  attacks  of  colicky  pain 
in  the  left  side  of  the  abdomen  and  pelvis,  exactly  similar  to  that 
Avhieh  occurred  during  the  pregnancy,  though  shorter  in  dura- 
tion, lasting  only  about  three  hours  each.  During  the  last  of 
these  attacks,  about  five  weeks  ago,  her  physician  discovered  a 
freely  movable  body  in  the  left  side  of  the  abdomen. 

The  patient  has  never  passed  a  calculus  and  the  urine  has 
never  been  noticed  to  be  bloody. 

Examination  of  the  abdomen  revealed  a  firm,  smooth,  oblong, 
kidney-shaped  mass  occupying  the  left  side  of  the  abdomen  and 
estimated  to  be  about  the  size  of  two  fists.  This  Tvas  freely 
movable,  and  could  be  pushed  over  into  the  right  side  of  the  ab- 
domen, as  well  as  upward  beneath  the  ribs  or  downward  into  the 
pelvis. 

By  vaginal  examination  the  pelvic  organs  could  be  outlined 
and  were  found  to  be  normal.  The  lower  part  of  the  abdominal 
mass  was  felt  extending  into  the  left  side  of  the  true  pelvis,  but 
could  be  readily  displaced  upward.  The  paroxysms  of  ab- 
dominal pain  described  above  were  undoubtedly  renal  colic,  and 
upon  this,  fact,  together  with  the  characteristics  of  the  ab- 
dominal tumor  itself,  a  diagnosis  of  cystic  kidney  was  based. 
The  possibility  of  enlarged  spleen  was,  however,  considered. 

The  operation  was  performed  by  Dr.  Kelly  on  September  11. 
On  opening  the  abdomen  the  mass  was  identified  as  the  spleen 
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by  its  characteristic  slate  color.  The  operation  in  detail  was  as 
follows : 

An  incision  20  centimetres  long  was  made  in  the  left  flank, 
beginning  posteriorly,  extending  down  half  way  between  the 
ribs  and  the  crest  of  the  ilium,  and  ending  in  a  line  between  the 
umbilicus  and  the  anterior  superior  spine  of  the  ilium,  some- 
what nearer  the  latter  point.  After  the  skin  was  divided  the 
fascia  covering  the  muscles  was  split  and  the  fibres  of  the  ex- 
ternal oblique  pulled  apart  by  blunt  forceps ;  the  internal  oblique 
fibres  were  then  separated  in  the  same  way.  The  fibres  of  the 
transversalis  were  not  recognized.  In  this  manner  a  trapezoid 
opening  was  secured  measuring  5  centimetres  from  point  to 
point  vertically,  without  hemorrhage  and  without  requiring  the 
division  of  nerves  or  the  use  of  ligatures.  This  opening  could  be 
retracted  so  as  to  measure  about  14  x  10  centimetres,  being  thus 
large  enough  for  an  extensive  renal  or  abdominal  operation. 
The  ureter  was  seen  in  place  together  with  the  left  ovarian  vein. 
The  peritoneum  was  broken  through,  and  the  enlarged  spleen 
found  to  be  lying  with  its  lower  end  resting  on  the  floor  of  the 
pelvis  and  completely  filling  the  left  side  of  that  cavity,  so  that 
pressure  was  exerted  upon  the  left  ureter  at  the  point  where  it 
passes  over  the  brim  of  the  pelvis.  On  being  grasped  by  its 
lower  pole  and  drawn  out  of  the  incision  the  spleen  was  found 
to  measure  21  x  14  x  5  centimetres.  The  mesentery  was  well  de- 
fined and  about  2  centimetres  long.  This  was  ligated  with 
strong  silk  in  seven  parts.  On  dividing  the  pedicle  about  220 
cubic  centimetres  of  blood  flowed  out  of  the  spleen,  causing  it 
to  contract  at  once.  The  wound  was  then  closed,  the  sutures  for 
the  peritoneum  and  muscles  being  catgut  and  that  for  the  skin 
a  subcutaneous  silkworm  gut.  The  operation  was  completed  in 
thirty-two  minutes. 

For  the  first  two  days  of  the  convalescence  there  was  consid- 
erable pain  at  the  site  of  operation,  but  this  soon  became  insig- 
nificant and  then  altogether  disappeared.  On  the  third  day 
vertigo  and  "hot  flushes  in  the  head,  as  though  the  blood  rushed 
to  the  head,"  were  complained  of,  and  these  symptoms  continued 
to  be  more  or  less  troublesome  throughout  the  convalescence. 
Unfortunately  no  systematic  blood  examinations  were  made,  but 
the  leucocyte  count  of  blood  obtained  from  the  lobe  of  the  ear 
during  the  operation  was  18,000  per  cubic  millimetre ;  on  the 
sixth  day  of  convalescence  it  showed  12,750  per  cubic  millimetre ; 
on  the   twenty-seventh   day,   7,350,   the  red   corpuscles   at  this 


PETERS:    URETERAL    OBSTRUCTION    FROM    ENLARGED   SPLEEN.      543 

latter  time  being  3,360,000  per  cubic  millimetre.  Thus  it 
is  seen  that  within  a  month  after  the  removal  of  the  spleen  the 
mild  degree  of  leucocytosis  which  was  formerly  present  had  dis- 
appeared and  the  number  of  red  blood  corpuscles  was  only 
slightly  below  the  normal — a  condition  hardly  different  from 
what  would  have  been  expected  after  the  recent  illness,  child- 
birth and  operation.  The  color  of  the  skin  did  not  suggest  any 
marked  reduction  in  the  amount  of  hemoglobin.  On  the  thir- 
tieth day  the  patient  was  sent  home  in  excellent  condition.  A 
letter  from  her  physician  states  that  six  months  after  the  spleen 
was  removed  a  second  operation  was  necessary,  owing  to  dis- 
placement of  the  rHght  kidney,  which  dropped  down  to  the  region 
of  JMcBurney  's  point,  causing  symptoms  which  were  at  first  mis- 
taken for  those  of  appendicitis.  The  kidney  was  incised  and 
packed  up  in  place  with  gauze.     She  made  a  good  recovery. 

The  pathologist's  report  on  the  specimen  is  devoid  of  interest^ 
showing  nothing  noteworthy,  except  disintegration  of  some  parts 
of  the  parenchyma  of  the  spleen. 

There  have  been  three  cases,  out  of  9,261  admissions  to  the 
gynecological  department  of  the  Johns  Hopkins  Hospital,  in 
which  splenectomy  was  done  for  enlarged  spleen.  In  each  in- 
stance the  large,  displaced  organ  was  mistaken  for  a  neoplasm  or 
another  organ  until  operation :  in  the  first  case  it  was  thought 
to  be  a  cyst  of  the  left  ovary;  the  second  case  is  that  here  re- 
ported; in  the  third  case  (which  has  just  left  the  hospital)  the 
diagnosis  was  ovarian  cyst.  All  of  the  cases  improved  after 
operation  and  two  have  remained  well  up  to  the  present  time. 

Osler^  divides  the  cases  of  enlarged  spleen  into  four  groups : 

1.  "Cases  of  enlarged  spleen  in  otherwise  healthy  persons  who 
have  no  marked  anemia  and  who  have  suffered  only  from  the 
mechanical  discomfort  of  the  greatly  enlarged  organ." 

2.  "Cases  with  changes  in  the  blood  not  unlike  those  of  per- 
nicious anemia." 

3.  "Primitive  splenomegaly  of  long  duration— eight  or  twelve 
years — with  a  variable  anemia  of  chlorotic  type,  with  recurring 
hemorrhages  from  the  stomach,  and  in  some  cases  with  pigmen- 
tation of  the  skin." 

4.  "A  group  of  cases  with  anemia,  enlarged  spleen,  con- 
tracted cirrhotic  liver,  and  jaundice." 

^Proceedings  of  the  Johns  Hopkins  Hospital  Medical  Society,  report 
of  case  by  Dr.  Osier,  also  discussion  by  Dr.  Hunner.  Johns  Hopkins 
Hospital  Bulletin,  February-March,  1902,  p.  53. 
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Even  in  the  absence  of  complete  blood  examinations  in  our 
case  I  think  there  is  no  difficulty  in  placing  it  in  the  first  group 
mentioned.  The  features  of  especial  interest  which  it  presents 
are: 

1.  The  occurrence  of  severe  attacks  of  renal  colic  with  inter- 
mittent hydroureter  and  hydronephrosis,  due  to  pressure  of  the 
enlarged  and  prolapsed  spleen  upon  the  ureter  at  the  pelvic 
brim. 

2.  The  marked  and  permanent  improvement  in  the  condition 
of  the  blood  and  general  health  of  the  patient  following  re- 
moval of  the  enlarged  organ. 

The  privilege  of  making  this  report  I  owe  to  the  kindness  of 
Dr.  H.  A.  Kelly,  in  whose  hospital  service  the  case  occurred. 


VAGINAL   HYSTERECTOMY   FOR   CANCER   WITH   FOUR-MONTHS 

PREGNANCY. 


J.    F.    BALDWIN,    M.D., 
Columbus,  O. 


The  report  of  his  interesting  case  by  Dr.  Carstens,  of  Detroit, 
in  The  American  Journal  of  Obstetrics  for  January,  will 
probably  bring  out  a  number  of  hitherto  unreported  eases  of 
hysterectomy  during  gestation.     I  have  the  following  to  report : 

Mrs.  J.  H.,  Waverly,  0.,  consulted  me  July  27,  1898.  She  was 
28  years  of  age,  the  mother  of  four  children,  the  youngest  2 
years  of  age.  Her  labors  had  all  been  normal.  There  had  been 
no  miscarriages.  Her  general  appearance  was  fair.  She  re- 
ported that  she  had  had  uterine  trouble  for  about  eight  months. 
What  first  attracted  her  attention  was  too  frequent  and  too  pro- 
fuse menstruation.  This  was  accompanied  by  a  good  deal  of 
discharge,  which  during  the  last  month  had  become  offensive. 
She  had  lost  some  flesh,  but  suffered  no  particular  pain,  although 
there  had  been  marked  dyspareunia  for  eight  months.  On  per- 
sonal examination  I  found  a  cauliflower  growth  springing  from 
the  posterior  lip  of  the  os  and  filling  the  entire  vaginal  vault. 
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The  uterus  was  enlarged  to  a  point  indicating  a  pregnancy  of 
four  months,  and  more  careful  examination  confirmed  this  con- 
dition. The  patient  herself  had  no  suspicion,  however,  of  her 
pi)egnancy.  OAving  to  her  profuse  and  frequent  menstruation. 
She  was  operated  upon  three  days  later  at  the  hospital  in  the 
presence  of  her  physician.  Dr.  Andre.  The  cauliflower  tissue 
was  first  broken  off  with  the  fingers  as  extensively  as  possible, 
and  then  the  cervix,  being  exposed,  was  amputated,  so  as  to 
diminish  the  risk  of  infection.  The  entire  vagina  then  being 
thoroughly  resterilized,  the  vagina  was  separated  in  front  and 
the  uterus  opened  and  emptied  of  a  four-months  fetus  and  pla- 
centa. The  removal  of  the  uterine  contents  so  reduced  the  size  of 
that  organ  that  its  subsequent  removal  through  the  vagina  was 
accomplished  with  great  ease.  Owing  to  the  youth  of  the  pa- 
tient the  ovaries  were  not  removed.  Although  the  uterus  was 
very  vascular,  owing  to  its  pregnant  condition,  hemorrhage  was 
controlled  without  difficulty  by  means  of  clamps.  Recovery  was 
entirely  uneventful,  and  three  years  later,  in  response  to  a  letter 
of  inquiry,  her  physician  reported  the  patient  as  well  and 
heart}'. 

Microscopical  examination  of  the  tissue  removed  confirmed 
the  previous  diagnosis.  Whether  the  concurrent  pregnancy 
had  anything  to  do  with  the  result  is  a  question  of  some  interest, 
but  true  it  is  that  this  is  one  of  the  very  few  cases  I  have  had  in 
which  there  has  not  been  recurrence  -within  three  years  after  a 
hysterectomy  performed  for  cancer  of  the  cervix. 

The  ease  with  which  the  hysterectomy  was  accomplished  in 
this  case  would  lead  me  to  believe  that  in  all  cases,  unless  the 
fetus  were  putrid  or  there  were  other  contraindications,  it  would 
be  better  to  remove  the  fetus,  as  was  done  in  this  case,  and  then 
complete  the  operation  at  once,  instead  of  producing  a  prelim- 
inary abortion  as  was  done  in  so  many  of  the  cases  rt  norted  by  Dr. 
Carstens.  By  making  but  a  single  operation  there  is  no  chance 
of  any  infection  from  decomposed  uterine  contents,  while  the 
operator  has  the  advantage  of  a  greatly  relaxed  vagina  and  the 
patient  has  the  advantage  of  having  but  a  single  operation,  and 
that  made  several  weeks  earlier  than  it  would  be  if  a  preliminary 
abortion  were  performed. 
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FIBROSARCOMA  OF  THE  UTERUS. 


J.   RIDDLE  GOFFE,  M.D., 

Professor  of  Gynecology,  New  York  Polyclinic  Medical  School  and  Hospital ; 

Visiting  Gynecologist  to  City   Hospital,  etc., 

New  Yorlc. 


The  uncertainty  that  must  always  exist  regarding  the  mor- 
phologic character  of  abdominal  and  pelvic  neoplasms  emphasizes 
the  necessity  of  prompt  surgical  interference.  This  is  illustrated 
by  the  history  of  the  case  I  am  about  to  report  and  the  character 
of  the  tumor  removed. 

It  weighs  nearly  four  pounds  and  consists  of  an  asymmetrical 
development  or  infiltration  of  the  entire  body  of  the  uterus  with 
fibrosarcomatous  tissue,  together  with  a  mass  of  necrotic  sar- 
comatous tissue  filling  the  uterine  cavity.  This  latter  mass 
springs  from  the  entire  surface  of  the  fundus,  has  forced  its  way 
down  as  it  has  groAvn,  expanding  the  uterine  cavity  and  in  turn 
being  compressed  by  the  uterine  contractions  till  its  nourish- 
ment has  been  interrupted  and  death  of  tissue  has  begun.  The 
tumor  was  removed  by  supravaginal  hysterectomy,  one  ovary 
and  tube  being  attached  to  it,  as  you  see,  the  other  tube  and 
ovary  being  left  in  situ.  The  cervix  and  stumps  of  the  broad 
ligaments  were  covered  with  flaps  of  peritoneum  according  to 
my  method.  I  operated  on  the  supposition  that  the  mass  was  a 
simple  fibroid  tumor.  Not  until  the  tumor  was  bisected  at  the 
close  of  the  operation  and  the  uterine  cavity  laid  open  did  I  sus- 
pect, from  its  macroscopic  appearance,  that  the  tumor  was  any- 
thing other  than  a  fibromyoma.  The  walls  of  the  uterus,  as  you 
see,  are  studded  with  multiple  fibroids  of  various  sizes,  the 
polypoid  mass  presenting  in  the  interior. 

The  history  of  the  case  is  as  follows:  Margaret  McA.,  aged 
54  years,  a  native  of  Ireland,  has  lived  in  the  United  States  for 
the  past  thirty-five  years.  Menopause  occurred  at  fiftieth  year, 
and  no  vaginal  discharge  has  been  apparent  since  until  four 
months  ago,  when  the  patient  began  to  suffer  from  a  blood- 
stained leucorrhea.  This  has  continued  daily  until  the  present 
time.  The  patient  also  complained  of  constant  pain  in  the  lower 
part  of  the  abdomen  and  backache.  On  examination  the  pres- 
ence of  an  abdominal  tumor  was  apparent  by  inspecting  the  ab- 
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domen,  and  after  thorough  examination  a  diagnosis  of  fibroid 
tumor  was  made.  The  operation  for  removal  followed  immedi- 
ately. 

"the  tumor  was  submitted  for  examination  to  Professor  F.  M. 
Jeffries  at  the  laboratory  of  the  New  York  Polyclinic,  who 
promptly  pronounced  it  a  fibrosarcoma.  This  suggested  the  pos- 
sibility of  constitutional  infection  and  the  importance  of  ex- 
amining the  lymphatic  glands  of  the  patient.  To  my  surprise 
and  discomfiture,  enlarged  glands  were  found  to  be  almost 
universal,  not  only  in  both  groins,  but  also  in  both  axillaB  and 
in  the  neck.  It  is  possible  that  this  extensive  involvement  of 
the  lymphatic  glands  may  be  due  to  absorption  from  the  tumor. 
At  the  same  time  it  must  not  be  forgotten  that  it  may  be  due 
to  some  other  constitutional  infection.  In  view  of  this  uncer- 
tainty, I  have  had  one  of  the  glands  removed  for  the  purpose  of 
examination.  On  the  result  of  this  examination  hinges  the 
question,  what  further  may  be  done  to  benefit  my  patient?  If 
general  sarcomatous  infection  already  exists,  she  is  destined, 
undoubtedly,  to  an  early  demise.  If,  however,  the  lymphangitis 
or  adenitis  depends  on  some  extraneous  infection,  is  it  incum- 
bent upon  the  operator  to  perform  a  secondary  operation  ami 
remove  the  remaining  cervix  and  uterine  appendage? 

This  case  presents  anew  in  striking  features  the  subject  of  de- 
generative changes  in  uterine  fibroids.  Is  the  presence  of  sar- 
comatous cells  in  a  fibroid  tumor  indubitable  evidence  of  degen- 
erative changes  in  the  tumor  itself,  or  may  it  not  indicate  that 
sarcoma  cells  existed  in  the  tissue  de  novo  and  that  fibroid  and 
sarcoma  have  developed  pari  passu?  It  is  accepted,  I  believe, 
by  pathologists  that  carcinomatous  degeneration  of  a  fibroid  is 
impossible,  and  yet  it  is  not  infrequent  to  find  carcinoma  and 
fibroma  coincident.  However  this  may  be,  the  frequent  patho- 
logic changes  in  fibroid  tumors  take  the  fibroid  tumor  of  the 
uterus  out  of  the  list  of  benign  growths.  The  most  common  of 
these  degenerations  consists  of  an  interstitial  inflammation  of  the 
tumor  itself,  characterized  by  local  pain  and  tenderness  with 
general  constitutional  disturbance  and  rapid  enlargement  of  the 
tumor.  Or  they  may  consist  of  calcareous,  myxomatous,  or 
edematous  degeneration,  rendering  the  tumors  dangerous  to  life 
and  increasing  the  dangers  of  operation.  The  opinion  is  stead- 
ily gaining  ground  that  fibroid  tumors  of  the  uterus,  preclud- 
ing exceptional  cases,  should  be  removed.  The  method  of  ope- 
ration should  be  the  most  conservative  of  which  the  individual 
conditions  will  permit. 
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ACUTE  YELLOW  ATROPHY  OF  THE  LIVER  AS   IT   OCCURS 
IN  WOMBN.^ 


GEORGE  TUCKER   HARRISON,   M.D. 
New    York. 


Acute  yellow  atrophy  of  the  liver  is  an  exceedingly  rare 
disease.  Hunter^  estimated  that  up  to  the  year  1894  only  250 
cases  could  be  found  in  medical  literature.  For  the  gynecologist 
— using  that  term  in  the  widest  acceptation,  as  embracing  ob- 
stetrics in  addition  to  gynecology  in  the  ordinary  sense — it  is 
especially  interesting  in  view  of  the  fact  that  a  large  percentage 
of  cases  occur  in  pregnant  women.  Thus,  out  of  49  cases  re- 
corded by  Thierfelder  in  women,  18  occurred  in  pregnant  or 
lying-in  women;  out  of  French's  31  cases,  22  were  in  women 
and  11  of  these  were  pregnant.  The  influence  of  sex  is  undoubt- 
ed :  the  preponderating  majority  of  cases  are  women.  I  have 
seen  only  3  cases,  all  w^omen.  The  first  occurred  in  the  person 
'Of  a  young  married  woman  28  years  of  age.  This  patient  was 
pregnant,  and,  not  wishing  to  give  birth  to  a  child  at  term  on 
account  of  narrow  domestic  circumstances,  she  determined  to 
bring  on  an  abortion.  For  this  purpose  she  had  recourse  to  the 
use  of  certain  pills  which  had  been  recommended  to  her.  Instead 
of  having  the  expected  result,  they  induced  a  severe  form  of 
gastric  catarrh,  so  that  she  was  unable  to  retain  anything  in  the 
stomach.  At  this  time  I  was  sent  for  and  found  evidences  of 
gastro-duodenal  catarrh  with  icterus.  The  symptoms  increased 
in  severity,  and  in  a  few  days  delirium  occurred,  followed  by 
coma  terminating  in  death.  A  postmortem  examination  showed 
that  the  uterus  contained  a  three-months  fetus.  The  liver 
showed  parenchjanatous  degeneration.  The  atrophy  was  slight, 
as  death  took  place  before  the  pathological  changes  had  made 
much  progress.  In  another  ease,  which  occurred  in  a  woman 
upon  whom  I  operated  for  epithelial  cancer  of  the  mamma,  about 
six  months  before,  by  ablation  of  the  diseased  organ,  the  symp- 

'Read  before  the  Woman's  Hospital  Society,  January  28,  1902. 
^'Allbutt's   System   of   Medicine. 
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toms  began  as  an  ordinary  catarrhal  icterus,  but,  in  spite  of  all 
remedies,  the  patient's  condition  grew  worse  and  worse.  In  the 
second  week  delirium  supervened  and  then  coma  followed  by 
death.     The  urine  showed  a  large  quantity  of  bile  pigments. 

A  study  of  the  symptoms  cannot  b.ut  force  the  conviction  that 
they  are  due  to  some  toxic  agent.  It  is  a  striking  and  charac- 
teristic fact  that,  next  to  the  liver,  the  kidneys  are  most  affected 
by  degenerative  changes,  although  such  changes  are  found  in 
other  organs,  the  spleen  especially  being  generally  enlarged.  Is 
it  not,  then,  logical  to  assume  that  the  cause  of  the  pregnancy- 
kidney  and  the  acute  yellow  atrophy  of  the  liver  is  to  be  sought 
in  infection  by  bacterial  poisons  (ptomaines,  toxins)  or  in  some 
sort  of  chemical  agencies  which  form  with  especial  ease  in  the 
pregnant  condition  1  It  may  be  of  interest  here  to  state  that  in 
a  number  of  cases  the  bacterium  coli  commune  appears  to  be 
an  etiological  factor. 

That  an  acute  yellow  atrophy  of  the  liver  may  develop  from 
a  simple  catarrhal  icterus,  as  Frerichs,  Davidson,  Schroder,  and 
others  maintain,  is  no  longer  tenable,  although  it  is  easily  com- 
prehensible how  such  an  idea  should  have  originated,  as  the 
prodromata  and  symptoms  in  the  beginning  are  the  same  in  both 
affections.  When,  therefore,  Lomer  declares  that  "ordinary 
catarrhal  icterus,  when  it  attacks  a  pregnant  woman,  is  to  be 
regarded  as  a  serious  disease,  since  it,  as  it  appears,  easily  and 
often  develops  into  acute  yellow  atrophy  of  the  liver,"  he  enun- 
ciates a  proposition  which  cannot  stand  criticism.  Leaving  out 
of  view  all  other  objections,  it  is  sufficient  to  cite  the  fact  that 
catarrhal  icterus  is  by  no  means  infrequent,  while  acute  yellow 
atrophy  is,  as  we  have  seen,  one  of  the  rarest  of  known  diseases. 
When  a  recent  writer  like  Minkowski  speaks  of  phosphorus- 
poisoning  as  capable  of  evoking  acute  yellow  atrophy  of  the  liver, 
it  simply  shows  a  lack  of  accurate  analysis  of  the  symptoms  in 
the  two  diseases,  respectively.  As  Hunter  has  pointed  out,  how- 
ever, although  there  is  fatty  degeneration  of  the  liver  in  phos- 
phorus-poisoning, this  change,  in  the  great  majority  of  cases,  is 
attended  by  enlargement  of  the  liver  and  not  by  atrophy.  More- 
over, in  phosphorus-poisoning  the  fatty  degeneration  has  the 
character  of  a  fatty  infiltration,  while  in  acute  yellow  atrophy 
the  change  is  a  necrobiotic  one  from  the  outset.  The  resem- 
blances between  acute  yellow  atrophy  of  the  liver  and  icterus 
gravis,  whether  endemic  or  epidemic,  are  so  striking  and  obvious 
that,  provisionally  at  least,  we  may  assume  acute  yellow  atrophy 
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of  the  liver  to  be  a  specific  variety  of  icterus  gravis.  As  Hunter 
remarks :  "In  both  we  have  to  do  with  a  virulent  organic  poison 
probably  formed  within  the  intestine  and  acting  on  the  liver 
(as  also  on  the  blood  and  kidneys  and  other  tissues)  after  absorp- 
tion." 

It  is  earnestly  to  be  hoped  that  the  dark  places  in  the  etiology 
of  this  interesting  subject  will  be  illuminated  ere  long. 

221  West  Twenty-third  street. 


THE  SIGNIFICANCE  OF  ALBUMINURIA  OCCURRING  IN 
PREGNANCY.^ 


E.  E.  MORSE,  M.D., 
Washington,  D.  C. 


From  the  days  of  the  early  forties  when  Bright  first  called  the 
attention  of  the  medical  world  to  certain  alterations  in  the  char- 
acter of  the  urine,  indicating,  in  his  opinion,  pathological  condi- 
tions of  the  kidney  of  grave  import,  down  to  a  very  recent  pe- 
riod, we  have  regarded  albuminuria,  whenever  occurring,  as  a 
most  certain  sign  of  the  existence  of  renal  lesions.  This  opin- 
ion, first  advanced  nearly  half  a  century  ago,  has  held  its  own, 
the  weight  of  research,  both  clinical  and  experimental,  tending  to 
confirm  and  strengthen  the  original  idea  as  set  forth  by  Bright. 
Bealizing  the  importance  of  the  kidneys  in  the  human  organism, 
and  of  necessity  the  great  importance  of  a  knowledge  of  those 
pathological  processes  which  characterize  the  various  changes 
from  health  to  disease,  investigators  soon  gave  us  a  mass  of  in- 
formation concerning  renal  pathology  which  made  a  relatively 
clear  picture  of  the  disorders  of  these  hitherto  little  known  or- 
gans and  their  peculiar  diseases. 

Albumin  in  the  urine,  tests  for  determining  the  same,  urea 
and  uremia,  the  presence  or  absence  of  casts,  the  specific  gravity 
of  the  urine,  dropsy  and  associated  conditions,  constituted  the 
main  features  of  the  clinical  page  which  told  the  story  of 
Bright 's  disease.     It  is  interesting  to  note  that  until  within  the 

^Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
December  6,  1901. 
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past  decade,  when  a  contrary  opinion  arose,  the  presence  of  al- 
bumin in  the  urine  was  regarded,  out  of  all  the  other  symptoms, 
as  ,the  one  sure  and  infallible  sign  of  kidney  lesion,  the  plain 
meaning  of  which  was  unmistakable.  The  man  who  was  found 
to  have  albuminuria  was  denied  insurance  by  the  life  companies 
—the  reason  assigned  being  that  albuminuria  was  the  certain 
sign  of  Bright 's  disease,  which  was  to  the  unfortunate  victim, 
as  the  handwriting  on  the  wall,  the  sign  of  impending  doom. 
The  pregnant  woman  in  whose  urine  albumin  was  found  was 
looked  upon  as  in  a  very  grave  condition.  At  any  time  might 
develop  the  symptoms  of  that  most  dreaded  puerperal  compli- 
cation, eclampsia,  with  high  mortality  to  mother  and  still  greater 
fatality  to  the  child.  The  presence  or  absence  of  casts  was  of 
little  significance,  the  amount  of  urea  eliminated  was  of  equally 
small  importance,  provided  there  was  no  albuminuria.  This 
was  the  signal  flag  of  distress.  Its  presence  made  all  the  differ- 
ence between  comparative  safety  and  probable  danger.  If  we 
found  albumin  in  the  urine,  all  was  wrong;  if  we  failed  to  de- 
tect it,  all  was  right. 

Within  the  past  ten  years  another  opinion  regarding  albumin- 
uria has  been  gaining  ground,  the  increased  impetus  given  to  all 
departments  of  science  by  the  introduction  and  perfection  of 
instruments  of  precision,  by  the  researches  of  chemists,  micro- 
scopists,  bacteriologists,  and  pathologists,  compelling  us  in  many 
cases  to  recast  our  old  ideas  on  many  subjects  and  to  essentially 
modify  them  in  the  light  of  added  knowledge.  Perhaps  in  the 
whole  field  of  medicine  there  have  been  no  more  important 
changes  from  our  preconceived  ideas  than  in  the  field  of  renal 
disorders,  and  especially  in  this  one  predominant  symptom  of 
albuminuria.  We  now  know  that  the  presence  of  albumin  in 
the  urine  does  not  necessarily  indicate  disease.  It  r)iay  &c  pres- 
ent in  health.  If  it  is  a  departure  from  the  normal  and  there- 
fore considered  marking  a  pathological  condition,  this  condition 
is,  in  many  instances,  so  slight  that  for  practical  purposes  it 
may  be  totally  disregarded.  I  do  not  wish  to  be  misunderstood. 
I  am  quite  willing  to  admit  that  albuminuria  may,  and  fre- 
quently is,  an  accompaniment  of  diseased  kidney,  but,  on  the 
other  hand,  it  may  exist  and  not  indicate  anything  wrong. 
Having  lost  its  infallible  character  as  a  symptom  of  most  cer- 
tain disorder,  its  value,  from  a  diagnostic  standpoint,  is  of 
necessity  very  essentially  modified.  Its  gravity  and  significance 
now  must  be  determined  by  the  presence  or  absence  of  certain 
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other  symptoms  which  alone  determine  the  real  meaning  of  an 
albuminuria. 

Saundby,  in  his  "Renal  and  Urinary  Diseases,"  page  11,  says: 
"The  number  and  variety  of  pathological  conditions  under 
which  albumin  may  appear  in  the  urine  compel  us  to  regard  it 
as  dependent  not  only  on  inflammation,  grave  congestions,  and 
other  coarse  organic  changes,  but  upon  slight  variations  in  the 
mechanical  conditions  of  the  circulation  of  the  kidney.  Ex- 
cluding accidental  admixtures  of  blood  or  pus  from  the  bladder 
or  urethra,  albumin  is  met  with  in  not  only  acute  and  chronic 
Bright 's  disease,  but  in  diseases  of  the  heart,  lungs,  and  liver; 
in  peritonitis,  pregnancy,  abdominal  tumors;  in  most  febrile 
and  inflammatory  diseases ;  in  many  cases  of  poisoning,  cancer, 
tubercle,  and  syphilis ;  in  lardaceous  disease ;  in  anemia,  debility, 
dyspepsia,  purpura,  scurvy,  after  paroxysmal  hemoglobinuria; 
in  gout,  in  delirium  tremens,  in  various  diseases  of  the  brain 
and  spinal  cord,  in  epilepsy,  in  certain  skin  diseases,  as  well  as 
in  apparently  healthy  persons  after  bathing,  exercise,  etc." 

A  so-called  physiological  albuminuria  has  been  observed  by 
Grainger  Stewart,  Stirling,  and  others  as  occurring  in  the  ap- 
parently healthy  in  many  instances.  In  these,  exercise  and 
posture  seemed  to  modify  the  amount  of  albumin,  it  being  in- 
creased by  active  exercise  and  also  by  the  erect  posture.  To 
this  class  also  belong  the  two  forms  of  latent  albuminuria  de- 
scribed by  Mason  in  1876.  The  first  he  calls  the  albuminuria 
of  adolescence.  It  occurs  in  youth  and  young  men,  and  is 
nearly  always  present  in  some  specimen  of  the  urine  collected 
in  forty-eight  hours.  The  other  form  is  called  remittent  al- 
buminuria, or,  as  Pavy  says,  cyclical  albuminuria.  In  this, 
urine  passed  after  breakfast  usually  contains  albumin;  then 
there  is  a  remission  and  the  early  morning  urine  contains  none. 
Saundby  says  of  these:  "I  do  not  care  to  contend  that  there  is 
not  some  departure  in  these  eases  from  the  normal  mechanism 
of  the  renal  circulation ;  but  it  is  certain  that  neither  the  lesion 
nor  the  loss  of  albumin  gives  rise  to  any  derangement  of  health 
which  impairs  the  working  capacity  of  the  individual  or  tends 
to  shorten  his  life." 

Samuel  AVest,  in  an  article  in  the  Lancet  for  February  25, 
1899,  says:  "Albumin,  if  found  to  exist  alone,  may  possibly  be 
harmless  or  accidental  and  of  no  serious  significance."  Herter, 
before  the  Ncav  York  Academy  of  Medicine,  in  the  Carpenter 
Lecture,  October  21,  1898,  very  carefully  discusses  the  subject 
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of  kidney  diseases.  In  his  opening  paragraph  he  makes  the 
very  concise  statement,  albuminuria  being  the  matter  of  which 
he  speaks :  ' '  Practically  it  is  no  very  important  matter  whether 
we  have  to  do  with  nutritional  alterations  or  slight  structural 
changes.  The  important  fact  is,  such  patients  as  we  are  now 
considering  usually  live  many  years  without  showing  indications 
of  renal  disorders." 

With  this  brief  review  of  albuminuria  in  general,  in  which 
I  have  endeavored  to  fairly  set  forth  the  most  modern  views  of 
eminent  teachers  on  the  matter  under  discussion,  we  will  now 
pass  on  to  the  consideration  of  the  immediate  subject  of  this 
paper,  viz.,  the  significance  of  albuminuria  occurring  in  preg- 
nancy. It  would  be  superfluous  for  me  to  say  anything  regard- 
ing the  serious  character  of  puerperal  eclampsia.  There  is  not 
a  man  present  who  has  not  dealt  personally  with  this  truly 
dreaded  complication  of  pregnancy.  A  disorder  in  which  the 
mortality  is  conservatively  estimated  by  Barton  Cooke  Hirst  as 
38.4  per  cent  for  the  mother  and  50  per  cent  for  the  children 
requires  no  argument  to  emphasize  its  importance.  In  spite  of 
the  study  and  research  devoted  to  the  subject,  we  are  neverthe- 
less obliged  to  admit  that  puerperal  eclampsia  still  remains  one 
of  the  enigmas  of  medicine.  Theories  regarding  its  causation 
have  never  been  wanting.  To-day  we  are  well  agreed  that  it  is 
really  a  toxemia,  the  uterine  metabolism  being  the  most  probable 
origin  of  the  toxins.  Combined  with  this  toxic  element,  the 
increased  congestion  of  the  vessels  and  the  decreased  secretion 
of  the  kidneys  play  no  unimportant  part.  In  brief,  the  system 
is  surcharged  with  a  poisonous  element  or  elements,  at  the  same 
time  the  channels  of  elimination  are  clogged — a  condition  which, 
if  bad  enough  and  sufficiently  prolonged,  finally  culminates  in 
an  eclamptic  seizure.  Knowing  these  facts,  and  on  our  guard 
to  prevent  such  a  disaster,  how  have  we  sought  to  protect  our 
patient?  I  think  I  am  safe  in  saying  that  the  great  majority 
of  physicians  have  been  conscientious  enough  to  make,  from 
time  to  time,  examinations  of  the  urine,  but  I  doubt  very  much 
if  there  has  been  more  of  an  examination  than  may  be  suffi- 
cient to  determine  the  presence  of  albumin — this  being  done  in 
some  one  of  the  numerous  ways  with  which  we  are  familiar,  the 
heat  and  nitric-acid  test  being  the  one  in  general  use.  Further 
examination  was  deemed  unnecessary.  With  the  idea  that  al- 
buminuria alone  told  the  story  whether  the  kidneys  were  prop- 
erly performing  their  functions  or  not,  the  absence  of  albumin 
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was  taken  as  a  reliable  guarantee  of  renal  sufficiency.  The  op- 
posite condition  was  viewed  with  alarm,  an  anxious  lookout 
being  maintained  for  the  first  signs  of  threatened  uremia. 
Herein  lies  the  fallacy  of  assuming  albuminuria  to  be  a  symp- 
tom of  kidney  disorder.  Herein  we  make  our  grand  mistake. 
On  the  presence  of  albumin  we  cannot  in  safety  venture  a  diag- 
nosis nor  hazard  a  prognosis. 

Five  hundred  women  out  of  ten  thousand  have  albuminuria 
during  pregnancy,  yet  of  these  five  hundred  only  sixty  develop 
eclampsia ;  on  the  other  hand,  Gerster  has  collected  a  series 
of  108  cases,  all  eclamptics,  in  which,  after  repeated  and  care- 
ful examinations,  no  albumin  was  found  at  any  time.  In  fact, 
the  very  worst  cases  are  those  in  which  eclampsia  appears  with- 
out a  sign  of  albuminuria.  It  by  no  means  necessarily  follows 
that  a  woman  with  albuminuria  must  have  convulsions,  the  time 
of  its  appearance,  its  amount,  etc.,  all  being  elements  in  the 
problem;  but,  on  the  other  hand,  were  albuminuria  the  fast  and 
reliable  sign  of  impending  trouble  on  which  we  depend  for  help, 
surely  in  those  cases  in  which  eclampsia  does  develop  it  would 
not  be  wanting — and  yet  such  is  the  case.  Plainly  our  confi- 
dence is  misplaced  and  we  have  built  upon  the  sand.  Recalling 
the  extensive  and  varied  disorders  in  which  albuminuria  is  a 
symptom,  its  inconstant  character  in  the  presence  of  the  toxe- 
mia of  pregnancy,  it  is  manifest  that  we  must  look  further  for 
the  solution  of  the  problem  of  the  relation  between  the  constit- 
uents of  the  urine  and  eclampsia. 

With  this  object  in  view,  do  we  find  any  one  urinary  element 
or  substance  which  does  bear  a  fixed  and  definite  relation  to  the 
development  of  those  symptoms  which  we  collectively  designate 
as  puerperal  eclampsia?  We  can,  I  think,  safely  say  that  such 
is  possible.  Repeated  and  careful  examinations  have  shown 
that  there  exists  a  close  relationship  between  the  amount  of  urea 
eliminated  and  the  development  of  toxin  poisoning.  I  am  well 
aware  that  among  the  numerous  theories  propounded  from  time 
to  time,  that  of  urea  as  the  cause  of  eclampsia  is  a  very  old  one, 
and  one  which,  for  various  reasons,  has  been  tried  in  the  bal- 
ance and  found  wanting.  I  am  not  interested  in  that.  The 
point  remains:  is  there  a  reliable  and  reasonable  relationship 
between  urea  and  eclampsia?  Does  its  retention  cause  convul- 
sions and  the  train  of  symptoms  which  occur  in  eclampsia?  If 
so,  then  we  have  changed  an  uncertaintj'-  for  a  certainty  and 
progressed  so  far.     Urea,  as  is  well  known,  is  a  waste  product. 
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poisonous  in  itself,  eliminated  through  the  medium  of  the  kid- 
neys. In  health  none  of  it  is  retained.  If  for  any  reason  its 
production  is  increased  or  if  its  elimination  is  decreased,  which 
amount  to  the  same  thing— viz.,  if  there  is  retained  within  the 
body  any  considerable  amount  of  urea— the  system  early  shows 
a  disturbance  by  its  presence.  What  occurs  in  pregnancy?  In 
all  probability  there  is  an  increased  production  and  likewise  a 
diminished  elimination,  v\dth  the  result  of  the  development  to 
a  greater  or  less  degree,  depending  on  amount  and  individual 
susceptibility,  of  the  symptoms  of  uremia. 

Cannot  this  condition  be  discovered  early  and  the  necessary 
steps  taken  to  check  the  trouble?  I  have  above  pointed  out  the 
wiU-o '-the-wisp  character  of  albuminuria  in  these  cases — its 
total  absence  in  the  worst  cases  and  its  frequent  presence  mth- 
out  other  symptoms — but  all  urinary  examinations  for  urea  show 
conclusively  that  there  is  a  regular  and  consistent  relationship 
between  the  outward  and  visible  signs  and  the  underlying  mis- 
chief. A  healthy  indi\adual  eliminates  thirty-five  grammes  of 
urea  in  a  day.  AVhenever  this  amount  is  decreased  and  con- 
tinues for  any  length  of  time — I  am  now  speaking  of  pregnant 
women — the  signs  of  disturbance  are  not  wanting.  In  a  very 
lucid  and  convincing  paper  in  the  Medical  Record  for  April  20, 
1901,  Marx  says:  "'Urea  is  always  found  markedly  diminished 
in  the  so-called  toxemias  of  pregnancy ;  many  women  go  to  term 
Avith  albuminuria,  Avithout  symptoms  referable  to  toxemia. 
When  such  symptoms  occur  they  are  not  caused  by  the  albu- 
min, hut  by  faulty  urea  secretion."  The  same  author  further 
states:  "I  have  personally  known  ten  women  to  perish  without 
the  slightest  evidence  of  albumin  or  casts." 

It  only  remains  to  be  said,  in  concluding  this  somewhat  brief 
paper,  that  the  weight  of  evidence  seems  to  be  (1;  against  the 
reliability  of  albumin  as  a  symptom  of  serious  import;  (2)  care- 
ful urinary  analyses  show  a  definite  relation  between  urea  and 
the  development  of  toxic  symptoms. 
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The  day  before  his  death  Dr.  Munde  called  his  daughter  to  his 
bedside,  and,  after  telling  her  how  fully  he  realized  his  condition, 
went  on  to  say  that,  as  he  would  probably  die  before  midnight,  ho 
wished  to  dictate  the  form  in  which  notices  of  his  death  should 
appear  in  the  newspapers  of  the  next  day.  He  was  moved  to  do 
this  because,  as  he  said,  he  did  not  wish  anything  entered  beyond 
a  brief  mention  of  the  fact,  and  also  because  he  wished  to  spare 
his  wife  and  children  the  distress  inseparable  from  such  duties. 
Soon  after  this  act  was  done  he  bade  his  family  good-by  and  died 
as  only  they  die  who  are  at  peace  with  themselves  and  the  world. 
His  aversion  to  panegyric,  coupled  with  the  direct  and  simple 
manner  in  which  he  surrendered  his  life,  puts  a  check  upon  any 
one  who  attempts  to  write  in  memory  of  him;  therefore,  if  those 
who  loved  him  find  too  little  in  this  mention  of  his  life,  let  them 
put  it  down  to  the  desire  to  meet  his  wishes,  and  not  to  lack  of 
matter  or  lack  of  inclination  to  clothe  and  present  it  in  fitting 
form. 

Paul  Fortunatus  Munde  was  born  in  Dresden,  Saxony,  Sep- 
tember 7,  1846.  His  father  was  Dr.  Charles  Munde,  his  mother 
Bertha  von  Horneman.  She  was  the  daughter  of  Baron  von 
Horneman,  Councillor  to  the  King  of  Saxony.  Charles  Munde 
was  a  strenuous  man,  with  a  full  share  of  courage  and  energy  to 
back  it.  We  are  not  surprised,  therefore,  to  find,  when  the  wave 
of  discontent  and  revolution  Avhich  swept  over  Middle  Europe 
in  1848  and  1849  reached  Saxony,  that  he  was  quickly  in  the 
midst  of  it,  doing  his  utmost  to  promote  and  push  forward  the 
cause  of  liberalism.  The  defeat  which  befell  the  revolutionists 
was  promptly  followed  with  prosecution  and  persecution ;  so,  a 
price  upon  his  head,  the  political  refugee  Charles  Munde,  with 
wife  and  three-year-old  child,  sought  shelter  in  America.  He 
had  a  full  and  distinguished  company,  however,  seeing  that  from 
the  Mediterranean  to  the  Baltic,  from  the  Carpathians  to  the 
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Atlantic,  each  country  was  then  hastening  its  quota  of  refugees 
to  the  same  shore. 

Florence,  Mass.,  was  selected  by  Dr.  Munde  as  his  resting  place, 
and  there,  in  its  invigorating  climate,  Paul  Munde  completed 
the  foundations  of  his  fine  physique.  He  entered  the  Boston 
Latin  School  in  1860,  and,  in  an  atmosphere  which  had  seen  the 
beginnings  of  so  many  striking  personalities,  he  expanded  and  de- 
veloped into  the  ardent,  strenuous,  honorable  man  he  lived  and 
-died.  In  1863  he  entered  the  Medical  School  of  Yale  University. 
But  he  could  not  wait  to  graduate;  war  was  in  the  air,  and  his 
heredity  asserted  itself.  He  must  see  some  fighting,  so  he  sought 
and  secured  a  place  as  "acting  medical  cadet"  in  the  Union  army. 
To  his  infinite  disappointment,  he  found  himself  back  in  Boston, 
to  which  place  he  was  ordered  for  duty.  He  was  not  to  be  frus- 
trated, however,  in  this  fashion,  if  he  could  find  a  way  to  pre- 
vent it,  so  he  wrote  direct  to  Mr.  Lincoln  and  besought  a  transfer 
to  the  front.  The  President  took  the  trouble  to  send  him  an 
answer  direct,  which  was  about  the  only  part  of  the  atfair  that 
•offered  consolation.  He  told  the  young  aspirant  that  no  doubt 
he  was  a  good,  serviceable  man,  well  fitted  for  his  work,  and,  as 
just  then  such  people  were  needed  at  the  rear,  he  must  stay  where 
he  was. 

At  the  close  of  the  war  he  resumed  his  medical  studies,  this  time 
at  the  Harvard  Medical  School,  graduating  with  high  honors  in 
1866.  He  went  at  once  to  Germany,  where  for  the  succeeding 
seven  years  he  pursued  his  work  and  studies.  The  first  thing  he 
did  was  to  enter  the  Bavarian  Contingent  of  the  Austrian  army, 
the  Austrian-Prussian  war  being  then  in  progress.  He  served 
as  an  assistant  volunteer  surgeon  throughout  this  contest,  and  at 
its  close  had  the  honor  to  receive  the  Medal  of  Honor  for  dis- 
tinguished services  on  the  field  of  battle  in  the  line  of  his  duty 
to  the  M^ounded.  After  being  mustered  out  (1867)  he  became 
resident  physician  in  the  Maternity  Hospital  at  Wurzburg  and 
assistant  to  Scanzoni.  He  remained  nearly  three  years  in  inti- 
mate relation  with  this  distinguished  surgeon,  and  acquired  a 
groundwork  and  an  impress  which  turned  him  into  the  channel 
of  professional  work  which  he  finally  took  and  kept  till  the  end 
of  his  life. 

No  doubt  he  would  have  come  back  to  America  in  1870,  but  the 
Franco-Prussian  war  was  beginning.  This  was  a  temptation 
which  Munde 's  ardent  nature  could  not  resist,  so  at  the  outbreak 
•of  hostilities  we  find  him  again  Avith  the  Bavarian  Contingent, 
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serving  now  as  battalion  surgeon  with  the  rank  of  major.  Four 
years  before  he  and  his  comrades  had  been  marching  and  fighting 
against  the  Prussian  crown  prince;  now  they  were  with  him 
against  the  French.  Had  Munde  been  given  to  talking  of  his  ex- 
ploits and  adventures,  what  a  delightful  and  thrilling  story  could 
he  have  given  of  his  days  with  the  German  army !  Beginning 
with  Saarbriick.  he  went  on  through  Worth  to  Sedan,  seeing  as 
much  as  a  subordinate  could  see  of  all  the  doings  and  undoings 
which  marked  the  action  of  the  perfect  machine  of  which  he  was 
a  part,  as  it  bore  down,  enveloped,  and  finally  captured  the  un- 
fortunate army  which  the  gallant  ]\IacMahon  had  the  misfortune 
to  lead. 

"VYe  next  find  Munde  before  Paris,  taking  his  part  in  the  siege. 
This,  as  the  world  knows,  dragged  on  through  the  winter  of  1870- 
1871.  The  Bavarians  did  their  share  of  the  work.  So  the  young 
surgeon  had  his  hands  full,  not  only  of  wounded,  but  also  of 
the  inevitable  quota  of  sick.  He  secured  a  good  building  for  a 
field  hospital  and  soon  had  it  organized  and  equipped.  One  day, 
during  a  lull  in  the  fighting  on  his  part  of  the  line,  after  finishing 
his  morning  rounds  at  the  hospital,  he  rode  off  to  headquarters 
in  order  to  see  about  some  delayed  supplies.  Returning  a  few 
hours  afterward,  he  saw  that  his  hospital  was  on  fire.  Riding 
forward  rapidly,  he  learned  that  all  the  inmates  except  two  in  a 
remote  part  of  the  structure  had  been  removed.  It  was  reported 
to  him  that  access  to  these  was  cut  off  by  the  fire,  and  therefore 
they  had  been  abandoned.  Without  hesitation  he  plunged  into 
the  building,  and,  after  groping  about,  succeeded  in  finding 
and  rescuing  them.  For  this  act  the  emperor  bestowed  upon  him 
the  Iron  Cross.  Here  was  a  man  who  had  served  through  two 
wars,  each  of  paramount  importance,  had  won  the  Medal  of 
Honor  in  one  and  the  Iron  Cross  in  the  other — decorations  of  such 
importance  and  grade  that  the  mere  mention  of  them  is  sufficient 
to  stamp  the  possessor  a  remarkable  personage.  And  yet  it  is 
doubtful  if  any  one  outside  of  Dr.  Munde 's  closest  intimates  was 
aware  of  the  fact  that  he  had  won  them. 

With  the  fall  of  Paris,  and  the  withdrawal  of  the  German 
forces.  Dr.  Munde  resigned  his  commission — peace  having  been 
declared — and  took  up  his  studies  at  Heidelberg.  From  there  he 
went  to  Berlin,  thence  to  Vienna,  London,  Edinburgh,  and  Paris. 
At  all  of  these  places  he  familiarized  himself  with  the  work  of  the 
men  who  were  engaged  especially  in  the  departments  of  obstet- 
rics and  diseases  of  women,  so  that  when  he  returned  to  America 
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in  1873  there  was  no  one  better  fitted  than  he  to  take  up  this  work 
and  continue  it.  Their  practice  did  not  satisfy  his  ambition,  so 
we  find  in  1874  that  he  took  editorial  charge  of  The  American 
Journal,  of  Obstetrics.  The  manner  in  which  he  fulfilled  the 
duties  of  this  position  is  fully  attested  by  the  high  place  this 
journal  reached  and  held  under  his  guidance ;  and  when  he  re- 
tired from  the  editorship  he  found  that  the  list  of  subscribers  had 
risen  from  four  hundred  to  over  five  thousand. 

He  was  a  very  important  and  active  agent  in  the  formation  of 
the  American  Gynecological  Society,  being  its  Secretary,  which 
means  that  he  did  pretty  much  all  the  work  not  included  in  the 
actual  preparation  of  the  papers  presented  or  covered  by  the 
functions  of  a  presiding  officer.  Later  he  became  President  of 
this  Society.  Meanwhile  he  had  been  made  President  of  the  New 
York  Obstetrical  Society  and  had  served  as  Vice-President  of  the 
British  Gynecological  Society;  had  also  become  a  member  of 
the  German  Gynecological  Society  and  a  Corresponding  Fellow 
of  the  Obstetrical  Societies  of  Philadelphia,  Leipzig,  and  Edin- 
burgh. He  was,  of  course,  a  member  of  the  two  leading  societies 
of  his  own  city,  the  County  Medical  and  the  Academy  of  Medi- 
cine. He  devoted  a  great  deal  of  his  time  to  the  development  of 
the  Gynecological  Service  at  Mt.  Sinai  Hospital,  and  such  was 
his  success  that  he  kept  it  fully  abreast  the  work  being  done  in 
this  specialty  throughout  the  world.  His  many  contributions  in 
this  direction— viz.,  some  hundred  separate  articles  bearing  on 
obstetrics  and  gynecology,  and  two  valuable  completed  works, 
"Minor  Surgical  Gynecology"  and  a  "Practical  Treatise  on 
Diseases  of  Women,"  the  latter  written  in  conjunction  with  Dr. 
T.  Gaillard  Thomas— bear  ample  testimony  to  his  well-placed  in- 
dustry in  tins  direction.  AVhen  the  New  York  Polyclinic  was 
formed  it  was  but  natural  to  find  Munde  among  its  leading  teach- 
ers. Dartmouth  College  secured  his  services  as  Professor  of 
Gynecology,  later  marking  its  appreciation  and  approval  of  his 
work  by  conferring  upon  him  the  degree  of  LL.D. 

Whenever  Munde,  in  a  gathering  of  his  peers,  rose  to  speak  he 
had  prompt  and  careful  attention.  He  was  honest  of  thought, 
courteous  of  speech,  not  diffuse  but  direct.  Shams  he  detested ; 
therefore  speech  for  effects  outside  his  audience  he  loathed.  He 
had  a  ready  temper,  as  all  right-conditioned  men  do  have,  but  he 
knew  its  uses.  Loyal,  generous,  kindly,  he  could  fight  a  good 
fight  and  then,  like  the  gentleman  that  he  was,  neither  sulk  over 
defeat  nor  exult  over  victory. 
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The  limitations  which  govern  such  mention  as  Ave  have  been 
allowed  to  make  of  Dr.  Munde  force  me  to  a  close;  but  a  word 
must  be  uttered  as  to  the  side  of  his  nature  which  was  turned 
homeward.  Domestic  happiness  was  his  to  the  fullest  extent — 
a  happiness  in  keeping  with  the  antecedents  and  aspirations  of 
cultivated  refinement.  Wife  and  children  found  in  him  not 
merely  the  help  which  comes  as  husband  and  father,  but  that  kind 
of  inspiring  help  which  a  vigorous,  healthy,  courageous,  high- 
minded  personality  always  sheds  around  it.  And  this  he  car- 
ried with  him  wherever  he  went.  One  need  not  wonder,  then, 
that  in  the  outside  world  he  wielded  a  strong  influence  over 
a  strong  following  even  up  to  the  day  of  his  death.  When  such 
men  die,  a  great  and  good  thing  goes  out  of  the  world— and  yet 
goes  not  wholly,  for  something  is  left,  which  is,  '' Example." 

W.  M.  Polk. 


RESOLUTIONS   PASSED    BY    THE   NEW    YORK    OBSTETRICAL    SOCIETY, 
MEETING  OF  MARCH   11,   1902. 

Resolved,  That  in  the  death  of  Dr.  Paul  F.  Munde  we  have  lost 
an  old  friend  and  comrade,  who  for  over  a  quarter  of  a  century 
has  been  foremost  in  our  councils  and  scientific  work.  Strong 
and  aggressive  in  his  personality,  but  always  generous  and  warm- 
hearted, we  shall  remember  him  as  one  who  rose  by  his  own  efforts 
to  a  place  of  great  honor,  but  never  lowered  his  standard  of  pro- 
fessional duty. 

Besolved,  That  this  resolution  be  inserted  in  our  minutes  and 
that  a  copy  be  sent  to  the  family  of  our  late  Fellow. 

J.  E.  Janvrin,  M.D., 
Clement  Cleveland,  M.D,, 
Henry  C.  Coe,  M.D., 

Committee. 

RESOLUTIONS  PASSED  BY  THE  BOARD  OF  DIRECTORS  OF  THE  MT.  SINAI 
HOSPITAL,   FEBRUARY   9,    1902. 

Whereas,  The  Almighty  in  His  infinite  wisdom  has  removed 
from  among  us  Paul  F.  Munde,  who  for  the  past  twenty-six  years 
has  been  connected  with  Mt.  Sinai  Hospital  as  a  member  of  its 
Medical  Staff  in  the  capacity  of  Gynecologist; 

Whereas,  He  devoted  to  the  cause  which  this  institution  repre- 
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sents  much  of  his  time,  thought,  and  unremitting  labor  during  the 
prime  of  his  manhood:  therefore, 

Be  it  Resolved,  That  the  Board  of  Directors  take  this  means 
to  rebord  their  high  appreciation  of  the  ever-conscientious  and 
self-sacrificing  devotion  of  this  eminent  physician,  who  during 
his  service  has  acquired  the  profound  gratitude  of  the  Board  of 
Directors  and  the  patients  who  came  under  his  charge ; 

That  the  Hospital  has  lost  in  him  a  friend,  worker,  and  scien- 
tist; 

That  sincere  condolence  is  hereby  tendered  to  the  bereaved 
family ; 

That  the  flag  on  the  Hospital  Building  be  lowered  to  half-mast 
until  after  the  funeral; 

That  these  resolutions  be  published  and  spread  upon  the  min- 
utes and  a  copy  thereof  be  presented  to  the  family  of  the  de- 
ceased. 

Isaac  Wallach, 

President. 

Louis  M.  Josephthal, 

Secretary. 

RESOLUTIONS   PASSED   BY    THE   ASSOCIATION    OF   THE   ALUMNI   OF 
MT.    SINAI    HOSPITAL. 

Death  has  taken  our  beloved  teacher,  friend,  and  helper,  Dr. 
Paul  F.  Munde,  in  the  fulness  of  his  fame  and  power.  His  uni- 
versal kindness,  his  never-failing  courtesy,  his  generosity,  and, 
above  all,  his  loyalty,  rendered  him  dear  to  every  member  of  the 
Mt.  Sinai  Alumni  Association.  AVe  shall  never  forget  the  lessons 
learned  at  his  hand  and  enforced  by  his  precept.  We  are  better 
physicians  and  better  men  for  having  lived  in  close  contact  with 
him.  In  the  sorrow  that  we  personally  feel  we  extend  to  the 
family  our  sympathy,  most  heartfelt  and  sincere,  realizing,  how- 
ever, that  it  is  impossible  "to  gild  a  grief  with  words." 

Samuel  M.  Brickner,  M.D., 
Albert  A.  Berg,  M.D., 
Charles  Goodman,  M.D., 
I\Iartin  M.  AY.VRE,  ]\r.D., 

Committee. 
February  24,  1902. 
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TRANSACTIONS  OF  THE  SECTION    ON 

GYNECOLOG-Y  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Meeting  of  Thursday,  January  16,  1902. 
George  Erety  Shoemaker,  M.D.,  in  the  Chair. 
Dr.  Shoemaker  reported  the  following  cases : 

(a)  VESICO-UTERO- VAGINAL  FISTULA  ;    (&)   EXTRAUTERINE  PREG- 
NANCY ;   (c)  PUERPERAL  SEPSIS;  PELVIC  ABSCESS;  DEATH 
FROM  HEMORRHAGE  INTO  INTESTINE. 

Vesico-utero-vaginal  Fistula.— This  was  an  instance  where  the 
bladder  opening  was  situated  at  the  upper  angle  of  a  deep  tear  of 
the  anterior  lip  of  the  uterine  neck,  some  separation  of  the  blad- 
der from  its  uterine  attachment  having  been  produced  at  the 
time  of  the  injury. 

The  amount  of  scar  tissue  present  was  not  great,  but  what  there 
was  held  the  bladder  opening  close  into  the  torn  uterine  cleft. 
In  order  to  secure  a  movable  posterior  border  for  the  fistula, 
and  because  uterine  tissue  does  not  make  a  very  good  flap,  the 
plan  adopted  was  the  further  separation  of  the  bladder  from 
the  uterus  by  splitting  the  line  of  junction  with  a  knife.  This 
separated  the  field  of  operation  into  two  parts — the  upper  a  por- 
tion of  bladder  wall  with  a  hole  in  it  and  with  a  raw  flexible 
edge  behind ;  the  lower  portion  was  a  tear  of  the  cervix  .which 
could  be  denuded  and  united  in  a  simple  manner.  The  other 
edges  of  the  bladder  fistula  were  now  broadly  pared  and  the 
whole  of  the  raw  surfaces  closed  by  a  row  of  fine  silkworm-gut 
sutures  passed  from  right  to  left,  beginning  above  or  in  front  pf 
the  fistula  and  continuing  down  over  the  opening  and  along  the 
torn  cervix  to  its  tip.  Nine  sutures  were  used.  A  permanent 
rubber  catheter  was  used  seven  days,  after  which  the  patient 
emptied  the  bladder  herself  every  two  hours.  An  iodoform- 
gauze  packing  was  lightly  placed  in  the  vagina.  A  mixture  con- 
taining boric  acid  and  cinnamon  water  was  given  every  two 
hours.  There  was  no  leakage.  The  stitches  were  removed  on 
the  eleventh  day  and  the  patient  discharged,  entirely  well,  on 
the  sixteenth  day. 

The  woman  was  32  years  old.  The  injury  had  occurred  at  her 
seventh  labor  seven  weeks  before  operation.  Labor  had  lasted 
three  days,  with  very  severe  pains,  and  had  been  terminated  by 
forceps  under  ether.  Though  the  patient  was  not  certain,  urine 
probably  escaped  from  the  time  of  labor.  Her  physician,  in  con- 
sultation with  the  writer,  had  kept  the  parts  free  from  incrus- 
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tation,  and  the  urine  acid  by  the  use  of  benzoic  acid  and  borax 
internally,  as  recommended  by  Emmet.  She  was  treated  in  the 
ward  for  aseptic  pelvic  and  abdominal  cases  at  the  Presbyterian 
Hoijpital. 

Extrauterine'  Pregnancy. — The  patient  was  a  single  woman, 
aged  27,  who  was  seen  in  consultation  with  Dr.  Daniels  at  her 
home  shortly  after  severe  abdominal  pain  and  faintness  had  led 
to  a  suspicion  of  extrauterine  pregnancy.  This  diagnosis  was 
agreed  to,  and  three  and  a  half  hours  later,  or  as  soon  as  she 
could  be  removed  to  the  Presbyterian  Hospital,  abdominal  sec- 
tion was  performed  with  most  favorable  results.  Her  history 
showed  that  her  menstrual  periods  had  always  been  painful, 
severe  cramps  with  vomiting  often  lasting  for  three  of  the  five 
days  of  the  flow;  quantity  rather  scant,  recurrence  somewhat 
irregular.  The  last  normal  period  had  appeared  just  six  weeks 
before,  since  which,  at  intervals  of  ten  days,  some  brownish 
bleeding  had  appeared  with  strong  menstrual  odor.  She  had 
fainted  after  a  sharp  attack  of  pain  while  in  a  store  three  days 
before,  and  had  remained  in  bed  since,  with  some  temporary 
prominence  in  the  right  lower  abdomen,  occasional  vomiting  and 
pain.  On  the  morning  of  operation  she  had  for  the  first  time 
become  very  pale.  When  seen  the  pulse  was  feeble,  116,  respi- 
rations 48,  faeies  anxious.  Breast  signs  were  suggestive.  The 
vagina  was  blued.  Enlargement  felt  to  right  of  uterus.  Hemo- 
globin 50  per  cent,  red  cells  3,600,000,  white  6,800.  A  diagnosis 
of  internal  hemorrhage  might  have  been  made  from  the  blood 
examination  alone,  as  the  patient  had  no  history  of  anemic  ap- 
pearance until  that  day. 

Section  showed  a  ruptured  right  tube  and  large  quantities  of 
blood  free  in  the  peritoneal  cavity.  The  fetus  was  washed  out 
by  the  irrigation.  No  drainage.  Aseptic  recovery.  Dis- 
charged Avell  on  the  tAventy-seventh  day  with  hemoglobin  70  per 
cent. 

One  of  the  difficulties  in  the  diagnosis  of  such  a  case  and  in 
obtaining  consent  for  operation  is  the  unmarried  condition  of 
the  patient,  as  no  explanations  can  be  made  except  to  the  patient 
herself  afterward,  and  it  is  difficult  to  obtain  actual  facts  before- 
hand. This  is  the  second  case  in  the  writer's  experunce  where 
illicit  cohabitation,  not  in  the  habitually  immoral,  has  resulted  in 
extrauterine  pregnancy. 

Puerperal  Sejjsis;  Pelvic  Abscess;  Death  from  Hemorrhage 
into  Intestine.— Mrs.  L.  H.,  28  years  old;  married  five  years; 
never  conceived  until  seven  months  ago.  Previous  history  neg- 
ative. She  was  delivered  of  a  well-formed  seven-months  child, 
which  was  stillborn,  eighteen  days  before  coming  under  obser- 
vation. In  the  interval  there  had  been  high,  irregular  fever, 
which  began  soon  after  delivery,  reaching  101°  on  the  third  day 
and  10-4°  on  the  eleventh  day,  dropping  to  normal  almost  daily. 
There  had  been  chilliness,  vomiting,  and.  ten  days  before  ad- 
mission, extreme  pain  in  the  left  lower  abdomen,  with  drawing 
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up  of  knees,  probably  due  to  escape  of  pus  from  ovary  into  peri- 
toneum. There  had  been  tympany  and  much  abdominal  tender- 
ness, with  some  light-colored,  non-ofPensive  discharge.  Although 
the  patient  had  not  been  well  for  ten  days  prior  to  her  delivery 
and  had  had  some  swelling  of  the  feet  and  face,  she  was  evidently 
suffering  from  puerperal  sepsis,  and  the  question  of  the  coinci- 
dence of  any  bowel  ulceration  due  to  typhoid  or  other  causes 
did  not  arise  until  bleeding  occurred  from  the  intestine. 

On  admission  to  the  ward  her  blood  showed  33  per  cent  hemo- 
globin, 2,400,000  red  cells,  and  only  8,600  leucocytes,  although 
there  was  a  well-marked,  hard,  fixed  inflammatory  mass  well 
forward  in  the  left  pelvis.  She  was  therefore  thought  to  have 
well  encapsulated  any  pus  present.  The  gonococcus  was  found 
in  the  vagina.  There  were  hyaline  and  granular  casts  and  urine 
of  1015  specific  gravity.  Average  pulse  114.  Temperature 
ranging  to  103°.  As  she  was  profoundly  anemic,  as  the  temper- 
ature was  falling,  and  as  the  infection  was  probably  streptococ- 
cic and  drainage  by  vagina  not  feasible,  she  was  watched  for  sev- 
eral days,  but  the  leucocytes  rose  to  14,600,  and  the  tempera- 
ture, after  falling,  rose  again  to  102°,  so  laparatomy  Avas  done. 
Only  one  tube  and  ovary,  the  left,  had  become  involved;  the 
uterus  was  entirely  free  from  adhesions,  as  was  the  abdominal 
aspect  of  the  pelvic  abscess.  This  was  walled  in  by  pelvic  wall 
and  bladder  below,  broad  ligament,  tube,  and  ovary  behind  or 
above,  and  by  densely  infiltrated  omentum  in  front  immediately 
over  the  abscess,  while  all  other  portions  of  the  omentum  were 
free.  The  pus  might  have  been  still  reached  from  the  left  groin, 
but  the  tube  and  ovary  were  enlarged  and  the  mass  was  therefore 
enucleated.  The  pedicle  had  been  ligated  with  silk  and  carefully 
disinfected.  No  injury  to  the  bowel  had  occurred,  as  only  slight 
adhesion  to  the  sigmoid  was  present.  Bowel  carefully  inspected 
for  injury.  Salt  solution  irrigation.  The  pus  had  originally 
been  in  the  tube  and  ovary,  the  ovarian  sac  still  contained  about 
tAvo  ounces  of  green  pus,  but  much  of  the  pus  lay  in  front  of 
the  right  broad  ligament,  limited  by  omental  adhesions. 

She  did  well  for  three  days,  when  the  gauze  was  removed  and 
a  rubber  tube  left  in.  After  the  bowels  were  first  moved  on  the 
third  day  she  had  diarrhea,  which  was  checked  with  starch  and 
laudanum  enemata.  This  diarrhea  was  the  only  symptom,  be- 
sides the  temperature,  which  might  have  been  due  to  intestinal 
disease  or  ulceration  due  to  typhoid,  though,  of  course,  the  pres- 
ence of  sepsis  was  looked  upon  as  accounting  for  all  her  symp- 
toms. After  doing  fairly  Avell  for  a  Aveek,  Avith  a  regular  tem- 
perature steadily  dropping  to  below  100°,  she  Avas  seized  with 
violent  pain  in  the  abdomen  about  2  p.m.,  vomited,  perspired, 
and  became  very  Aveak.  AVhen  seen  a  short  time  later  by  the 
operator  she  had  reacted.  Physical  signs  of  hemorrhage  Avere 
looked  for  in  vain.  The  Avound  Avas  in  good  order  and  the  drain- 
age tube,  Avhich  Avent  to  the  bottom  of  the  pelvis,  shoAved  no 
blood.     There  Avas  tympany  and  some   pain  in   the   abdomen; 
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face  pale;  pulse  132,  only  eight  beats  above  its  average.  Salt 
solution  given.  Opening  abdomen  not  considered  justified,  as 
no  blood  could  be  seen  and  drainage  tract  would  have  infected 
sui*roundiug  peritoneum. 

She  had  another  attack  of  pain  and  collapse  about  9  p.m. 
Shortly  before  death,  which  occurred  about  8  a.m.  next  day,  she 
passed  a  quantity  of  blood  from  the  anus.  There  had  been  no 
stool  for  thirty-six  hours.  With  the  relaxation  of  death  blood 
escaped  freely  from  the  anus,  a  large  clot  followed  by  bright- 
red  fluid  blood  estimated  by  experienced  nurses  at  nearly  a 
pint,  before  they  succeeded  in  checking  its  escape  by  packing 
the  anus.  No  blood  escaped  from  the  drainage  tube  or  vagina. 
No  autopsy  was  obtainable.  The  immediate  cause  of  death  was 
hemorrhage  into  the  bowel,  in  a  patient  whose  hemoglobin  had 
been  .33  per  cent  shortly  before  operation.  The  escape  of  even  a 
moderate  quantity  of  blood  would  be  fatal  to  such  a  person,  not 
to  mention  the  enfeebling  consequences  of  three  weeks  of  puer- 
peral sepsis  with  abscess  formation  and  nephritis. 

The  cause  must  be  looked  for  in  some  intestinal  ulceration.  It 
is  just  possible  that  there  was  a  coincident  typhoid  infection, 
though,  other  features  being  so  prominent,  no  Widal  reaction 
was  looked  for.  The  loss  of  an  autopsy  is  much  to  be  regretted. 
Slipping  of  ligature  is  most  unlikely,  as  this  would  not  account 
for  blood  in  the  bowel,  while  no  blood  appeared  in  the  drainage 
tract. 

Dr.  Davis.  — The  literature  of  puerperal  sepsis  contains  numer- 
ous instances  of  mixed  infection  arising  in  the  intestine.  In 
some  of  these  cases  coincident  infection  from  the  intestine  and 
genital  tract  probably  existed. 

In  my  experience  two  cases  are  recalled  which  illustrate  this 
class  of  infection.  In  the  first,  after  celiohysterectomy  for  con- 
tracted pelvis,  the  patient  died  from  peritonitis  and  occlusion 
of  the  intestine.  Upon  autopsy  the  small  intestine  was  ex- 
tensively ulcerated  and  a  mass  of  lymph  occluded  the  bowel. 
The  bacillus  coli  communis  was  found  in  great  abundance  in 
the  intestinal  ulcers  and  in  the  lymphatics  and  peritoneum.  The 
site  of  the  operation  was  found  upon  bacteriological  examination 
to  be  sterile  and  healing.  In  a  recent  case  of  contrneted  pelvis 
which  had  been  in  neglected  labor  for  some  time  before  admis- 
sion to  Jefferson  Maternity,  death  ensued  forty-eight  hours 
after  delivery  by  craniotomy.  Upon  examination  widespread 
infection  with  the  bacillus  coli  communis  and  its  allied  germs, 
with  gangrene  of  the  genital  tract,  was  present. 

The  intestines  of  pregnant  women  are  very  rarely  in  a  normal 
condition.  Constipation  is  the  rule  and  bacteria  have  abundant 
opportunity  to  increase  in  the  intestine,  to  fill  the  lymphatics, 
and  to  cause  infection  and  inflammation  in  varying  degrees.  In 
the  absence  of  a  more  definite  cause  it  seems  to  me  more  than 
possible  that  the  starting  point  of  infection  in  Dr.  Shoemaker's 
case  was  in  the  intestinal  tract. 
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Dr.  John  G.  Clark.  — The  treatment  of  vesico-vaginal  fistula 
is  always  one  of  interest,  and  of  special  interest  as  to  the  mode 
of  approach,  by  the  vaginal  route  or  from  the  abdomen.  Dr. 
Shoemaker  has  shown  by  his  case  that  the  better  approach  was 
the  one  adopted  here.  The  selection  of  the  method  of  approach 
depends  upon  the  question  of  cicatrices.  If  there  are  dense  cica- 
trices from  below.  I  think,  as  a  rule,  the  abdomen,  under  certain 
circumstances,  offers  a  better  opportunity  for  cure.  My  prefer- 
ence is  for  that  way  of  doing  it.  Of  course  we  see  at  the  pres- 
ent day  so  few  vesico-vaginal  fistula?,  or  of  any  sort,  that  we  do 
not  often  have  a  selection  of  methods. 

Regarding  the  case  of  extrauterine  pregnancy,  I  have  been 
impressed,  within  the  last  few  months,  by  the  possibilities  of 
hemorrhage.  Within  the  last  week  at  the  University  we  have 
had  d  case  exceedingly  interesting,  and,  so  far  as  I  know,  there 
is  nothing  analogous  to  it  in  the  sense  of  the  hemorrhage  which 
occurred  in  the  case.  The  case  was  a  patient  under  Dr.  Nichol- 
son with  symptoms  of  peritonitis.  There  were  no  symptoms  of 
hemorrhage  to  speak  of.  The  pulse  was  not  running  above  90. 
There  were  tympanites,  vomiting,  and  all  the  cardinal  signs  of 
peritonitis.  The  patient  looked  bad  and  had  the  appearance  of 
a  rather  gravely  sick  person,  although  the  temperature  and 
pulse  did  not  appear  alarming.  The  distinct  crepitant  clots 
characteristic  of  extrauterine  pregnancy  were  felt  by  rectal  ex- 
amination. In  addition  there  was  the  crepitation  of  the  distended 
intestine.  Under  these  circumstances  the  diagnosis  of  extra- 
uterine pregnancy  rather  than  of  true  peritonitis  was  made.  Pre- 
vious to  the  examination  there  seemed  to  be  no  question  of  the 
pure  and  simple  condition  of  peritonitis.  On  making  the  abdom- 
inal incision  considerable  free  blood  escaped.  There  was  not  suffi- 
cient blood  to  even  stain  the  peritoneum.  The  blood  seemed  to 
be  rather  fresh.  On  going  down  into  the  pelvis  four  or  five  dis- 
tinct blood  clots  were  brought  out.  There  was  a  marked  peri- 
tonitis. Both  tubes  were  considerably  congested,  and  on  de- 
pressing them  a  small  amount  of  pus  appeared.  On  the  right 
side  one  of  the  tubes  was  oozing  from  the  fimbriated  extremity. 
Here  seemed  to  be  a  case  of  acute  salpingitis  with  sufficient 
hemorrhage  to  produce  clots,  and  to  a  certain  extent  there  were 
symptoms  of  extrauterine  pregnancy. 

The  subject  was  Drought  up  by  Bovee,  of  Washington,  of 
hemorrhage  of  tubo-ovarian  disease  simulating  extrauterine 
pregnancy,  of  which  he  reported  two  or  three  cases. 

In  the  last  case  in  which  there  was  hemorrhage  from  the  intes- 
tine, I  thought  possibly  there  was  injury  of  the  segmental  ves- 
sels such  as  I  have  seen  in  one  instance  where  there  were  exten- 
sive adhesions.  The  segmental  vessels  were  lacerated  to  an  ex- 
tent impossible  to  restore.  There  was  a  gangrenous  area  which 
produced  some  hemorrhage.  The  question  of  thrombosis  came  to 
my  mind,  but  this  would  hardly  have  giveij  rise  to  hemorrhage. 
The  conclusions  in  the  case  were  more  or  less  theoretical  and 
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the  condition  was  extremely  interesting  and  rather  difficult  to 
explain. 

Dr.  John  G.  Clark  presented  a  paper  on 

PHLfefiOLITHS  OF  THE  OVARIAN  VEINS  SIMULATING  URETERAL  STONES.' 

Dr.  R.  p.  McReynolds  presented  the  report  of  a 

CASE    OF    INTRALIGAMENTARY    GLANDULAR    OVARIAN    CYST. 

Glandular  ovarian  cysts  growing  in  between  the  layers  of  the 
broad  ligament  compose  a  small  percentage  of  ovarian  cysts. 
I  thought  the  following  case  might  be  of  some  interest  to  mem- 
bers of  the  Section. 

Mrs.  K.,  aged  28 ;  housewife ;  admitted  to  the  Presbyterian 
Hospital  August  16,  1901.  History:  One  week  after  marriage, 
three  years  ago,  began  to  have  bearing-down  pains  with  occa- 
sional attacks  of  nausea  and  vomiting,  headache  and  backache. 
After  nine  months  of  suffering,  with  the  symptoms  gradually 
growing  worse,  she  consulted  a  physician.  A  diagnosis  of  in- 
flammation of  the  womb  was  made;  she  was  treated  for  three 
months,  and  then  the  uterus  curetted.  This  operation  gave  her 
some  relief,  and  a  few  months  later  she  became  pregnant,  but 
miscarried  at  the  third  month.  After  the  miscarriage,  until 
admission  to  the  hospital,  she  suffered  very  little  pain,  but 
noticed  that  her  abdomen  was  gradually  getting  larger. 

I  diagnosed  ovarian  cyst  and  operated  on  August  22,  1901. 
The  cyst,  Avhich  was  about  the  size  of  an  adult's  head,  was  ad- 
herent to  the  intestines,  had  grown  in  between  the  layers  of  the 
left  broad  ligament,  behind  the  posterior  peritoneum,  and  pushed 
the  left  ureter  upward  and  inward.  After  breaking  up  the  ad- 
hesions to  the  intestines  and  dissecting  off  the  ureter  from  the 
cyst  wall,  I  succeeded,  by  using  the  fingers  as  dissectors,  in 
separating  the  cyst  from  its  posterior  attachment  and  removed 
the  entire  sac.  The  conuiion  iliac  artery  and  vein  and  its  bifur- 
cation into  the  external  and  internal  artery  and  vein,  and  the 
left  ureter  for  a  space  larger  than  the  hand,  were  uncovered  by 
peritoneum.  This  I  covered  in  by  using  the  remains  of  the  peri- 
toneum from  the  left  broad  ligament  and  some  of  the  peritoneum 
around  the  sigmoid,  which  had  been  pushed  to  the  right  of  the 
sacrum,  fine  silk  being  used  for  suture  material.  A  small  inter- 
peritoneal  glandular  cyst,  the  size  of  an  orange,  was  removed 
from  the  left  side,  the  abdominal  cavity  thoroughly  flushed  out, 
and  the  abdominal  wound  sewed  up  without  drainage.  The 
woman  has  made  a  good  recovery;  the  removal  of  so  much  of 
the  posterior  peritoneum  seems  to  have  caused  no  unfavorable 
symptoms.  When  I  last  saw  her,  about  three  weeks  ago,  she 
said  she  was  better  than  she  had  been  for  years;  the  headaches, 
backaches,  constipation,  etc.,  from  which  she  had  suffered  before 
the  operation,  were  all  gone. 

'See  original  article,  p.  537. 
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In  all  cases  where  it  is  possible  to  remo\  e  the  entire  sac  I  think 
it  should  be  done ;  but  if  the  adhesions  to  the  intestines  and  large 
blood  vessels  are  so  extensive  that  this  cannot  be  accomplished 
without  great  risk,  I  think  it  would  be  better  to  stitch  the  cyst  to 
the  anterior  parietal  peritoneum,  draw  off  the  fluid,  and  pack 
the  sac  with  gauze. 

The  most  frequent  intraligamentary  cyst  is  the  parovarian 
cyst.  These  cysts  grow  slowly  and,  as  a  rule,  never  become 
very  large :  the  Fallopian  tube  which  is  not  diseased  is  stretched 
over  or  across  the  sac  of  the  cyst  and  the  ovary  is  found  some- 
where in  the  sac  wall;  the  fluid  contents  of  the  cyst  are  clear 
in  color  and  of  low  specific  gravity. 

In  the  case  which  I  have  reported  the  tube  and  ovary  were  not 
found  and  the  fluid  was  of  a  yellow  color.  I  have  therefore  felt 
justified  in  calling  it  an  oophoritic  cyst  of  the  glandulous  variety. 
I  regret  that  no  microscopical  examination  was  made  of  the  sac. 
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Meeting  of  January  17,  1902. 
The  President,  Lester  E.  Frankenthal,  IM.D.,  in  the  Chair. 

CARCINOMA  OF  THE  INTERNAL  OS. 

Dr.  Palmer  Findlet. — The  case  I  report  is  of  clinical  interest. 
The  specimen  was  kindly  turned  over  to  me  by  Dr.  D.  W.  Graham 
at  the  Presbyterian  Hospital,  who  has  had  the  case  under  obser- 
vation for  many  years.  There  is  no  history  of  menstrual  irregu- 
larities, and  the  woman,  in  passing  into  the  menopause,  began  to 
flow  irregularly  and  had  some  little  discharge  that  had  not  ex- 
isted before.  On  examination  he  found  a  cauliflower  growth 
on  the  vaginal  cervix  which  was  taken  to  be  a  carcinoma.  Micro- 
scopic examination  verified  the  diagnosis;  a  hysterectomy  was 
performed,  and  I  show  you  the  uterus.  It  proves  to  be  an  ordin- 
ary, squaraous-cell  carcinoma  springing  outside  the  internal  os. 

The  point  of  special  interest  is  that  the  specimen  was  removed 
from  a  woman  who  had  never  borne  children,  whose  cervix  had 
never  been  injured  in  any  way  by  dilatation  or  otherwise.  It  is 
an  unusual  condition,  one  I  have  never  seen  before.  A  small 
percentage  of  eases  of  cancer  of  the  cervix  arise  from  cervices 
that  have  been  previously  injured  by  dilating.  Howard  Kelly 
has  seen  three  cases  of  cancer  of  the  vaginal  portion  of  the  cer- 
vix in  nullipara,  one  of  cancer  of  the  vaginal  portion  of  the 
cervix  in  a  nullipara  whose  cervix  had  been  previously  dilated. 
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I  think  there  are  only  two  cases  in  the  records  of  the  Johns  Hop- 
kins Hospital. 

Dr.  T.  J.  Watkins.  — There  is  little  or  no  evidence  that  lacera- 
tions of  the  cervix  bear  any  relation  to  carcinoma.  In  my  opin- 
ion the  reason  Avhy  there  are  not  many  cases  of  carcinoma  in 
women  who  have  never  borne  children,  or  whose  cervices  have 
never  been  dilated,  is  because  there  are  comparatively  few  women 
who  have  not  borne  children  or  who  have  not  been  dilated. 

Dr.  L.  L.  IMcArthur.— Every  carcinoma  of  the  cervix,  in  my 
opinion,  «as  well  as  at  other  orifices  of  the  body,  has  one  factor 
of  trauma  in  its  inception.  The  disproportion  between  impreg- 
nated married  females  and  those  who  have  never  conceived  nor 
had  dilatation  of  the  cervix  performed  may  be  only  a  relative  one 
and  not  bear  a  relationship  in  this  particular  instance. 

Dr.  Emil  Ries. — I  have  seen  an  extensive  carcinoma  in  a 
woman  who  was  a  virgin,  as  far  as  could  be  diagnosticated,  and 
I  have  seen  three  or  four  such  eases  in  nulliparous  women  whose 
cervices  had  never  been  dilated. 

As  to  the  question  of  laceration  of  the  cervix  and  its  relation 
to  the  subsequent  development  of  carcinoma,  I  am  making  at 
present  a  series  of  investigations  of  uteri  that  have  been  removed 
for  various  reasons  except  carcinoma,  but  which  have  lacerations. 
I  have  made  serial  sections,  in  order  to  determine,  if  possible, 
the  preliminary  stages  of  carcinoma  according  to  the  different 
theories  that  have  been  advanced.  So  far  I  have  examined  only 
about  a  thousand  sections,  so  I  cannot  say  very  much  yet.  But 
what  I  have  seen  does  not  help  along  the  theory  of  the  connec- 
tion between  laceration  of  the  cervix  and  carcinoma.  As  long 
as  we  are  not  certain  about  the  etiology  of  carcinoma  it  is  natur- 
ally difficult  to  search  for  preliminary  stages  of  it,  when  we  do 
not  know  positively  what  they  are.  However,  as  long  as  we  as- 
sume that  carcinoma  arises  from  a  downward  growth  of  the 
epithelial  cells,  the  theory  of  Waldeyer,  or  from  separation  of 
epithelial  cells  from  the  epithelial  layer,  the  theory  of  Ribbert, 
it  is  permissible  to  look  for  such  preliminary  stages  of  carcinoma. 
And  if  we  do  not  find  them,  we  can,  at  least,  say  that,  according 
to  the  present  state  of  our  theoretical  knowledge  of  carcinoma, 
there  is  no  basis  for  the  supposed  relation  of  lace'ation  of  the 
cervix  to  carcinoma.  A  large  majority  of  women  have,  at  some 
time  or  other  in  their  lives,  had  laceration  of  the  cervix,  or  have 
had  some  intrauterine  treatment.  The  fact  that  a  large  ma- 
jority of  women  who  have  carcinoma  also  had  children  or  had 
their  cervices  dilated,  or  had  undergone  some  other  intrauterine 
treatment,  does  not  prove  a  causal  connection  between  the  two. 

case  of  hermaphroditism  with  imperforate  anus. 

Dr.  L.  L.  McArthur.— a  child,  12  hours  old,  was  brought  to 
the  Michael  Reese  Hospital  with  an  imperforate  anus  and  with 
the  condition  which  is  ordinarily  called  hermaphroditism. 
Otherwise  the  child  was  apparently    normal,    well    developed, 
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weighing  in  the  neighborhood  of  six  pounds,  with  a  good  circula- 
tion. As  the  raphe  was  to  be  seen,  it  was  deemed  wise  to  make 
an  attempt  to  find  the  rectal  pouch  below,  and  this  attempt  met 
with  failure.  After  following  the  hollow  of  the  sacrum  up  as 
high  as  the  promontory,  and  opening  by  a  small  puncture  into 
a  large  mass  containing  fluid,  which  fluid  simulated  closely  urine, 


E— 


Fig.  1. — A,  perineum  with  clitoris,  labia  majora,  no  anus  ;  B,  cloaca  filling  hol- 
low of  sacrum  and  pelvis,  into  which  left  ureter  emptied — possibly  a  vagina  ;  C, 
large  cloaca  resting  above  B,  containing  meconium,  and  connecting  by  small  sinus 
with  B  ;  D,D,  dividing  line  between  the  two  ;  E,  left  kidney  ;  F,  short  intestine 
ending  in  cloaca  C ;  G.  diverticulum  communicating  with  B ;  H,  rudimentary 
bladder  behind  symphysis  with  urachus. 


the  small  puncture  was  closed,  the  child  turned  on  the  side,  and 
an  attempt  was  made  to  find  the  colon.  Hurriedly  a  retroperi- 
toneal lumbar  colostomy  was  made.  On  going  through  the  three 
layers  of  the  muscles  in  the  lumbar  region  and  through  the  trans- 
versalis  fascia  and  what  appeared  to  be  peritoneum,  a  tubular 
mass  was  pulled  into  the  wound,  incised,  and  found  to  be  hollow, 
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but  to  my  surprise  contained  no  meconium.  This  tubular  affair 
fitted  the  index  finger  snugly,  and  seemed  to  follow  the  course  of 
the  transverse  colon,  as  was  demonstrated  both  with  probe  and 
finger.  The  child  being  but  12  hours  old,  and  the  duration  of 
anesthesia  having  been  now  more  than  an  hour,  I  thought  it  wise 
to  discontinue  further  attempts  at  finding  the  meconium-con- 
taining  cavity,  and  therefore  desisted  till  morning.  In  the  morn- 
ing, nothing  having  come  in  the  meantime  from  the  tubular  struc- 
ture, I  made  an  inguinal  incision  in  the  semilunar  line  and  came 
down  upon  a  distended  gas-containing  organ,  with  a  fatty  margin 
simulating  omentum,  which  to  the  finger's  feel  and  to  the  eye 
looked  like  a  stomach.  No  small  intestines  could  be  seen.  The 
peritoneal  pouch  did  not  extend  below  the  level  of  the  umbilicus. 
Breaking  downward  the  connective  tissue,  one  could  folloAV  down 


c    - 


Fig.  2. — A,  perineum  and  structures  mentioned  ;  B,  urinary  cloaca,  possible 
rudimentary  vagina  ;  C,  intestinal  cloaca,'  cut  open  and  sliovving  prolie  through 
communication  D  ;  E,  left  kidney  and  ureter. 

to  the  sac  which  had  been  opened  into  the  night  before.  Inas- 
much as  no  intestines  could  be  found,  and  the  tumor  seemed  to 
be  (so  far  as  could  be  determined  by  palpation,  inspection,  and 
carrying  the  hand  in  front  and  behind  it)  the  stomach,  I  deemed 
it  Avise  not  to  open  it,  thinking  it  would  be  useless  to  make  a 
gastrostomy,  feed  the  child,  and  allow  the  fluids  to  run  out 
through  the  opening  just  made.  I  closed  the  wound,  and  in  the 
course  of  thirty-six  hours  the  child  died.  It  was  not  possible  to 
get  permission  for  a  postmortem,  and  so  the  specimen  was  re- 
moved somewhat  hurriedly. 

The  illustration  shows  the  kidneys,  contents  of  lower  abdomen 
and  pelvis,  and  a  portion  of  the  perineum  with  the  vulva.  We  find 
a  normal  clitoris,  beneath  which  a  urinary  opening,  through  which 
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urine  escaped,  and  through  which  a  catheter  could  be  passed. 
On  each  side  there  was  a  labium  majus,  but  no  labium  minus, 
they  having  been  fused  into  a  penis-like  organ  attached  by 
dorsum.  The  perineal  raphe  was  to  be  seen,  and  this  is  some- 
what of  a  guide  as  to  whether  to  make  an  attempt  to  reach  the 
rectum  from  below  or  not;  for  when  the  perineal  raphe  is  miss- 
ing it  is  considered  to  be  accompanied  by  that  form  of  imperfor- 
ate anus  in  which  the  rectum  fails  to  come  down  into  the  pelvis 
at  all. 

The  specimen,  as  removed,  shows  the  kidney  terminating  in 
the  cloaca  which  Avas  opened  through  tlie  perineum.  It  also 
showed,  Avhen  taken  out,  that  the  immense  cloaca  in  which  the 
intestine  terminated  communicated  by  a  very  small  orifice  with 
a  large  urinary  cloaca.  A  small  amount  of  meconium  was 
seen  escaping  from  the  small  lateral  orifice  at  this  point,  so  that 
it  may  be  one  of  those  eases  of  anus  vesicalis  Ahlfeld  speaks  of. 

Surgically  speaking,  Ave  have  practically  four  varieties  of  im- 
perforate anus — first,  that  variety  in  which  there  is  simply  a 
membranous  diaphragm  between  the  cutaneous  margin  and  the 
rectal  termination,  and  requiring  simply  a  perforation  to  restore 
the  integrity  of  the  intestinal  tract  almost  to  normal;  then  we 
have  a  second  variety,  in  which  there  is  a  decided  dipping-in  of 
the  skin  to  meet  the  descending  rectum,  but  which  permits  of  the 
finding  of  the  rectum  by  a  slight  dissection  and  the  bringing- 
down  of  the  same  to  the  cutaneous  margin  and  making  an  anus 
which,  as  a  rule,  serves  the  purpose  of  an  artificial  anus,  but 
rarely  regains  control.  A  third  variety  is  that  in  Avhich  the  rec- 
tum, there  being  no  perineal  dimple,  comes  down  to  about  a  level 
of  the  promontory  and  may  terminate  in  the  upper  surface  of 
the  bladder,  in  the  vagina,  or  in  some  other  portion  of  an  organ 
or  in  a  blind  pouch.  Fourth,  termination  in  a  cloaca.  The 
probability  is  that  this  case  is  one  in  which  no  rectum  has  been 
formed;  that  the  intestine  has  terminated  in  a  large  cloaca, 
Avhich  coniraunicated  with  a  bladder-like  cloaca,  in  a  cavity  in 
which  the  left  ureter  terminated. 

From  what  I  have  learned  by  reading  in  regard  to  similar 
cases,  I  would  be  inclined  to  make  the  statement  that  it  would  be 
a  wise  procedure,  in  those  cases  in  Avhich  the  abnormality  appears 
to  be  more  than  a  simple  case  of  imperforate  anus,  to  make  a 
laparatomy.  Determine  from  that  Avhether  Ave  have  to  deal  Avith 
one  of  these  rare  vagaries  of  Nature,  and  thus  be  able  to  make 
a  quick  and  intelligent  decision  regarding  the  case  in  question. 
I  feel  that  I  made  a  mistake,  having  a  malformation  of  the  geni- 
tal organs  and  a  malformation  of  the  rectal  outlet,  not  to  have 
made  at  first  an  abdominal  section,  thus  learning  at  once  if  there 
were  any  tube  through  Avhich  I  might  make  an  artificial  anus. 
Had  I  done  so  it  is  not  probable  the  child  Avould  have  been  cured, 
but  I  would  not  have  lost  as  much  time  and  felt  as  embarrassed 
as  I  did,  while  exposing  the  case  to  less  risk. 
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Dr.  Palmer  Findley  read  a  paper  entitled 

ANATOMY    OF    THE    MENSTRUATING    UTERUS,    WITH    DEMONSTRATION 

OF  SPECIMEN.^ 

Dr.  T.  J.  Watkins  showed  the  specimen  and  read  the  report 
of  a  case  with 

ADHESIONS  PRODUCING  INTESTINAL  OBSTRUCTION  AND  RUPTURE  OF  A 
PREGNANT  UTERUS. 

Mrs.  M.  N.,  aged  19  years ;  married  one  year ;  pregnant  six  to 
seven  months.  Before  puberty,  at  the  age  of  11  years,  she  had  a 
severe  general  peritonitis.  She  then  had  a  high  temperature 
and  marked  tympanites.  Her  bowels  moved  with  great  difficulty 
and  for  days  recovery  seemed  doubtful.  From  that  time  until 
the  present  illness  she  had  fairly  good  health,  except  for  an  ob- 
stinate constipation.  During  the  entire  period  of  gestation  she 
suffered  from  nausea  and  vomiting,  pelvic  pains,  and  obstinate 
constipation. 

I  first  saw  her  November  17,  1901.  She  had  passed  no  fecal 
matter  or  gas  for  two  days,  although  cathartics  and  enemata  had 
been  freely  given.  Vomiting  had  been  almost  incessant  during 
that  time,  but  not  fecal.  She  had  suffered  severe  pain  in  the  left 
inguinal  region  and  had  had  much  intestinal  colic:  Examina- 
tion showed : 

1.  Marked  tympanites. 

2.  Excessive  tenderness  over  the  entire  abdomen. 

3.  A  pregnant  uterus  reaching  to  the  umbilicus. 

4.  An  area  of  increased  resistance  in  the  left  inguinal  region 
which  elicited  dulness  on  percussion. 

5.  Temperature  100.6°.     Pulse  146.     Respiration  26. 

A  diagnosis  of  intestinal  obstruction  was  made,  and  the  ob- 
struction was  attributed  to  adhesions  which  probably  occurred 
eight  years  before  when  she  had  the  general  peritonitis.  She 
was  sent  to  Provident  Hospital,  where  Drs.  De  Lee  and  Franken- 
thal  saw  her  in  consultation.  The  urine  contained  a  large 
amount  of  albumin  and  numerous  granular  cysts.  They  con- 
curred in  the  diagnosis  and  an  abdominal  section  was  made. 

On  opening  the  abdomen,  old  and  recent  blood  clots  were  en- 
countered and  adhesions  palpated  in  the  region  of  the  sigmoid 
and  the  left  uterine  appendage.  The  uterus  was  delivered 
through  the  incision  and  an  extensive  laceration  of  the  uterus 
was  detected  in  the  region  of  the  left  broad  ligament.  As  it 
seemed  impossible  to  repair  the  lesion  without  emptying  the 
uterus,  the  uterus  was  incised  and  the  fetus  and  placenta  re- 
moved. The  greater  part  of  the  left  broad  ligament  was  then 
found  to  be  torn  from  the  uterus,  leaving  a  large  wound  in  the 
uterus,  which  was  separated  from  the  uterine  cavity  by  a  very 
small  amount  of  uterine  tissue.  A  loop  of  the  sigmoid  had  been 
so  drawn  up  by  adhesions  as  to  produce  an  obstruction  to  the 
boAvel,  and  the  adhesions  had  caused  some  laceration    of    the 

'See  original  article,  p.  509. 
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mesentery.  The  adhesious  were  so  extensive  that  it  was  impos- 
sible to  find  the  left  ovarj'  and  the  distal  portion  of  the  left  Fal- 
lopian tube.  The  extensive  injury  of  the  uterus,  broad  ligament, 
and  mesentery  made  removal  of  the  uterus  ad^dsable. 

On  suturing  the  right  broad  ligament  the  left  ovary  was  found 
embedded  in  a  mass  of  adhesions  posterior  to  the  right  broad 
ligament.  A  free  bowel  movement  occurred  before  the  abdom- 
inal operation  Avas  completed.  The  traction  upon  the  uterus, 
sigmoid,  and  broad  ligament,  and  the  laceration  of  tissue,  ac- 
counted for  the  severe  pain  in  the  left  inguinal  region,  and  a 
large  blood  clot  produced  the  increased  resistance  to  palpation 
and  caused  the  dulness  that  was  found  on  percussion  in  the  left 
inguinal  region. 

By  the  following  noon  the  pulse  had  come  down  to  about  140, 
what  it  was  on  admission  to  the  hospital,  but  the  vomiting  con- 
tinued. The  amount  of  urine  was  small  and  showed  nephritis, 
and  she  died  thirty  hours  after  the  operation.  The  exhaustion 
from  the  inability  to  take  food  and  to  get  rest,  and  the  copious 
vomiting  and  nephritis,  were  probably  important  factors  in  the 
cause  of  death. 

Dr.  Joseph  B.  De  Lee.— The  patient  from  whom  this  uterus 
was  removed  I  saw  the  evening  of  the  operation,  and  we  ascribed 
the  large  area  of  dulness  on  the  left  side  to  an  accumulation  of 
fluid  and  feces  in  the  large  bowel.  As  soon  as  the  abdomen  was 
opened  a  large  amount  of  fluid  and  clotted  blood  escaped ;  then 
the  uterus  was  delivered  through  the  incision,  and  it  was  found 
that  a  piece  of  the  wall  had  been  pulled  out  of  the  uterus 
to  the  extent  of  about  two  and  a  half  inches  by  two  inches.  The 
round  ligament  was  still  intact  and  stretched  over  the  area.  This 
can  be  seen  on  the  specimen  from  which  the  piece  was  taken. 
There  was  considerable  hemorrhage,  which  was  increased  doub1> 
less  by  the  operation.  The  uterus  was  extirpated.  Dr.  Watkins 
in  extirpating  the  uterus  made  an  incision  in  the  lower  uterine 
segment  which  brought  the  ovum  into  view,  and  he  allowed  me 
to  undertake  the  delivery  of  the  fetus.  I  passed  my  fingers  into 
the  uterus,  slit  the  side  of  the  uterus  up  into  the  incision,  and 
delivered  the  ovum  from  below,  then  ruptured  the  bag  of  waters 
and  extracted  a  macerated  fetus.  The  child  had  died  thirty-six 
hours  before  its  delivery.     It  was  viable. 

From  an  obstetric  point  of  view  the  case  is  one  of  great  inter- 
est. The  effect  of  an  old  chronic  peritonitis  upon  pregnancy, 
labor,  and  the  puerperium  is  one  that  has  been  impressed  upon 
me  by  a  case  I  still  have  under  observation.  Old  peritonitis  not 
seldom  causes  sterility.  The  ovaries  and  tubes  are  bound  doAvn 
in  a  mass  of  adhesions.  Occasionally  chronic  peritonitis  will 
produce  frequent  abortions,  as  in  a  case  I  am  going  to  refer  to  in 
detail  in  a  few  minutes.  Braxton-IIicks  reports  two  cases  in 
which  old  peritonitic  adhesions  produced  abortions,  one  of  whom 
died  of  peritonitis  following  the  abortion.  Old  peritonitis  can 
produce  hemorrhage,  as  occurred  in  this  case,  during  pregnancy. 
The  adhesions  can  break,  producing  hemorrhage  into  the  abdom- 
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inal  cavity,  although  the  hemorrhage  may  not  be  the  original 
cause  of  the  obstruction.  In  this  case  the  hemorrhage,  to  my 
mind,  occurred  in  transporting  the  woman  to  the  hospital,  and 
the  case  was  a  clear  one  of  obstruction  until  hemorrhage  oc- 
curred. 

Huber  reports  a  case  of  hemorrhage  into  the  peritoneal  cavity, 
with  death,  from  rupture  of  adhesions.  In  two  cases  of  ob- 
struction from  adhesions,  one  by  Hohl  and  another  by  Retzius, 
the  latter  case  was  complicated  by  an  adherent  ovarian  cyst,  pro- 
ducing obstruction. 

Old  adhesions  can  produce  great  disturbance  during  pregnancy 
in  the  way  of  causing  pain,  vomiting,  great  distress,  so  that  it 
may  become  necessary  to  induce  premature  labor.  I  have  in 
mind  a  case  where  the  adhesions  were  so  strong  and  the  pain  so 
intense  that  the  woman  had  to  be  sent  to  a  hospital  and  kept 
under  opiates  for  several  weeks.  During  labor  these  adhesions 
may  produce  rupture  of  the  uterus.  One  should  be  very  careful 
in  criticising  another  practitioner  in  a  case  of  rupture  of  the 
uterus  during  labor.  I  have  in  mind  a  case  where  a  physician 
performed  a  difficult  forceps  operation  lasting  several  hours, 
mth  subsequent  peritonitis.  Patient  was  treated  at  the  Michael 
Reese  Hospital.  She  recovered.  A  year  later  she  again  went 
into  labor,  and  within  an  hour,  with  the  rupture  of  the  mem- 
branes, the  arm  of  the  baby  fell  out,  and  she  died  forty  minutes 
later  from  rupture  of  the  uterus.  The  lower  part  of  the  uterus 
had  evidently  been  injured  during  the  previous  delivery,  and 
probably  the  woman  had  adhesions  binding  the  uterus  down  in 
the  pelvis.  That  is  one  of  the  two  cases  of  rupture  of  the  uterus 
which  have  occurred  at  the  Chicago  Lying-in  Hospital.  There 
we  have  had  only  two  deaths  out  of  3,800  patients  during  labor. 
Uterine  adhesions  can  produce  pain,  as  I  have  observed  in  my 
own  practice.  Ahlfeld  reports  a  case  of  old  peritoneal  adhesions 
completely  stopping  labor.  The  woman  went  on  and  was  de- 
livered of  a  macerated,  partly  calcified  fetus.  That  case  is  re- 
ported in  the  Cevtralhlatt  filr  Gyndkologie,  1898.  These  ad- 
hesions can  produce  atony  of  the  uterus  post  partum.  Such  a 
case  is  reported  by  Graily  Hewitt,  and  another  one  by  Oriffith, 
with  fatal  results  from  adhesions  during  the  third  stage  of  labor. 
Braxton-Hicks  reports  a  case  of  rupture  of  the  uterus  during 
labor  from  adhesions.  Furthermore,  Hiigenberger  reports  a 
case  in  which  the  adhesions  around  the  uterus  so  blocked  the 
pelvis  that  craniotomy  became  necessary.  Those  are  most  of  the 
contingencies  which  I  have  found  could  arise  from  adhesion,  in 
the  rather  brief  survey  of  the  literature  at  my  command.  There 
are  possibly  others  which  have  escaped  me.  This  brings  me  to 
the  report  of  a  case  that  came  under  my  observation  shortly 
after  the  one  Dr.  Watkins  has  mentioned.  A  woman  had,  twen- 
ty-one years  ago,  a  premature  labor.  She  suffered  from  such  a 
severe  peritonitis  that  she  was  not  expected  to  recover,  but  did 
so  when  an  abscess  had  been  emptied  per  vaginam.  She  had  since 
two  or  three  earlv  abortions.     She  has  a  retroverted  adherent 
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uterus,  which  pressed  on  the  rectum,  making  defecation  painful. 
She  said  some  good  gynecologists  pronounced  her  incurable  un- 
less she  underwent  a  laparatomy  for  the  purpose  of  loosening 
up  the  ■  adhesions.  She  became  pregnant  October  1,  or  there- 
abouts, and,  immediately  after  missing  the  first  period,  began 
to  have  the  usual  symptoms  of  pain,  hemorrhage,  and  constipa- 
tion. Hemorrhage  was  so  profuse  and  pain  so  great  that  she 
Avas  put  to  bed,  thinking  she  was  going  to  abort.  AVith  rest  in 
bed  for  a  couple  of  weeks  the  pain  subsided.  She  was  up  and 
about.  After  being  about  a  short  time,  symptoms  of  obstruction 
— that  is,  pain,  obstinate  constipation —manifested  themselves. 
She  was  given  cathartics;  she  had  violent  cramps  and  passed 
ribbon-like  feces.  The  pain  became  so  intense,  and  the  passage 
of  ribbon-like  feces  continuing,  something  had  to  be  done.  I 
advised  that  she  go  to  the  hospital,  so  that  the  uterus  could  be 
emptied.  I  prescribed  for  her,  shortly  after  which  she  felt  so 
well  that  she  would  not  go  to  the  hospital.  The  pain  has  com- 
pletely disappeared;  the  hemorrhage  has  ceased;  possibly  the 
adhesions  have  stretched  and  disappeared,  although  we  could 
hardly  expect  adhesions  of  twenty-one  years'  standing  to  dis- 
appear. You  know  as  much  now  about  the  status  of  the  case  as 
I  do.     The  subsequent  course  will  be  of  mutual  interest. 

Dr.  Daniel  T.  Nelson.— This  is  a  very  pregnant  subject.  It 
is  a  remarkable  case.  I  have  never  seen  a  rupture  of  the  preg- 
nant uterus  from  the  outside  in,  but  I  have  seen  a  rupture  of 
the  uterus  from  the  inside  out,  caused  by  cancer,  and  other 
cases  in  which  placenta  previa  was  to  blame,  where  normal  im- 
plantation of  the  placenta  low  down  was  the  cause,  where  a  high 
promontory  of  sacrum  was  the  cause,  pushing  the  uterus  for- 
ward against  the  symphysis  pubis,  and  the  organ  rupturing  in 
that  region  or  in  the  region  of  the  high  promontory.  We  may 
also  have  a  rupture  in  the  vicinity  of  a  fibroid.  The  uterine 
wall  is  not  as  thick  there  and  may  give  way.  We  may  have  a 
rupture  of  the  uterus  from  impaction  of  feces.  I  have  seen 
cases  of  rupture  of  the  uterus  from  all  of  these  causes.  I  would 
like  to  raise  the  question  here  as  to  whether  the  operation  was 
really  necessary.  Why  not  remove  the  clots  that  were  there, 
separate  the  adhesions,  and  let  the  woman  alone?  Let  her  mis- 
carry, if  she  would.  If  not,  she  would  have  gotten  well  and  had 
her  baby.  It  is  a  question  whether  this  is  always  the  operation 
to  do. 

Just  about  the  beginning  of  the  advent  of  aseptic  surgery, 
when  we  were  using  carbolic  acid,  thinking  that  w^e  must  wash 
out  the  uterus,  the  vagina,  and  wash  our  hands  with  it,  a  Bo- 
hemian woman  was  attended  by  a  midwife,  who  found  that  she 
was  in  trouble.  She  therefore  sent  for  a  physician  in  that  vicin- 
ity, and  he  found  there  was  a  serious  condition.  He  found  one 
arm  presenting  and  one  arm  somcAvhere  that  he  could  not  find. 
It  Avas  off  to  the  patient's  left.  I  remember  deliA^ering  that  avo- 
man  Avith  forceps.  Fortunately,  I  Avas  not  accused  of  rupturing 
the  uterus  Avith  the  forceps,  for  the  other  physician  had  dis- 
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covered  one  arm  presenting  alongside  the  head,  while  the  other 
arm  we  could  not  find  so  as  to  bring  it  down,  and  he  did  not 
bring  the  head  down.  Something  held  the  left  arm,  so  that  we 
could  not  get  hold  of  it.  By  pulling  in  a  little  different  direc- 
tion* downward  and  backward  over  the  edge  of  the  bed,  with  pa- 
tient in  full  anesthesia,  it  was  easy  to  deliver  the  child.  After 
delivery  what  was  found?  The  arm  was  bent,  and  the  point  of 
the  elbow  was  projecting  through  the  uterus.  In  other  words,  the 
uterus  was  ruptured  by  the  elbow  and  the  arm  was  in  the  peri- 
toneal cavity.  Clots  of  blood  as  large  as  my  fist  were  removed 
from  the  vicinity  of  the  left  broad  ligament.  The  peritoneum  was 
not  ruptured  into  the  abdominal  cavity,  but  only  the  layers  sep- 
arated, otherwise  there  Avould  have  been  blood  in  the  peritoneal 
cavity  and  the  woman  would  probablj^  have  died.  After  the 
placenta  and  clots  Avere  removed,  I  gave  a  carbolized  intrauterine 
douche  and  let  her  alone.  She  recovered  and  was  in  bed  only  a 
week. 

De.  Lester  E.  Frankenthal. — As  to  the  rupture  of  uteri 
from  adhesions  during  pregnancy,  in  connection  with  Dr.  Wat- 
kins'  case,  I  will  say  that  a  few  years  ago  I  was  called  to  Aurora, 
111.,  to  operate  on  a  case  of  intestinal  obstruction  in  a  woman 
seven  months  pregnant,  a  primipara.  The  woman  had  not  had 
any  bowel  movements  for  forty-eight  hours.  I  opened  the  ab- 
domen and  found  adhesions  extending  over  the  right  side  of  the 
uterus,  covering  a  surface  as  large  as  my  hand.  These  were 
li gated  for  fear  of  hemorrhage,  the  bowel  replaced,  the  abdomen 
closed,  and  the  woman  made  a  beautiful  recovery. 

Dr.  AV ATKINS  (closing  the  discussion).— There  seems  to  be 
some  uncertainty  about  the  location  of  these  adhesions.  There 
were  no  adhesions  to  be  seen  upon  the  body  of  the  uterus,  unless 
they  were  at  the  junction  of  the  broad  ligament  and  uterus.  The 
case  must  have  been  primarily  one  of  extensive  adhesions  of 
the  left  ovary  and  tube  in  Douglas'  pouch.  In  this  case  the 
ovary  was  carried  over  underneath  the  right  broad  ligament, 
embedded  in  adhesions,  and  these  adhesions  involved  the  broad 
ligaments  and  extended  to  the  sigmoid  and  rectum,  so  thp.t  it  left 
most  of  the  uterine  body  free  from  adhesions.  Ther^'  >vere  also 
probably  adhesions  at  the  site  of  the  insertion  or  junction  of  the 
broad  ligament  and  uterus.  In  this  ease  Douglas'  p^uch  was 
practically  obliterated  by  adhesions,  and  there  was  very  little 
of  the  left  broad  ligament  that  could  be  found,  on  account  of  the 
adhesions  and  on  account  of  the  laceration  that  had  taken  place. 

This  ease  is  interesting  from  the  standpoint  of  peritonitis  be- 
fore puberty.  When  Ave  see  a  case  of  peritonitis  in  a  girl  before 
puberty,  Ave  are  inclined  to  attribute  it  to  appendicitis,  because 
infection  of  the  uterus  or  its  appendages  seldom  occurs  before 
puberty.  The  extensi\'e  iuA^olvement  of  the  left  ovary  and  tube 
in  this  case  Avould  indicate  or  suggest  that  the  peritonitis  was 
pelvic  in  origin.  HoAvever,  it  is  possible  it  might  have  been  ap- 
pendical  and  that  the  appendicitis  produced  the  pelvic  peritoni- 
tis. 

37 
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GELATIN   SOLUTIONS  TO   CONTROL   HEilORRHAGES  FROM   THE  BOWEL. 

Dr.  Junius  C.  Hoag.— At  a  pre^noiis  meeting  of  the  Society 
we  listened  to  an  interesting  paper  by  Dr.  Abt  on  the  subject  of 
hemorrhages  in  the  new-born.  In  the  course  of  his  paper  Dr. 
Abt  described  the  results  of  his  treatment  in  these  hemorrhages 
by  the  subcutaneous  injection  of  solutions  of  gelatin.  Since  the 
reading  of  that  paper  I  have  had  a  case  under  observation  in  the 
hospital  Avhere  I  used  gelatin.  The  patient  was  born  in  the  hos- 
pital, and  when  he  was  four  or  five  days  old  he  began  to  have 
hemorrhages  from  the  bowel.  He  had  had  four  or  five  such 
hemorrhages,  losing  a  considerable  quantity  of  blood  at  each 
hemorrhage,  when  I  directed  the  internes  to  inject  a  two  per  cent 
solution  of  gelatin.  I  found  they  had  in  the  hospital  a  five  per 
cent  solution  that  had  been  sterilized.  According  to  directions, 
the  internes  injected  100  cubic  centimetres  of  a  two  per  cent 
solution  of  this.  The  follo^ving  morning  100  cubic  centimetres 
Avere  again  injected  subcutaneously.  During  the  night  after  the 
first  injection  the  patient  had  a  good  many  hemorrhages,  so  that 
by  the  following  morning  he  was  markedly  anemic.  There  were 
no  hemorrhages  after  the  second  injection.  After  the  second 
injection  the  temperature  began  to  rise  rapidly  and  reached  105°, 
shortly  after  which  it  gradually  subsided  until  it  became  normal. 
A  few  days  later  the  child  became  feverish  again,  and  by  the 
end  of  the  week  had  developed  abscesses  on  both  sides  of  the  ab- 
domen at  the  points  where  the  injections  were  given.  These 
abscesses  were  superficial.  I  opened  them,  and  the  course  of 
the  case  has  been  satisfactory  since  then.  The  child  at  birth 
was  vigorous,  and  the  mother  was  abundantly  supplied  with 
milk.  At  first  the  child  nursed  at  the  breast.  After  the  hem- 
orrhages it  became  so  weak  that  it  was  unable  to  nurse  at  the 
breast.  Since  the  time  of  the  injections  of  gelatin  the  child 
has  been  fed  -with  milk  pumped  from  the  mother's  breast.  The 
prospects  of  the  child's  recovery  are  good,  although  it  is  still 
exceedingly  anemic.  I  took  it  for  granted  that  the  original 
gelatin  solution  was  sterile,  but  it  may  have  become  contaminated 
during  the  dilutions  that  were  made.         C.  S.  Bacon,  Editor. 
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The  President.  Malcolm  McLean,  M.D.,  in  the  Chair. 

gonorrheal  pyosalpinx  resembling  tubal  pregnancy. 

Dr.  Herman  J.  Boldt.  — At  the  last  meeting  of  the  Society  Dr. 
Coe  narrated  the  history  of  a  patient  with  gonorrheal  pyosalpinx, 
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whom  he  supposed  to  have  extrauterine  pregnancy.  I  remarked, 
at  the  time,  that  I,  too,  had  seen  women  giving  histories  re- 
sembling those  we  are  likely  to  elicit  in  instances  of  ectopic  ges- 
tation, but  they  were  found  to  be  afdicted  wdth  suppurative  pel- 
vie  disease.  The  patient  from  whom  this  specimen  was  removed 
gave  the  following  history : 

J.  C,  aged  34  years,  married  fourteen  years ;  two  children,  the 
last  two  years  ago.  Menstruation  began  at  16  and  has  always 
been  regular  when  not  pregnant.  The  flow  has  always  been  from 
two  to  three  days'  duration,  the  blood  being  normal  in  color. 
The  last  menstrual  period  occurred  on  December  14,  but  was 
only  of  one  day's  duration,  very  scanty,  and  the  blood  exceed- 
ingly pale.  Following  the  cessation  of  the  flow  the  patient  be- 
gan to  have  pains  in  the  left  inguinal  region,  which  were  de- 
scribed as  "labor-like"  pains  with  exacerbations.  The  pain  at 
times  was  so  severe  that  she  was  compelled  to  go  to  bed  and  send 
for  her  physician.  Medicine  and  hot-water  bags  gave  temporary 
relief ;  no  appetite ;  nausea  after  eating ;  constipation.  The 
uterus  was  somewhat  softer  and  larger  than  normal.  On  the 
left  side,  a  little  above  the  vaginal  vault,  a  thick,  sausage-shaped 
mass  was  felt,  soft  in  consistence  and  very  painful  to  touch.  A 
small  part  of  the  tubal  enlargement  extended  behind  the  uterus, 
as  though  from  gravity  the  distended  tube  sagged  toward  the 
cul-de-sac.  The  examination  being  quite  painful  and  nothing 
indicating  trouble  being  found  on  the  floor  of  the  pehds  to  the 
right  of  the  uterus,  a  more  careful  palpation  was  not  attempted 
at  this  time.  The  breasts  showed  no  changes  indicating  preg- 
nancy. The  diagnosis  of  probable  unruptured  tubal  gestation 
on  the  left  side  was  made  and  the  patient  was  placed  in  the  hos- 
pital for  observation,  so  that,  should  the  probable  diagnosis  be 
decided  a  positive  diagnosis  from  the  results  of  observation, 
operation  could  be  undertaken  without  delay.  Four  days  later, 
on  examination,  the  previously  described  tubal  tumor  was  found 
to  be  somewhat  larger  than  at  the  former  examination,  and  both 
breasts  upon  pressure  gave  exit  to  secretion.  This  change  in  the 
breasts  was  so  marked  that  an  error  in  diagnosis  was  not  con- 
sidered likely.  A  tubal  tumor  was  also  found  on  tbe  right  side, 
but  much  higher  in  the  pelvis;  the  exact  outlines  were  not  map- 
ped out  because  of  the  danger  of  causing  rupture  by  brusque 
examination.  The  presence  of  the  second  tubal  distension  caused 
some  doubt  as  to  the  correctness  of  the  previous  diagnosis.  The 
question  was  between  bilateral  pyosalpinx  and  a  pyosalpinx  on 
the  right  side  and  tubal  gestation  on  the  left.  Bilateral  tubal 
gestation  was  not  thought  of  because  of  the  absence  of  symptoms 
pointing  to  such  trouble  on  the  right  side.  My  hesitation  to 
make  a  positive  diagnosis  under  the  circumstances  was  due  to 
previous  experience  with  patients  giving  histories  such  as  we  are 
likely  to  get  in  tubal  gestation  and  having  a  swelling  in  the  pel- 
vis, who  upon  operation  were  found  to  have  pus  instead  of  em- 
bryo in  the  swelling  felt.     Abdominal  section  in  our  patient  re- 
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vealed  bilateral  pyosalpinx.  The  adhesions  of  the  adnexa  to  the 
surrounding  structures  were  extensive  and  firm.  The  left  tube 
was  enucleated  without  rupture.  The  right  tube  was  more  dis- 
tended than  the  left;  the  cause  of  its  non-descension  into  the 
pelvis  Avas  found  to  be  intimate  adhesions  with  the  small  intes- 
tines, so  firm  that  the  bowel  was  injured  during  the  separation  of 
the  tube.  Whilst  attempting  to  separate  the  ovary  from  the 
right  oviduct,  with  a  view  of  saving  a  part  of  the  gland  to  pre- 
serve the  function  of  menstruation,  rupture  took  place.  On  ex- 
amination the  pus  showed  the  presence  of  gonococci.  The  hus- 
band, upon  interrogation,  denied  that  he  had  had  gonorrhea  ex- 
cept one  time  between  fifteen  and  twenty  years  previously.  At 
times,  he  admitted,  the  urethral  orifice  was  agglutinated  on  arising 
mornings.  Considering  the  history  which  was  given  by  the  pa- 
tient, in  connection  with  the  condition  found,  the  truthfulness 
of  but  one  attack  of  gonorrhea  fifteen  or  twenty  years  ago  is,  in 
my  opinion,  doubtful.  Were  it  true  the  case  would,  in  my  ex- 
perience, be  unique.  I  would  be  grateful  to  hear  other  opinions, 
because  I  consider  this  a  very  important  question,  and  it  might 
cause  a  change  of  opinion  as  to  gonorrhea  in  connection  with 
conception.  Another  interesting  feature  is  the  absence  of  symp- 
toms from  the  larger  right  pyosalpinx,  with  the  presence  of  such 
intense  symptoms  from  the  left  pyosalpinx.  I  should  be  glad 
to  get  an  idea  of  other  experiences  regarding  the  liability  of  find- 
ing occasional  pus  cases  who  present  both  subjective  and  objec- 
tive symptoms  of  tubal  gestation. 

GONORRHEAL  PYOSALPINX;   SALPINGECTOMY. 

Dr.  Herman  J.  Boldt.— Mrs.  S.,  aged  30  years;  nullipara; 
came  to  the  clinic  with  excruciating  pain  in  the  lower  abdomen. 
She  had  been  previously  troubled  more  or  less  since  her  mar- 
riage, ten  years  previously,  with  pelvic  disorder.  During  the 
last  two  months,  however,  the  pain  in  the  lower  abdomen  had 
increased  in  intensity,  yet  she  had  always  been  able  to  attend 
to  her  household  duties  until  two  weeks  ago.  Since  then  her 
suffering  has  been  intense,  the  exacerbation  beginning  suddenly, 
and  neither  the  patient  nor  I  could  find  a  cause  therefor.  To 
either  side  of  the  uterus  a  tubal  distension  was  readily  recog- 
nized. The  suffering  of  the  woman  seemed  so  intense  that  she 
'vas  transferred  to  the  hospital  at  once.  The  application  of  the 
ice  coil  and  the  administration  of  morphine  afforded  relief  only 
during  the  action  of  the  narcotic.  Her  temperature  varied  be- 
tween 101  "^  and  103°.  the  pulse  from  96  to  108.  After  waiting 
a  few  days  without  seeing  any  appreciable  improvement  in  the 
condition,  abdominal  section  Avas  performed.  This  was  chosen 
in  preference  to  vaginal  incision  of  the  distended  tubes  because 
the  illness  was  chronic,  the  acute  exacerbation  being,  in  my 
opinion,  engrafted  upon  a  bilateral  pyosalpinx  of  long  standing. 
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Both  ovaries  were  found  to  be  practically  normal  and  were  left, 
it  being  found  that  the  tubes  alone  could  be  removed.  Both 
tubes  were  extensively  adherent,  the  right  rupturing  during 
eiiucleation.  The  ovary  of  the  right  side  was  secured  into  the 
gap  caused  by  the  resection  of  the  respective  oviduct  from  the 
uterine  cornu.  To  the  left  tube,  about  one  centimetre  being  left, 
the  corresponding  oviduct  v/as  attached.  No  gonoeocci  were 
found  in  the  tubal  pus,  but  there  is  no  doubt  that  the  sactosal- 
pinges  were  of  gonorrheal  origin.  The  husband  had  acute  gon- 
orrhea shortly  before  marriage  and  the  patient's  illness  dates 
from  about  this  time.  The  darkness  lies  in  the  acute  exacerbation 
until  out  a  discernible  cause.  The  interesting  feature  is  the  ease 
with  which  conservative  treatment  could  be  applied  to  the 
ovaries,  and  the  practically  normal  condition  of  these  glands,  I 
not  regarding  a  few  hempseed  cysts  upon  their  surface  of  patho- 
logical importance.  An  important  practical  lesson  is  taught 
by  the  condition  of  the  patient,  namely,  the  superiority  of  the 
abdominal  operation  over  a  radical  vaginal  operation.  Con- 
servatism by  the  vaginal  route  would  have  been  out  of  the  ques- 
tion in  this  instance. 

INFLxVMMATORY    GROWTH    OF    THE    CECUM    AND    ASCENDING    COLON 

NECESSITATING  RESECTION  OF  EIGHTEEN  INCHES  OF 

THE  BOWEL ;  RECOVERY. 

Dr.  H.  N.  Vineberg. — ]Mrs.  J.  S..  aged  27  years,  hada  large  ven- 
tral hernia  following  an  abdominal  hysterectomy  performed  by 
me  in  April.  1898,  for  acute  puerperal  sepsis,  in  which  the  uterus 
was  studded  with  abscesses  varying  in  size  from  a  pea  to  an 
almond.  The  abdominal  wound  was  left  in  great  part  open,  so 
as  to  admit  extensive  packing  with  iodoform  gauze ;  hence  the 
subsequent  hernia.  The  woman  was  desirous  of  having  her 
hernia  operated  upon,  which  I  accordingly  did  on  April  15,  1901, 
at  St.  Mark's  Hospital.  There  was  an  extensive  adhesion  of  the 
omentum  to  the  scar,  making  the  operation  rather  tedious  and  of 
considerable  duration.  The  long  abdominal  wound  healed  by 
primary  intention,  excepting  an  area  about  an  inch  :it  the  upper 
angle,  where  a  sero-sanguineous  discharge  took  phve,  opening 
the  wound  down  to  the  peritoneum  for  the  aforesaid  distance 
(about  an  inch).  So  as  to  shorten  her  stay  in  the  hospital  and 
to  prevent  a  possible  occurrence  of  a  small  hernial  protrusion 
at  this  point,  I  freshened  the  edges  of  the  Avound  and  sutured 
it  with  chromicized  catgut,  leaving  the  skin  unsutured.  The 
union  proceeded  normally  and  the  patient  was  allowed  to  get 
up  a  week  later.  A  few  days  before  getting  up,  during  the  ab- 
sence of  the  nurse,  she  had  a  desire  to  urinate  and  reached  over 
the  side  of  her  bed  for  the  urinal,  which  was  standing  on  the 
floor  underneath  the  bed.  While  doing  so  she  felt  something 
give  way,  she  said,  in  the  right  side  of  the  abdomen,  and  she  was 
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seized  with  a  sharp  pain  in  that  region.  The  next  day,  when  I 
saw  her,  I  could  palpate  an  elongated  mass  about  the  size  of  the 
index  finger  at  the  outer  border  of  the  right  rectus  muscle  and 
just  below  the  line  of  the  umbilicus.  This  mass  seemed  rather 
superficial  and  was  quite  tender.  There  was  slight  temperature, 
lOU''  F.  She  left  the  hospital  jMay  15  and  made  very  little 
complaint  of  the  pain  in  the  right  side  of  her  abdomen.  She 
was  up  and  about  until  May  27,  when  the  pain  in  her  side  be- 
came severe.  She  felt  feverish  and  vomited  a  couple  of  times. 
She  took  to  her  bed  and  I  saw  her  on  May  30,  three  days  later. 
She  then  had  a  temperature  of  102°  and  a  pulse  of  106.  There 
was  no  abdominal  distension.  She  had  had  daily  movements  of 
the  bowels.  On  palpation  a  mass  about  the  size  of  a  closed  fist 
was  felt  at  the  outer  border  of  the  right  rectus  muscle.  It  was 
rather  ill-defined,  seemed  fixed,  and  appeared  to  be  immediately 
beneath  the  abdominal  wall.  One  of  two  conditions  occurred 
to  me:  (1)  an  appendicitis  with  a  purulent  exudate  in  a  some- 
what abnormal  position,  or  (2)  a  gauze  compress  which  inad- 
vertently had  been  left  within  the  abdomen  during  the  opera- 
tion for  the  hernia.  On  May  30  I  cut  down  upon  the  mass  and 
found  the  muscles  infiltrated  and  edematous.  Just  before  open- 
ing the  peritoneal  cavity  some  dark,  grumous  material  appeared 
in  the  wound.  This  was  mopped  out  and  the  peritoneum  care- 
fully opened.  I  now  found  a  mass,  about  the  size  of  the  closed 
fist,  giving  the  impression  of  a  sarcomatous  growth  involving  the 
cecum  and  ascending  colon.  I  resected  about  eight  inches  of 
the  gut,  going  about  an  inch  above  and  about  an  inch  below  the 
growth.  The  two  ends  of  the  bowel  were  united  by  a  Murphy 
button.  The  patient  had  a  rather  stormy  convalescence,  but 
ultimately  made  a  good  recovery,  passing  the  button  on  the 
nineteenth  day  after  the  operation.  She  has  remained  perfectly 
well  since.  The  excised  growth  seemed  to  spring  from  the  peri- 
toneal covering  of  the  intestine,  was  quite  friable,  and  could  be 
easily  broken  off  with  the  fingers.  Dr.  F.  S.  j\Iandlebaum,  Path- 
ologist to  Mt.  Sinai  Hospital,  made  a  thorough  microscopical 
examination  of  it  and  pronounced  it  to  be  of  an  inflammatory 
nature. 

The  explanation  of  the  development  of  this  inflammatory 
growth  is  not  easy.  Two  probabilities  occur  to  me :  1.  A  trauma- 
tism was  inflicted  on  the  rectus  muscle  in  the  act  of  reaching  over 
the  side  of  the  bed  to  the  floor.  This  excited  an  inflammatory 
process  which  extended  by  contiguity  to  the  peritoneum  and 
underlying  intestines.  2.  The  secondary  suture  excited  a  low 
grade  of  inflammation  which  extended  in  the  same  way.  The 
following  facts  are  in  favor  of  the  first  assumption:  (1)  the  sud- 
den onset  of  the  pain  following  the  aforesaid  act;  (2)  the  ap- 
pearance of  the  mass  shortly  afterward— it  was  decidedly  ap- 
preciable when  I  saw  her  twenty-four  hours  later;  (3)  the  site 
of  the  original  swelling,  fully  two  inches  external  from  the  line 
of  sutures  and  at  the  outer  border  of  the  right  rectus  muscle. 
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VERY    EARLY    RECURRENCE    OF    CARCINOMA    IN    THE    VAGINAL    SCAR 
FOLLOWING  ABDOMINAL  HYSTERECTOMY  FOR  ADENO- 
CARCINOMA OF  THE  FUNDUS  UTERI. 

t)R.  ViNEBERG. — The  following  case  is  of  interest  in  showing 
how  unfavorable  the  prognosis  may  prove  to  be  in  the  most  favor- 
able form  of  carcinoma  of  the  uterus,  even  when  operated  upon 
at  a  very  early  date.  Mrs.  S.,  about  61  years  of  age,  widow  for 
seven  years,  mother  of  two  children.  The  menopause  was  estab- 
lished twelve  years  ago.  While  in  Germany  last  summer,  and 
in  apparently  good  health,  she  was  suddenly  seized  with  uterine 
hemorrhage.  She  immediately  went  to  Strassburg  to  consult 
Prof.  Freund.  On  September  27,  1900,  two  weeks  after  the  first 
appearance  of  the  hemorrhage,  an  abdominal  hysterectomy  was 
performed  by  Prof.  Freund.  The  extirpated  uterus  showed  a 
fibroid  growth,  the  size  of  an  English  walnut,  in  the  uterine  wall 
on  the  left  side  near  the  os  internum.  At  the  entrance  of  the 
right  tube  into  the  uterus  the  mucosa  showed  a  small  area  of 
carcinomatous  degeneration.  The  microscopical  diagnosis  was 
made  by  Prof.  Von  Eecklinghausen.  The  patient  made  a  rapid 
and  good  recovery  from  the  operation,  the  abdominal  wound 
healing  throughout  by  primary  union,  although  a  fair-sized 
hernia  developed  at  the  lower  end  of  the  wound  shortly  after- 
ward. Three  months  after  the  hysterectomy,  on  December  29, 
1900,  she  consulted  me  on  account  of  a  vaginal  bloody  discharge 
which  had  made  its  appearance  two  weeks  before.  The  amount 
of  blood  lost  was  small  at  first,  but  latterly  had  grown  quite  pro- 
fuse and  she  passed  several  good-sized  clots.  Her  general  appear- 
ance was  quite  good,  though  she  complained  of  some  Aveakness. 

On  vaginal  examination  a  friable  mass,  the  size  of  the  end  of 
one's  thumb,  was  found  occupying  the  scar  in  the  vagina.  It  bled 
very  freely  on  being  touched.  To  the  left  of  this  the  tissues  were 
found  pretty  extensively  infiltrated.  The  inguinal  glands  were 
not  found  to  be  enlarged  and  no  infiltration  existed  in  the  ab- 
dominal scar..  On  January  2,  1901,  I  excised  with  scissors,  cu- 
rette, and  Paquelin  cautery  the  mass  in  the  vaginal  scar  and  as 
much  of  the  infiltrated  tissues  as  was  feasible.  The  removed  tis- 
sues were  kindly  examined  by  Dr.  F.  S.  Mandlebaiun,  Patholo- 
gist to  Mt.  Sinai  Hospital,  who  pronounced  them  to  consist  of 
epithelial  carcinoma.  The  patient,  after  this,  had  no  further 
hemorrhage  and  seemed  to  improve  in  her  general  health.  But 
in  the  early  part  of  May  she  showed  marked  signs  of  cachexia, 
and  died  on  May  30,  1901,  eight  months  after  the  original  opera- 
tion. 

Dr.  Joseph  E.  Janvrin.  — I  should  like  to  report  a  similar  case 
with  a  rapid  recurrence  of  the  carcinoma.  Twelve  yeai's  ago  I 
had  a  case  of  carcinoma  of  the  body  of  the  uterus  for  which  I 
did  a  vaginal  hysterectomy;  at  the  same  time  I  removed  the 
ovaries  and  tubes.  This  patient  was  50  or  55  years  old.  The 
operation  was  done  thoroughly.    She  remained  in  perfect  health 
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for  about  eight  months,  when  she  began  to  develop  a  recurrence 
of  the  disease,  and  within  twelve  months  not  only  had  the  disease 
recurred  in  the  vaginal  cicatrix,  but  the  pelvic  cavity  itself  was 
involved  to  such  an  extent  that  the  patient  yielded  to  it  and 
died  within  the  year. 

LONG    MUCOUS   POLYP,    ATTACHED    IN    THE   UPPER   PORTION    OF    THE 
UTERUS  IN  THE  HORN,  PROTRUDING  AT  THE  INTROITUS  VAGINAE. 

Dr.  Malcolm  McLean.— Mrs.  C,  aged  52,  married,  a  multi- 
para, has  had  "dragging  pains  in  the  back,"  with  frequent  sen- 
sations of  "bearing-down,"  for  the  past  three  or  four  years. 
There  has  been  a  feeling  of  obstruction  in  evacuation  of  the 
bowels,  accompanied  by  a  sensation  of  dragging  in  the  vagina, 
"as  though  all  the  organs  were  coming  out."  During  all  this 
time  ihere  has  been  an  exhibition  of  irregular  metrorrhagia,  with 
irritating  watery  discharges  in  the  intervals.  The  patient  has 
been  very  anemic,  although  she  is  of  excellent  build  and  has 
healthy  organs,  apparently,  throughout  the  rest  of  the  body. 
Examination  showed  a  uterus  slightly  enlarged  b}^  an  interstitial 
fibroid.  Protruding  into  the  vagina  to  the  introitus  was  found  a 
long  polypoid  growth,  soft  and  traversed  by  cell-like  cavities.  It 
was  attached  by  a  rather  narrow  base  (half  an  inch)  to  the  left 
horn  of  the  fundus  uteri.  Under  ether  anesthesia  it  was  drawn 
down  and  easily  detached  by  dissecting  it  off  with  the  finger.  It 
measured  five  and  a  half  inches  in  length  and  two  and  one-quar- 
ter inches  in  diameter.    The  patient  is  recovering  promptly. 

I  should  like  to  hear  from  the  gentlemen  present,  for  statistical 
purposes.  Avhat  cases  they  have  met  with  having  a  long  mucous 
polyp  attached  in  the  upper  portion  of  the  uterus,  in  the  horns. 
A  mucous  polyp  that  is  attached  to  the  uterine  cavity  high  up 
and  protrudes  at  the  introitus  vagina  is  a  little  out  of  the  general 
order  of  things,  so  far  as  I  know. 

Dr.  Vineberg. — I  have  had  two  or  three  eases  of  polypi  that 
■were  attached  to  the  fundus  of  the  uterus  and  still  protruded 
through  the  cervix.  I  am  sure  one  of  them,  at  least,  was  a  mucous 
polypus. 

Dr.  Goffe. — I  have  in  mind  one  case  of  such  a  polyp  which 
arose  from  the  left  side  of  the  uterus,  about  midway.  The  pa- 
tient was  a  lady  from  Baltimore,  and  I  think  it  was  three  years 
ago  last  summer  that  I  operated.  The  polyp  protruded  between 
the  labia.  I  have  now  a  case  under  observation  which  presents  a 
similar  condition,  although  the  seat  of  attachment  I  have  not  yet 
determined. 

Dr.  Joseph  Brett auer. — I  have  seen  a  number  of  cases  like 
the  ones  reported  here  to-night  by  the  different  speakers,  but 
would  call  them  simply  submucous  fibroids.  I  have  never  seen  a 
mucous  polyp  the  size  of  the  one  presented.  I  should  like  to  ask 
Dr.  McLean  if  the  specimen  was  examined  microscopically  or 
macroscopically. 
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Dr.  Malcolm  McLean. — Only  macroscopically. 

This  tumor  has  not  the  appearance  of  a  fibroid  polypus.  I  wish 
to  obtain  records  of  cases  of  mucous  polypi  which  present  in  this 
way.  If  ns  many  cases  as  have  been  enumerated  are  seen,  then  I 
think  medical  literature  should  be  changed.  I  certainly  believe 
that  these  eases  should  be  reported,  as  mucous  polypi  of  this  size 
and  implantation  are  supposed  to  be  very  rare. 

EXTRAUTERINE  PREGNANCY;  RUPTURE. 

Dr.  a.  Pai.mer  Dudley.— This  patient  was  brought  to  the  hos- 
pital in  an  ambulance  under  hurry  call,  having  been  seen  by  my 
colleague,  Dr.  Kuene,  who  came  to  the  hospital  with  the  patient. 
The  history  of  her  ease,  so  far  as  I  can  gather  it,  is  as  follows : 
She  knew  herself  to  be  pregnant  some  months,  but  realized  that 
something  was  abnormal  about  it.  She  had  been  troubled  with 
pain,  and  a  swelling  of  the  abdomen  quite  unnatural,  for  several 
months.  She  was  seen  by  one  of  our  most  celebrated  surgeons 
in  consultation,  who  informed  her  that  it  was  a  matter  that  would 
take  care  of  itself  and  that  she  would  be  up  on  the  following  day. 
As  near  as  I  can  gather  on  inquiry,  this  advice  was  shortly  fol- 
lowed by  sudden  pain  in  the  morning,  which  became  very  severe 
and  the  patient  gave  evidences  of  growing  rapidly  worse.  An- 
other physician  was  called  in  consultation,  and  he  made  a  diag- 
nosis of  extrauterine  pregnancy,  and,  as  I  have  said,  hurried  the 
patient  to  the  hospital.  Upon  admission  she  was  suffering  from 
shock  and  marked  acute  anemia,  face  very  pale,  lips  collapsed; 
pulse  160  and  very  weak.  I  advised  against  operation,  as  the 
patient  was  certainly  dying.  ]\Iy  colleague  urged  me  to  give  her 
a  chance,  which  I  did  at  his  request.  Upon  opening  the  abdomen 
a  stream  of  blood  as  large  as  my  finger  spurted  across  the  room, 
indicating  the  amount  of  intra-abdominal  tension.  The  abdomen 
was  rapidly  evacuated ;  this  specimen  which  I  show  was  removed 
together  with  a  very  large  clot.  It  was  entirely  impossible  to 
stanch  the  hemorrhage  by  ligature.  Clamps  were  placed  upon 
the  broad  ligaments  and  the  hemorrhage  checked.  The  placenta 
was  attached  to  the  entire  abdominal  contents  beloAv  the  navel. 
No  attempt  was  made  to  remove  this.  The  cavity  was  packed 
with  iodoform  gauze  and  the  abdominal  incision  quickly  closed. 
During  this  time  the  patient's  arm  had  been  opened  and  1,500 
cubic  centimetres  of  saline  solution  infused  into  the  circulation. 
The  patient  went  to  bed  in  an  exhausted  condition  and  died  some 
hours  later.  My  only  object  in  reporting  this  case  and  showing 
you  this  specimen  is  to  call  your  attention  to  the  fact  and  ask  how 
any  intelligent  surgeon  of  repute  in  this  city  can  at  this  enlight- 
ened day  give  such  advice  under  consultation  as  that  which  I 
have  quoted:  "Let  it  alone— you  will  be  up  and  around  to- 
morrow. ' ' 
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Dudley's  operation  for  the  relief  of  severe  cases  of  recto- 
vaginal FISTULA. 

Dr.  a.  Palmer  Dudley. — A  short  description  of  the  case  and 
the  method  of  procedure  for  relief  woukl  be  the  most  concise 
manner  in  which  I  can  present  my  claim  for  originality  for  the 
operation.  The  patient  operated  upon  by  this  method  was  47 
years  of  age,  mari-ied,  and  the  mother  of  three  children.  She 
was  admitted  to  the  Mary  Hitchcock  Hospital  July  23,  1901, 
suffering  from  a  combination  of  pelvic  diseases,  of  which  may  be 
mentioned  hemorrhoids,  laceration  of  the  perineum,  recto- vaginal 
fistula,  laceration  of  the  cervix,  and  retrodisplaeement.  The 
major  condition  was  recto-vaginal  fistula,  through  which  fecal 
matter  and  gas  constantly  escaped,  which  had  been  operated 
upon  twice  before,  without  successful  result. 

The  patient  was  placed  in  the  Sims  position  and  the  sphincter 
ani  thoroughly  but  carefully  devulsed.  I  then  cut  around  the 
anus  and  dissected  the  mucous  membrane  of  the  rectum  from  the 
attachment  to  the  sphincters,  and  continued  the  dissection,  separ- 
ating the  mucous  membrane  of  the  rectum  from  its  attachments  to 
a  level  with  the  upper  edge  of  the  opening  in  the  bowel,  carefully 
separating  the  mucous  membrane  of  the  rectum  from  around  the 
edge  of  the  fistula.  I  then  continued  the  dissection  on  sufficiently 
far  to  allow  me  to  draw  the  rectal  mucous  membrane,  including 
the  fistulous  opening,  down  to  the  anus.  The  mucous  membrane 
of  the  anus  so  dissected  out  was  then  cut  away,  including  the 
hemorrhoidal  vessels.  The  mucous  membrane  of  the  rectum  was 
then  sewn  to  the  skin  of  the  anus  around  the  entire  circumfer- 
ence of  the  latter,  as  in  Whitehead's  operation  for  hemorrhoids. 
This  procedure,  of  course,  did  away  with  the  fistulous  opening 
in  the  rectum.  The  patient  was  then  turned  upon  the  back,  the 
uterus  curetted  for  fungous  growth,  the  fistulous  opening 
through  the  vaginal  coats  denuded  and  sewn  up,  simply  as  a 
superficial  wound  in  the  vagina,  with  catgut.  The  perineum 
was  then  restored  by  my  own  method  of  procedure,  using  only 
catgut  as  a  suture.  A  small  abdominal  incision  was  then  made, 
adhesions  about  the  uterine  appendages  broken  up,  and  the 
uterus  brought  forward  and  fastened  by  ventrosuspension.  The 
patient  went  to  bed  in  good  condition.  Each  one  of  the  wounds 
healed  by  primary  union,  and  the  patient  left  the  hospital  just 
four  weeks  after  the  operation  with  good  control  of  the  sphincter 
ani,  the  fistula  perfectly  healed,  the  uterus  in  good  suspension. 

I  want  to  draw  your  attention  to  one  point  in  this  operation, 
and  the  future  application  of  it  in  cases  of  accidental  fistulas 
high  up  in  the  vaginal  vault  as  a  result  of  hysterectomy.  It  is 
this:  In  my  judgment,  in  cases  of  high  fistulse,  it  would  not  be 
necessary  to  resect  the  bowel  to  the  level  of  the  fistula,  but  only 
such  portion  of  the  bowel  as  would  be  sufficient  to  change  the 
relation  of  the  rectal  opening  with  that  of  the  vaginal,  so  as  to 
flap  each  fistulous  opening  against  unbroken  structures,  and  then 
sew  the  parts  carefully  together. 
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Dr.  Vineberg.— Dr.  Dudley  has  laid  claim  to  priority  in  per- 
forming this  operation,  but  I  wish  to  state  that  I  did  a  similar 
operation  one  year  and  a  half  ago  for  a  fistula  that  was  not 
situated  so  high  as  in  Dr.  Dudley 's  case ;  she  had  been  operated 
upon  by  a  very  able  man  and  always  with  complete  failure  fol- 
lowing. I  did  exactly  as  the  doctor  did.  I  circumscribed  the 
recto-mucosa,  dissecting  out  the  rectal  mucous  membrane  until 
I  got  beyond  the  fistulous  opening ;  then  I  cut  it  off  and  stitched 
the  mucosa  to  the  skin  and  the  patient  made  a  good  recovery. 
My  patient  was  operated  upon  in  St.  Mark's  Hospital. 

Dr.  Dougali  Bissell.  — Should  a  case  similar  to  that  related  by 
Dr.  Dudley  come  under  my  care,  I  think  I  would  prefer  to  make 
a  free  incision  through  the  perineum  in  order  to  be  able  to  dissect 
out  more  thoroughly  the  diseased  track.  Our  results  are  now 
most  satisfactory  in  the  treatment  of  all  kinds  of  rectal  fistulse 
when  this  method  is  pursued.  The  principle  is  rational,  simple, 
and,  in  my  opinion,  accompanied  with  less  danger  and  therefore 
preferable  to  the  method  described  by  Dr.  Dudley. 

Dr.  J.  Riddle  Goffe.  — So  far  as  the  principle  is  concerned,  I 
think  the  operation  described  by  Dr.  Dudley  an  excellent  one. 
If  Ave  have  two  membranes  in  contact  with  each  other,  and  a 
direct  hole  through,  and  if  these  membranes  be  separated  and 
made  to  slide  upon  each  other  until  the  opening  in  one  does  not 
correspond  in  position  to  the  opening  in  the  other,  and  seal  the 
membranes  together  in  that  relation,  of  course  the  fistula  is 
closed.  The  plan  of  procedure  is  certainly  efficient,  but  it  seems 
to  me  too  radical  a  measure  for  ordinary  cases  of  recto-vaginal 
fistulse.  We  have,  to  be  sure,  met  with  cases  at  times  of  most 
intractable  fistulffi  which  have  resisted  every  operative  procedure ; 
but,  as  a  rule,  most  cases  can  be  cured  by  simple  means.  Grant- 
ing that  it  is  an  efficient  measure,  the  question,  simply  put,  is, 
"When  is  the  operation  indicated?"  When  the  fistula  is  low 
down  and  complicated  by  extreme  hemorrhoidal  conditions,  the 
Whitehead  operation  would  be  proper ;  if  high  up,  and  no  indi- 
cation for  the  Whitehead  operation,  it  would  seem  better  to 
draw  down  the  anterior  wall  of  the  rectal  tube  sufficiently  to 
slide  the  openings  by  each  other  and  fasten  the  vag.na  and  rec- 
tum together  in  that  position.  I  do  not  think  that  I  should  resort 
to  it  in  ordinary  cases ;  I  would  simply  denude  the  edges  of  the 
fistula  and  sew  them  together,  Avhen  I  would  expect  as  good  re- 
sults as  in  vesico- vaginal  fistulse.  I  cannot  now  recall  a  case  in 
which  I  would  feel  called  upon  to  do  such  an  extensive  procedure 
for  an  ordinary  recto-vaginal  fistula  uncomplicated  by  hem- 
orrhoids. I  have  now  a  case  under  observation  which  will  soon 
come  to  operation ;  the  opening  from  the  rectum  to  the  vagina  is 
the  result  of  an  operation  upon  the  perineum  for  a  laceration 
through  the  sphincter  of  long  standing.  The  opening  is  perfect- 
ly round  and  is  about  one-quarter  of  an  vich  in  diameter.  It  is 
my  purpose  to  simply  denude  it,  as  in  oi'dinary  vesico-vaginal 
fistula,  and  then  sew  it  up. 
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Meeting  of  January  28,  1902. 
The  Vice-President,  James  N.  West,  M.D.,  in  the  Chair. 

EXTRAUTERINE   PREGNANCY    AFTER   TREATMENT    FOR    STERILITY. 

Dr.  W,  Gill  AVylie.— I  wish  to  report  four  cases  of  extra- 
uterine pregnancy  following  treatment  for  sterility  with  the 
hard-rubber  drainage  tube.  These  four  cases  were  treated  in 
1900. 

Case  7. -A  lady  whom  I  had  treated  and  sent  home.  I  noticed 
in  the  papers  one  day  that  she  had  been  operated  on  for  appendi- 
citis, and  received  a  letter  from  her  three  or  four  weeks  later 
describing  the  case.  She  said  things  had  gone  along  Avell  and 
she  had  missed  a  menstrual  period.  Soon  after  that  she  had  a 
very  severe  pain  in  the  right  side.  The  pain  occurred  again  and 
she  sent  to  San  Francisco  for  her  family  physician.  The  doctor 
pronounced  it  appendicitis  and  sent  to  town  for  a  surgeon.  The 
surgeon  suspected  ectopic  gestation  and  thought  that  the  patient 
had  internal  hemorrhage.  The  surgeon  cut  down  in  the  usual 
place.  When  he  opened  the  abdomen  he  found  free  blood  in  the 
peritoneal  cavity.  The  incision  was  extended  nearly  to  the 
median  line  and  a  two-months  pregnant  tube  of  the  left  side  was 
removed.     The  patient  made  a  good  recovery. 

Case  II.  came  to  be  treated  for  sterility.  She  had  had  a  mis- 
carriage some  years  ago.  I  dilated  and  used  the  drainage  tube. 
A  year  later  she  passed  over  one  menstruation.  She  developed 
symptoms  as  the  previous  case  did,  only  the  symptoms  were 
milder.  A  physician  was  called  in  and  diagnosed  ectopic  gesta- 
tion. I  advised  waiting,  as  there  was  uncertainty.  In  two  or, 
three  days  she  again  had  severe  pain  and  hemorrhage.  I  then 
operated  and  found  that  the  trouble  was  caused  by  ectopic  gesta- 
tion. 

Case  III.— A  young  woman  treated  for  dysmenorrhea  and 
sterility.  Last  year  (1901)  she  had  pain  thought  to  be  appen- 
dicitis. The  pain,  however,  was  more  on  the  left  side  than  the 
right.  Dr.  Stokes  operated  for  appendicitis.  He  made  an  in- 
cision on  the  right  side  and  found  blood  in  the  peritoneal  cavity. 
He  then  carried  the  incision  across  and  took  out  of  the  left  side 
what  he  called  a  bloody  tumor  involving  the  Fallopian  tube.  It 
was,  of  course,  ectopic  gestation. 

Case  IV.— 1  was  to  treat  her  for  sterility,  but  found  she  had 
a  mass  at  the  left  sid-  of  the  uterus.  The  history  was  obscure, 
but  there  had  been  acute  symptoms.     As  she  wanted  a  child,  I 
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thought  best  to  remove  this  mass,  which  extended  almost  to  the 
right  side.  I  removed  an  old  ectopic  gestation.  Blood  clots 
and  membranes  were  fonnd  sufficient  to  prove  that  the  diagnosis 
Avas  correct.  I  treated  her  for  a  few  months  and  got  her  in  good 
condition,  so  that  I  could  put  a  sound  into  the  uterus  without 
causing  pain  or  bleeding,  and  sent  her  home.  She  came  back 
last  July;  had  missed  a  period,  followed  by  a  hemorrhage.  I 
examined  her  and  thought  it  was  a  miscarriage.  I  could  not 
define  the  mass  in  the  tube  that  had  not  been  removed.  I  told 
her  to  come  back  and  place  herself  under  observation.  She 
stayed  at  the  hospital  for  a  week,  and  I  left  the  case  under  obser- 
vation with  my  brother  while  I  was  in  Buffalo.  She  was  in  Del- 
monico's  one  day  with  my  head  nurse  when  an  attack  came  on 
with  evidence  of  hemorrhage.  The  nurse  took  her  to  the  hospi- 
tal and  my  brother  saw  her.  He  opened  the  abdomen  and  found 
an  ectopic  gestation. 

Why  should  so  many  cases  of  ectopic  gestation  occur  in  my 
practice  following  the  treatment  of  dilatation,  curettage,  and 
prolonged  use  of  drainage  tube — one  case  in  three  months,  some 
cases  a  year  afterward?  I  have  had  one  or  two,  but  no  such 
series  in  succession  as  that  before,  although  I  have  treated 
many  women  in  the  same  way  for  sterility.  It  may  be  that 
some  of  the  cases  were  under  treatment  for  sterility  and  were 
more  closely  observed,  or  that  I  am  more  expert  in  examining 
and  know  the  symptoms  better  than  before,  and  some  of  the 
cases  might  have  escaped  diagnosis  in  days  gone  by.  If  it  had 
not  been  for  the  practice  of  opening  the  abdomen  and  looking  for 
appendicitis,  two  of  the  women  might  have  died  and  no  diag- 
nosis would  have  been  established. 

Dr.  George  T.  Harrison.  — It  is  a  very  commendable  thing  in 
Dr.  AVylie  to  report  these  cases.  The  treatment  may  have  had 
nothing  to  do  with  producing  that  condition  that  was  favorable 
to  the  production  of  ectopic  gestation.  I  always  have  had  an 
objection  to  that  method  of  treatment  of  sterility.  It  is  not 
really  an  aseptic  method,  and  there  is  always  more  or  less  danger, 
in  case  there  is  or  has  been  any  disease  of  the  tubes,  of  rekindling 
an  old  inflammation  or  of  extending  it  from  the  endometrium  into 
the  tubes.  In  all  cases  of  ectopic  gestation  induced  by  diseased 
lining  membrane  of  the  Fallopian  tubes,  it  is  impossible  for  the 
ovum  to  be  propelled  along  its  course  as  in  a  normal  condition  of 
the  lining  membrane. 

Dr.  Joseph  E.  Janvrin. — AVhat  proportion  do  these  four  cases 
bear  to  the  whole  number  of  cases  treated  in  the  same  way  for 
sterility  and  to  other  cases  which  have  become  normally  preg- 
nant? 

Dr.  Wylie.  —  I  have  had  as  high  as  seventeen  or  eighteen  cases, 
treated  in  one  year,  become  pregnant  later.  I  did  not  look  up 
the  number  last  year.  Sometimes  I  have  as  many  as  four  or  five 
<?ases  in  succession  in  my  office,  all  under  observation  or  treat- 
ment for  sterility,  and  I  have  been  successful  in  a  large  number. 
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As  to  Dr.  Harrison's  remarks.  I  would  say  I  had  exactly  the 
same  feeling  about  introducing  a  drainage  tube  when  I  began 
twenty-five  years  ago.  My  fears  were  based  on  experience  before 
the  day  of  antiseptic  surgery  and  accurate,  careful,  artistic 
methods  of  doing  things  and  scientific  ways  of  observing  inflam- 
mation. Since  pursuing  some  of  the  modern  surgical  methods, 
and  even  before,  as  far  as  this  operation  is  concerned— in  fact, 
ever  since  the  first  treatment  by  drainage — I  have  followed  out 
the  aseptic  method  for  more  than  twenty  years.  So  far  as  I 
know  personally,  it  never  caused  a  serious  ending  in  any  case  of 
my  own.  If  cases  had  any  reaction,  so-called,  it  never  showed 
as  far  as  temperature  is  concerned.  Some  cases  I  would  not  let 
go  over  ten  days.  Some  I  allow  to  wear  the  tube  through  men- 
struation. Nearly  all  the  men  who  criticise  the  method,  I  am 
satisfied,  are  recalling  the  experience  we  saw  so  frequently  thirty 
years  ago  with  the  so-called  stem  pessary.  In  these  days  the 
patient  is  treated  aseptically.  and  is  kept  quiet  about  five  days, 
and  we  get  no  more  inflammation  than  from  wearing  a  hard- 
rubber  plate  in  the  mouth.  If  the  physician  were  not  careful 
and  did  not  practise  asepsis  it  would  be  a  dangerous  treatment. 
<.)ne  gentleman  said  he  always  had  had  the  belief  that  such  and 
such  things  would  happen,  and  gave  his  positive  opinion  as  to 
what  the  tube  would  do.  He  had  never  used  the  instrument,  so 
what  was  his  opinion  worth  ?  Hundreds  and  hundreds  are  used, 
and,  so  far  as  I  know,  most  of  them  with  good  results. 

Dr.  Clement  Cle\t:land. — I  have  always  had  the  same  feel- 
ing as  Dr.  Harrison.  We  all  had  that  feeling  at  the  Woman's 
Hospital.  I  have  used  stems — Dr.  AVylie's  stem;  not  so  much  as 
he  does,  but  I  have  used  it  chiefly  in  cases  of  dysmenorrhea. 

In  regard  to  the  other  matter.  I  do  not  see  any  connection 
between  the  stem  and  extrauterine  pregnancy.  I  do  not  see  how 
it  is  possible  for  that  method  of  treating  sterility  to  be  the  cause 
of  ectopic  gestation.  I  think  it  merely  a  coincidence.  He  hap- 
pened to  have  cases  running  as  he  did.  I  do  not  think  his  treat- 
ment is  the  cause  of  ectopic  gestation. 

Dr.  Wylie. — The  indications  were  to  me  that  the  uterus  not 
being  normal,  none  of  the  women  ever  ha^dng  had  a  child  at  any 
time,  either  from  imperfect  development  of  uterus  or  the  condi- 
tion of  the  mucous  membrane  not  being  suitable,  that  made  im- 
pregnation more  liable  to  take  place  in  the  tube.  The  condition 
that  prevented  normal  conception  before  still  existed,  but  did 
not  prevent  pregnancy  in  the  Fallopian  tube. 

Dr.  George  Tucker  Harrison  read  the  paper  of  the  evening, 

acute  yellow  atrophy  of  the  liver  as  it  occurs  in  women.^ 

Dr.  Churchill  Carmalt. — Were  the  pills  given  to  the  first 
case  known  to  contain  yjhosphorus  or  not? 

'See  original  article,  p.  548. 
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Dr.  Harrison. — I  think  the  active  agent  in  all  those  pills  is 
savin. 

Dr.  Carmalt. — If  they  contained  phosphorus  they  would 
thejiiselves  cause  atrophy  of  the  liver,  a  degeneration  of  phos- 
phorus. I  have  seen  but  three  cases  of  phosphorus-poisoning 
and  one  case  of  acute  yellow  atrophy  of  the  liver.  Pieces  of 
liver  of  the  former  and  of  the  latter  M^ere  put  side  by  side  and 
they  could  not  be  distinguished  under  the  microscope.  There 
Avas  a  dispute  as  to  which  was  the  liver  containing  phosphorus 
and  which  that  affected  by  yellow  atrophy. 

Dr.  Harrison.  — I  think  Minkowski  makes  a  mistake  in  con- 
sidering acute  yellow  atrophy  as  caused  not  only  by  some  un- 
known poison  but  also  by  alcohol,  lead,  etc.,  or  that  it  may  be  a 
sporadic  form  of  yellow  fever. 

Dr.  Carmalt.— The  only  case  of  acute  yellow  atrophy  I  saw 
came  from  South  America  and  the  question  was  open  whether 
it  was  a  case  of  yellow  fever  or  not. 

Dr.  Harrison.  — The  young  woman  I  saw  was  a  fine,  healthy 
young  woman.  She  took  pills  in  order  to  induce  an  abortion, 
and  then  had  gastro-duodenal  catarrh ;  could  not  take  a  spoon- 
ful of  water  witliout  vomiting.  She  was  fed  through  the  rectum. 
She  became  delirious,  then  coma  and  death. 

Dr.  Carmalt. — Not  like  eclampsia  in  pregnancy? 

Dr.  Harrison. — ^Not  a  bit.  Eclampsia  does  not  occur  so  early 
in  pregnancy.  I  took  out  the  liver  and  had  it  examined  by  one 
of  the  most  eminent  microscopists  in  the  city.  He  reported  find- 
ing parenchymatous  degeneration.  A  number  of  writers  in 
years  gone  by  have  insisted  upon  it  that  changes  produced  by 
phosphorus-poisoning  are  the  same  as  those  of  acute  yellow  at- 
rophy; some  of  them  said  it  was  pliosphorus-poisoning.  but  I  do 
not  think  phosphorus  is  an  ingredient  of  the  pills  they  give  for 
the  purpose.  I  think  the  active  agents  are  aloes,  savin,  and  a 
few  things  of  that  kind. 

Dr.  Carmalt. — In  service  at  the  Lying-in,  where  we  see  a 
good  deal  of  death  from  pregnancy  and  its  various  accompani- 
ments, I  have  seen  numbers  of  cases  of  degeneration  of  the  liver, 
most  of  these  precursors  of  the  condition  called  ecl.nnpsia.  The 
areas  of  degeneration  in  the  liver,  either  minute  or  general, 
closely  simulate  those  described  as  following  the  us'^  of  various 
drugs. 

Dr.  Harrison. — In  postmortem  we  note  not  only  a  remarkable 
diminution  in  the  liver,  but  the  two  colors  that  different  por- 
tions exhibit.  Some  portions  are  red  and  others  have  shadings 
of  yellow.  The  microscopic  conditions  are  different  in  the  dif- 
ferent sections  of  these  two  respectively.  The  impression  made 
on  anybody  who  has  seen  the  thing  and  has  seen  women  die 
from  septicemia  and  eclampsia  is  that  some  toxic  agent  has  been 
at  work.  The  two  conditions  are  closely  related.  Ahlfeld  gives 
an  account  of  one  case  where  the  two  were  combined- eclampsia 
and  acute  yellow  atrophy  of  the  liver.     We  knoAv  in  eclampsia 


592  TRANSACTIONS   OF    THE 

that  it  is  a  toxemia,  not  uremia  as  we  once  thought.  The 
kidneys  may  not  be  diseased  and  we  may  have  eclampsia.  In 
eclampsia  the  pathological  changes  in  the  kidney  bear  no  relation 
to  the  gravity  of  the  disease,  therefore  there  is  some  toxic  agent 
that  causes  this  condition  of  things,  that  we  do  not  know  of. 
The  same  thing  occurs  in  acute  yellow  atrophy,  so  far  as  we 
know.  It  is  for  the  younger  generation  to  illuminate  that 
subject. 

Dr.  Victor  Neesen. — I  had  a  case  some  time  ago,  but  it  did 
not  go  to  autopsy.  However,  I  had  a  prominent  therapeutic 
man  in  consultation,  who  pronounced  it  acute  yellow  atrophy. 
It  was  the  case  of  a  young  woman  of  18  years.  She  was  an 
artists'  model  and  led  a  gay  life.  She  came  to  me  to  be  treated 
for  syphilis  and  was  under  my  care  for  three  months.  I  was 
giving  one-sixth  grain  of  protoiodide  t.i.d.,  no  potassium  at 
all.  She  came  to  me  shortly  before  her  last  illness  and  said 
she  was  pregnant  (she  was  unmarried).  She  wanted  to  know 
what  I  could  do.  I  said  the  only  thing  was  to  put  her  in  some 
institution  where  she  and  her  infant  could  be  taken  care  of. 
She  said  that  would  not  satisfy  her;  she  must  have  it  gotten  rid 
of  at  once.  I  advised  strongly  against  it.  In  about  a  week  I 
was  called  to  her  house  in  the  evening.  AVhen  I  arrived  she 
was  unconscious.  Her  aunt,  with  whom  she  lived,  said  she  had 
been  taken  ill  the  evening  before  and  they  wanted  to  send  for  a 
doctor.  She  said  she  wanted  them  to  send  for  her  doctor.  They 
finally  got  from  her  my  name  and  address;  she  was  semi-coma- 
tose. "When  I  saw  her,  her  skin  was  a  deep  yelloAv,  eyes  tinged 
Avith  yellow,  pulse  very  rapid,  temperature  pretty  high,  and 
she  was  entirely  unconscious;  did  not  recognize  anybody.  I 
made  inquiries  as  to  whether  she  had  taken  poison.  I  thought 
she  might  do  that.  I  knew  she  was  feeling  despondent  and  des- 
perate. I  did  not  immediately  jiinip  to  the  conclusion  that  it 
was  acute  yellow  atrophy ;  I  had  never  seen  a  case  and  had  never 
heard  much  about  the  disease  since  I  left  college.  I  made  a  bi- 
manual examination,  but  found  nothing  wrong.  They  could 
not  find  any  box  or  bottle  of  anything  she  may  have  taken  as 
medicine. 

I  called  in  a  well-known  therapeutic  man,  and  he  examined  the 
case,  palpated  the  liver,  and  found  the  edge  of  it  up  under  the 
ribs.  She  was  sick  only  two  days.  I  gave  him  a  little  outline 
of  the  history.  He  said  in  a  case  like  that— the  acuteness  of  the 
illness,  the  yellow  coloring  of  the  skin  and  eyes,  the  unconscious- 
ness, and  the  cerebral  symptoms— he  would  diagnose  acute  yel- 
low atrophy.  I  read  up  all  about  it  afterward,  and  it  all  seemed 
to  hinge  so  well  with  the  descriptions  in  the  books  that  I  put  it 
down  as  a  case  of  that.     She  died  in  twenty-four  hours. 

Dr.  AVylie. — I  had  a  case  in  my  hospital.  Some  mistakes  had 
been  made  in  the  diagnosis  of  first  pregnancy.  It  had  been  pro- 
nounced extrauterine.  I  diagnosed  it  as  uterine.  I  did  not 
anticipate  any  danger.     She  came  to  the  hospital  to  be  deliA^ered. 
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There  was  low  specific  gravity  of  the  urine.  Labor  came  on;  it 
was  prolonged.  She  was  so  exceedingly  nervous,  chloroform 
was  used  during  the  night  very  much  more  freely  than  I  like  to 
give  it.  For  a  long  time  she  wanted  to  be  intoxicated  all  the 
time  with  chloroform;  would  screech  and  make  a  noise,  so  it 
was  given  rather  freely  by  my  assistant.  She  seemed  to  be  do- 
ing well  for  a  few  days.  Then  she  began  to  change  color  and 
to  have  some  of  the  symptoms  of  yellow  atrophy  of  the  liver, 
but  I  did  not  consider  them  marked  enough.  There  were  no  sep- 
tic symptoms  at  first ;  afterward  I  made  up  my  mind  there  Avas 
sepsis.  I  called  in  Drs.  Tuttle,  Starr,  and  Janeway.  Dr.  Jane- 
way  pronounced  it  a  case  of  acute  yellow  atrophy  of  the  liver. 
The  case  I  had  seen  before  was  so  much  more  marked  in  color- 
ing that  this  did  not  seem  to  fit  it.  Drs.  Tuttle  and  Starr 
thought  it  was  a  case  of  iodoform-poisoning.  It  could  not  have 
been  that ;  we  had  not  used  enough.  AVhen  she  died,  a  week  or 
ten  daj^s  after,  she  became  unconscious  at  the  last.  There  were 
no  convulsions  or  any  other  signs  of  poisoning.  There  was 
evidence  of  marked  defective  action  in  the  kidneys ;  the  urine 
was  highly  colored. 

Dr.  West.— The  discussion  has  brought  out  that  these  cases 
are  not  so  rare  as  was  supposed.  Two  cases  have  been  mentioned 
here  to-night.     It  is  probable  that  there  are  a  great  many  others. 

Dr.  Harrison. — It  is  one  of  the  rarest  diseases  on  earth.  So 
far  as  Hunter  discovered,  up  to  1894,  in  the  whole  medical  litera- 
ture, only  250  cases  have  been  found.     He  only  got  together  50. 

continuation  of  discussion  on  dr.   west's  PiVPER. 

Dr.  Janvrin. — When  you  make  an  opening  posterior  to  the 
uterus  through  the  cul-du-sae,  I  believe  you  get  very  thorough 
drainage,  and  in  every  case  where  I  have  wanted  drainage  I  use 
it;  but  in  doing  it  I  always  make  an  extremely  free  opening  in 
the  cul-de-sac  and  put  in  very  little  gauze,  just  so  that  filaments 
of  gauze  will  fill  the  cut  made,  but  never  exert  undue  pressure. 
Thus  we  are  sure  that  anything  collected  will  not  be  dammed  up 
by  the  gauze  itself.  Under  such  circumstances  thei-e  Is  always 
drainage. 

After  flushing  out.  Dr.  West  wipes  everything  as  dry  as  possi- 
ble. In  some  cases  where  drainage  does  not  seem  essential,  I  have 
made  no  opening  posteriorly  in  the  cul-de-sac,  but  have  left  a 
good  amount  of  warm  water  in  the  abdominal  cavity,  especially 
where  the  patient  sustained  severe  shock,  as  in  cases  where  tubes 
have  been  removed  or  hysterectomy  has  been  done.  I  think  this 
is  an  excellent  thing  in  cases  where  patients  have  undergone  a 
prolonged  operation  and  suffer  from  serious  shock. 

Dr.  Clevei,and.  — I  am  not  in  sympathy  witli  the  writer  of  the 
paper  in  regard  to  the  removal  of  the  ovaries  and  tubes  or  tubes 
alone,  leaving  the  uterus.  I  think  in  a  large  majority  of  cases 
where  there  are  two  pus  tubes,  if  you  remove  the  tubes  alone, 
leaving  the  uterus,  you  certainly  will  hear  from  the  patient  again. 
38 
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She  will  be  constantly  complaining  and  will  come  back  in  a  year 
or  six  months  with  severe  symptoms  of  pain  and  distress.  If  I 
remove  tubes  and  ovaries,  in  the  majority  of  cases,  I  remove  the 
uterus  also.  I  do  not  leave  the  cervix ;  I  take  it  out  entire  for  the 
reason  that  I  want  decided  drainage.  I  believe  with  the  gauze  I 
get  drainage. 

Dr.  AVylie.  — The  paper  was  very  interesting  as  being  en- 
thusiastic and  clear  and  definite— perhaps  a  little  bit  too  defi- 
nite and  cut-and-dried  for  such  a  large  subject.  It  was  meant 
to  define,  I  suppose,  the  more  characteristic  cases.  My  ex- 
perience with  salpingitis  has  been  that  when  following  the 
clinical  study  of  disease  it  would  be  hard  to  lay  down  exact  rules 
as  to  how  to  be  guided  in  all  cases.  I  think  Dr.  West's  idea  of  di- 
viding the  subject  into  acute  and  chronic  cases  is  good.  I  made 
up  my  mind  long  ago  that  when  a  woman  has  local  peritonitis  the 
time  to  operate  is  early,  to  prevent  her  running  danger,  not  so 
much  of  general  peritonitis  as  of  extension  of  inflammation  and 
adhesions,  etc.  There  is  very  little  danger  in  a  simple  case;  if 
it  becomes  acute  it  may  be  dangerous.  It  is  better  to  do 
useless  drainage  in  some  cases  than  to  fail  to  do  it  when  required. 
It  is  like  a  pistol  in  Texas— you  seldom  need  one,  but  when  you 
do  you  need  it  very  badly.  Sometimes  it  is  very  difficult  to  get 
good  drainage  after  operating,  but  if  you  start  with  it  in  the 
beginning  and  give  the  system  a  chance  the  results  are  gener- 
ally good. 

I  do  believe  in  complete  operations  ^^'hen  both  tubes  and 
ovaries  must  be  removed.  I  think  the  mistake  Dr.  West  has 
chiefly  made  has  been  in  his  rather  definite  way  of  dealing  with 
cases,  especially  in  deciding  to  leave  the  uterus  in  fifty  per  cent 
of  cases  where  he  removes  the  tubes.  I  do  not  agree  with  him. 
In  salpingitis,  in  more  than  fifty  per  cent  of  the  cases,  the  uterus 
is  a  diseased  organ ;  it  is  not  in  a  normal  state.  If  it  is  abnormal, 
atrophy  and  shrinkage,  such  as  takes  place  at  the  menopause,  is 
abnormal  and  there  will  be  reflex  symptoms.  I  am  sure  that 
where  you  remove  tubes  and  ovaries  completely,  the  best  thing 
you  can  do,  in  a  large  majority  of  cases,  is  to  remove  the  uterus ; 
you  have  better  results — the  patients  are  more  happy  and  com- 
fortable. 

Where  you  have  an  imperfectly  developed  uterus,  you  have 
atrophy  and  a  hyperesthetic  condition  of  that  organ,  which, 
after  complete  removal  of  the  appendages,  may  be  associated 
with  an  atresia  which  makes  married  life  intolerable,  produces 
innumerable  reflex  nervous  symptoms.  I  think  a  marked  im- 
provement within  the  last  five  or  ten  years  has  been  in  recogniz- 
ing the  fact  and  removing  the  uterus  in  such  cases.  If  you  coirld 
be  sure  that  the  uterus  was  absolutely  normal,  you  could  leave 
it,  in  some  cases,  perfectly  well.  It  is  very  difficult  to  be  certain 
of  it,  or  very  risky  to  assume  it.  In  a  married  woman  under  30 
I  would  leave  a  healthy  cervix,  so  as  not  to  cut  the  circular 
artery.     It  is  a  good  thing  not  to  injure  the  arterial  supply; 
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in  that  way  you  avoid  the  rapid  atrophy  and  shrinkage  that 
takes  place  after  removal  of  tubes  and  ovaries.  My  practice  has 
been  to  avoid  any  radical  operation  in  women  under  30 ;  but 
if  an  operation  is  done  and  appendages  completely  removed, 
the  uterus  is  removed  and  rarely  the  cervix  uteri  is  left.  After 
40,  as  a  rule,  if  any  operation  is  done,  it  is  best  to  do  a  radical, 
complete  one.  The  whole  subject  has  grown  so  I  would  not 
want  to  lay  down  any  definite  rules  of  operation  or  procedure, 
but  would  adapt  many  varied  rules  of  treatment  to  suit  each 
case  individually.  I  would  follow  the  methods  of  those  opera- 
tors who  have  had  a  chance  to  become  expert,  and  not  look  back 
to  conditions  as  they  were  twenty  years  ago. 

Dr.  J.  DouGAL  Bisselij.— The  action  and  purpose  of  gauze 
packing  in  septic  cases  is,  it  seems  to  me,  to  limit  the  area  of  in- 
fection and  convert  the  infected  area  into  an  external  wound. 
In  this  way  free  vent  is  given  to  the  septic  material  which  Nature 
would  probably  be  unable  to  cope  with  successfully  if  it  were 
allowed  to  remain  in  the  closed  peritoneal  cavity.  The  presence 
of  gauze  stimulates  Nature  to  throw  out  a  protective  plastic 
exudate,  and  in  the  course  of  a  few  hours  the  general  peritoneal 
cavity  becomes  completely  walled  off.  Gauze,  being  capillary  in 
its  construction,  is  capillary  in  its  action ;  but  its  influence  upon 
the  general  peritoneal  cavity  as  a  drain  practically  ceases  when 
plastic  exudates  form  about  it.  After  this  the  drainage  which 
takes  place  must  necessarily  come  only  from  the  area  imme- 
diately surrounding  the  gauze. 

Dr.  Janvrin. — As  to  the  point  of  removal  of  the  uterus  in 
these  cases,  I  have  followed  the  course  of  not  removing  the 
uterus  unless  having  very  strong  indications  therefor.  But  for 
simple,  slight  disease,  chronic  catarrh,  or  disease  of  the  endo- 
metrium, I  have  left  the  uterus,  and  I  think  it  is  better  to  do  so 
as  a  rule. 

Dr.  Neesen.  — In  regard  to  the  removal  of  the  uterus,  as 
one  of  the  men  who  get  cases  after  others  have  operated  upon 
them,  I  can  say  these  cases  are  the  bane  of  a  man's  life.  They 
float  around  from  one  physician  to  another,  trying  electricity  and 
all  kinds  of  local  treatment.  I  have  a  case  now;  I  cannot  per- 
suade her  to  go  back  to  the  man  who  did  the  operation — says  it 
did  not  help  her.  She  had  had  a  double  salpingo-oophoreotomy— 
uterus  left  in. 

Dr.  West.  — I  would  not  attempt  to  reply  to  the  gentlemen 
who  have  been  kind  enough  to  discuss  the  paper,  but  I  am  in  a 
better  position  now  than  I  may  be  later.  My  work  is  in  a  clinic, 
watching  others  and  drawing  conclusions.  I  know  of  no  more 
piteous  class  than  women  without  uterus  and  tubes  and  with 
atresia  of  the  vagina.  I  have  a  case  in  mind  now,  with  atresia 
almost  to  the  vulva  of  the  vagina.  There  is  total  ablation.  She 
has  almost  lost  her  mind. 

Of  what  use  is  the  uterus  when  left  in  ?  We  do  not  know  any 
more  than  we  know  positively  in  regard  to  ovaries.     We  know  the 
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uterus  is  the  seat  of  sympathetic  nerves  and  sympathetic  ganglia ; 
we  are  not  positively  able  to  state  the  effect  of  operation  on  any 
given  woman's  nervous  system;  I  believe  in  sparing  as  much  as 
possible.  In  my  paper  I  did  not  state  that  the  uterus  should  al- 
ways be  left  behind. 

Official  transactions.  H.  Grad,  M.D.,  Editor. 


TRANSACTIONS   OF    THE    OBSTETRICAL 
SOCIETY  OF  LONDON. 


Meeting  of  Decemher  4,  1901. 
The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Dr.  R.  Sanderson  read  a  paper  on  a  case  of 

PREGNANCY  OF  FOUR  AND  A  HALF  MONTHS  COMPLICATED  BY 

EPITHELIOMA      OF     THE      CERVIX     UTERI,     IN     W^HICH      HE 

HAD  PERFORMED  VAGINO-ABDOMINAL  HYSTERECTOMY. 

Finding  that  the  epithelioma  was  operable,  he  removed  the 
uterus  and  the  growth  by  a  combined  vaginal  and  abdominal 
operation,  without  previous  induction  of  labor. 

The  specimen  and  microscopic  section  of  the  growth  were 
described  and  shown. 

He  discussed  the  ethics  and  the  treatment  adopted  under  the 
following  heads: 

(1)  That  where  pregnancy  and  operable  cancer  of  the  cervix 
coexist  the  life  of  the  mother  is  alone  to  be  considered. 

(2)  That  anterior  to  the  fourth  month  of  pregnancy  vaginal 
hysterectomy  is  the  orthodox  treatment. 

(3)  That  after  this  period  the  alternative  methods  are:  (a)  in- 
duction of  labor  followed  by  vaginal  hysterectomy;  and  (&)  hys- 
terectomy, without  induction  of  labor,  by  a  combined  vaginal 
and  abdominal  operation. 

(4)  That  the  latter  of  these  alternatives,  having  regard  to 
the  improved  statistics  of  abdominal  hysterectomy,  was  in  this 
ease  to  be  preferred. 

Dr.  W.  H.  Tate  congratulated  Dr.  Sanderson  on  the  success- 
ful result  of  his  operation.  He  thought,  however,  that  it  was 
not  necessary  to  have  subjected  the  patient  to  the  risk  of  a 
vagino-abdominal  hysterectomy,  and  that  the  operation  might 
have  been  more  safely  performed  by  the  vaginal  route  alone. 
By  making  a  longitudinal  incision  through  the  cervix  and  empty- 
ing the  uterus  of  its  contents,  it  is  possible  to  remove  a  uterus 
in  which  the  pregnancy  had  advanced  to  the  sixth  month,  if  not 
later.     Six  years  ago  Dr.  Tate  had  treated  a  case  of  carcinoma 
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of  the  cervix  complicating  a  five-months  pregnancy  by  the  older 
method  of  inducing  abortion  and  removing  the  nteriis  per 
vaginam  ten  days  later.  Although  the  ease  was  a  favorable  one 
for  operation,  the  disease  rapidly  recurred. 

INIr.  J.  H.  Dauber  said  he  thought  time  alone  would  decide 
whether  the  operation  that  had  just  been  described  afforded  the 
patient  a  longer  period  of  immunity  from  recurrence  than  the 
more  usual  method  of  procedure  in  these  cases.  That  operation 
was  the  best  which  came  nearest  to  effecting  a  real  and  perma- 
nent cure.  He  would  like  to  know  in  three  or  five  years'  time  if 
Dr.  Sanderson's  case  were  alive  and  well,  and  he  hoped  the 
Society  might  be  informed  on  this  point.  He  himself  had  had  a 
similar  case  under  his  care  in  1898.  He  emptied  the  uterus  and 
then  waited  for  its  involution,  when  he  performed  vaginal  hys- 
terectomy. Recurrence  occurred  within  eighteen  months.  This 
he  considered  unsatisfactory.  The  fetus  was  destroyed  and  the 
mother  did  not  long  survive. 

Dr.  W.  S.  a.  Griffith  said  he  agreed  that  vaginal  hysterec- 
tomy after  emptying  the  uterus  was  at  present  the  best  opera- 
tion, the  mortality  being  very  low  and  the  prolongation  of  life 
in  many  cases  considerable. 

Dr.  Amand  Routh  said  that  vaginal  hysterectomy  could  be 
performed  at  a  much  later  date  than  that  of  a  four-months  gesta- 
tion. By  incising  the  anterior  uterine  wall  along  its  centre  as 
it  is  pulled  down  into  the  vagina,  the  contents  can  be  readily 
evacuated.  The  uterus  promptly  retracts,  and  its  size  becomes 
so  materially  diminished  that  its  removal  becomes  easy  by  the 
vaginal  route.  The  alternative  procedure  to  this  operation  in 
such  a  case  would  be  somewhat  as  follows:  first,  a  temporary 
removal  of  the  cervical  growth  by  scissors,  gouge,  or  cautery, 
treating  the  stump  with  pepsin  dressings  to  digest  any  sloughs; 
secondly,  induction  of  abortion;  and,  thirdly,  in  a  week's  time, 
to  allow  some  involution  to  take  place,  vaginal  hysterectomy. 
In  early  pregnancies  he  much  preferred  the  former  plan.  In 
every  case  the  uterus  should  be  emptied  before  removal  per  vag- 
inam. 

Dr.  Herbert  Spencer  agreed  that  it  was  not  necessary  to  re- 
sort to  abdominal  section  in  this  case.  In  a  recent  ]-aper  by  E. 
Alterthum,  who  had  himself  performed  vaginal  hysterectomy 
for  cancer  at  the  sixth  month,  a  list  of  eighteen  cases  was  given 
in  which  the  uterus  was  thus  removed,  all  the  cases  recovering. 
Nevertheless  there  was  a  tendency  at  the  present  time  to  operate 
by  the  abdomen  in  these  cases,  not  for  the  simple  removal  of  the 
uterus,  as  in  Dr.  Sanderson's  case,  but  in  order  to  remove  the 
broad  ligament  and  glands  as  widely  as  possible.  This  opera- 
tion received  support  from  the  researches  made  in  Prof.  Ros- 
thom's  clinic,  which  showed  that  57.5  per  cent  of  cases  of  cancer 
of  the  cervix  in  the  operable  stage  had  already  the  glands  infect- 
ed, and  therefore  a  vaginal  operation  would  be  useless  from  the 
point  of  view  of  cure.     If  these  researches  were  confirmed  they 
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would  considerably  alter  our  views  upon  the  treatment  of  cancer 
of  the  uterus.  As  far  as  he  knew,  the  results  had  not  been  good, 
but  a  sufficient  time  had  not  elapsed  to  allow  us  to  judge  of  the 
chances  of  "cure."  At  the  present  time  he  (Dr.  Spencer)  be- 
lieved that  in  the  case  under  discussion  a  better  operation  would 
have  been  high  amputation  with  the  cautery  followed  by  re- 
moval of  the  ovum.  He  thought,  also,  that  high  amputation 
after  induction  of  abortion  was  a  good  operation,  if  the  growth 
was  not  in  a  septic  condition. 

He  had  not  had  a  ease  of  early  pregnancy  complicated  by 
cancer  in  an  operable  stage ;  but  in  three  cases  of  cancer  com- 
plicating labor  he  had  amputated  the  cervix  and  part  of  the 
lower  segment  after  delivery,  and  tlie  patients  were  now  well 
after  eight  and  a  half,  six,  and  five  years.  He  did  not  know  of 
such  good  results  after  any  kind  of  hysterectomy  for  cancer  com- 
plicating pregnancy. 


BRIEF  OF  CURRENT  LITERATURE. 


OBSTETRICS. 

Pathology  of  Tubal  Pregnancy. — A.  Petersen  {Beitrdge  ziir 
path.  Anat.  der  grnviden  Tulx.  Berlin,  1902)  in  a  monograph 
defends  the  theory  of  the  inflammatory  origin  of  tubal  preg- 
nancy. He  calls  attention  to  the  failure  of  other  experimenters 
to  support  the  theory  of  its  origin  in  obstruction  of  the  tube,  all 
attempts  to  arrest  the  impregnated  ovum  in  the  tube  by  ligation 
of  the  latter  having  failed.  He  holds  that  it  has  been  proved 
that  the  most  common  subjects  of  tubal  pregnancy  are  those  who 
have  already  borne  children,  those  who  have  remained  sterile  for 
a  long  time,  and  those  who  have  suffered  from  disease  of  the 
tubes.  His  observations  follow  those  of  Diihrssen  and  Engstrom 
in  regard  to  the  degree  of  the  inflammatory  lesion  in  different 
parts  of  the  tube,  but  were  more  thorough.  He  examined  14 
cases,  in  12  of  which  tubal  disease  was  found.  Sections  of  the 
tubes  were  taken  transversely  at  intervals  of  one-half  to  one 
centimetre,  and  in  some  portions  serial  sections  were  made.  In 
6  cases  the  isthmus  was  the  site  of  attachment.  On  the  uterine 
side  was  a  mild  catarrhal  process  which  decreased  in  intensity 
from  the  uterus  outward.  The  point  of  attachment  of  the  ovum 
was  normal,  or  nearly  so.  and  in  the  ampullar  portion  the  mu- 
cosa sliowed  no  signs  of  inflammation.  In  6  cases  of  ampullar 
pregnancy  the  same  conditions  were  noted,  the  catarrhal  process 
even  ending  before  reaching  the  ovum  in  3  cases.  In  9  cases  in 
which  the  tube  of  the  opposite  side  was  examined  the  findings 
were  the  same.  As  arguments  in  favor  of  the  view  that  the  sal- 
pingitis is  due  to  extension  from  the  uterus,  he  mentions  the 
progressive  diminution  of  the  process  in  passing  away  from 
that  organ,  and  the  relatively  normal  state  of  the  place  of  attach- 
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ment  of  the  ovum.  The  frequent  association  of  salpingitis  with 
tubal  pregnancy,  the  bilaterality  of  the  lesion,  and  the  appear- 
ance of  chronicity  of  these  changes  point  to  the  existence  of  the 
inflammatory  lesion  of  the  tube  before  its  impregnation.  These 
arfe  the  arguments  upon  which  he  relies  for  the  proof  that  the 
salpingitis  is  not  secondary  to  the  tubal  gestation,  but  precedes 
and  is  probably  responsible  for  it.'  In  the  two  cases  without 
inflammatory  signs  there  were  structural  changes  in  the  tubes 
— torsion  in  one  case,  a  localized  fatty  deposit  in  the  wall  of 
the  other. 

Embryotomy. — After  reporting  six  cases  of  embryotomy  in 
his  own  practice,  W.  Latzko  (Monatschr.  fiir  Geh.  und  Gyn., 
Bd.  xiv.,  H.  6)  discusses  the  treatment  of  neglected  shoulder 
presentations.  If  the  neck  can  be  easily  reached  decapitation 
is  advisable,  otherwise  evisceration.  The  same  indication  ap- 
plies to  strongly  threatening  rupture  of  the  uterus  or  one  which 
has  already  occurred,  and  to  those  cases  in  which  strenuous 
efforts  to  perform  version  have  already  been  made.  In  such 
cases  he  prefers  evisceration  by  a  method  of  transverse  division 
of  the  thorax  which  he  describes  in  detail.  The  paper  includes 
a  long  bibliography. 

Dystocia  from  Hydatid  Cyst  of  the  Pelvis. — Bar  and  Dam- 
brin  {Bull,  de  la  Soc.  d'Ohst.  de  Paris,  No.  6)  report  an  interest- 
ing case  of  this  character.  After  labor  had  lasted  forty-eight 
hours  examination  revealed  the  presence  of  a  firm  tumor  which 
almost  completely  filled  the  pelvic  cavity  and  suggested  a 
hydatid  cyst.  This  was  verified  by  puncture  of  the  tumor  and 
examination  of  its  fluid.  At  this  tim.e  the  cyst  ruptured  and 
the  child  was  extracted.  Vaginal  examination  now  failed  to 
show  any  trace  of  the  tumor.  Immediately  after  delivery  the 
abdomen  was  opened,  a  number  of  hydatids  removed,  and  the 
sac  tamponed  with  gauze,  the  end  of  which  was  brought  out  of 
the  abdominal  wound.  Complete  recovery  followed.  The 
writers  finally  discuss  the  subject  of  treatment  of  hydatid  cysts 
of  the  pelvic  region  (1)  during  pregnancy.  At  this  time  surgi- 
cal interference  should  be  deferred  only  when  a  few  weeks' 
delay  will  materially  affect  the  child's  chance  of  life.  Vaginal 
incision  and  drainage  is  preferable  only  where  a  l^rdted  tumor 
is  easily  accessible  by  this  route;  as  a  rule  the  abdominal  is  to 
be  chosen,  especially  when  the  tumor  is  ill-defined  or  seems  to 
rise  above  the  superior  strait.  It  may  be  necessar>'  to  do  a 
Cesarean  section  at  the  same  time :  and  even  to  perfoi-m  supra- 
vaginal or  total  hysterectomy,  if  the  uterus  is  involved  by  the 
cysts.  (2)  During  labor,  when  scattered  cysts  invade  the  pelvic 
cavity  and  the  region  around  the  uterus  also.  Cesarean  section 
is  indicated,  but  this  is  preferably  performed  before  the  onset 
of  labor.  Whether  the  cysts  shall  be  removed  at  the  same  time 
is  a  matter  for  individual  judgment.  If  the  cyst  has  ruptured 
into  the  peritoneal  cavity,  but  the  pelvic  canal  is  still  obstructed, 
Cesarean  section  must  be  done  at  once;  if  labor  can  proceed, 
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laparatomy  for  removal  of  the  cysts  should  immediately  follo"\v 
delivery.  If  the  rupture  of  the  cyst  seems  to  have  taken  place 
into  the  cellular  tissue,  a  large  vaginal  incision  is  indicated. 
AVhen  the  intrapelvic  tumor  obstructs  labor  it  is  best  to  remove 
the  obstacle  by  free  incisions  and  delivery  followed  by  drain- 
age. Wliile  these  rapid  abdominal  and  vaginal  operations  are 
dangerous,  the  -writers  consider  them  preferable  ^o  blind  methods. 

Ectopic  Gestation. — J.  A.  C.  Kynoch  (Scot.  Med.  and  Surg. 
Jour.,  Feb.)  removed  the  left  tube  of  a  patient  for  an  ectopic 
gestation ;  nine  months  later  he  removed  the  other  tube  for  the 
same  condition.  In  discussing  the  advisability  of  removing  both 
tubes  in  every  case  of  ectopic  gestation,  he  states  that  the  unim- 
pregnated  tube  should  be  left,  unless  it  is  diseased. 

D.  C.  Bowen  (Am.  Pract.  and  Neivs,  Jan.)  reports  the  removal 
of  an  extrauterine  pregnancy  on  the  two  hundred  and  sixty- 
sixth  day.  The  fetus  had  been  dead  about  ten  days.  Kecovery 
uneventful. 

Anah^zing  thirteen  cases  which  he  reports.  E.  Yi guard  (Ann. 
de  Gyn.,  Nov.)  concludes  that  the  tubal  abnormality  causing  the 
ectopic  pregnancy  is  nearly  always  acquired.  ]\rild  puerperal 
infection  seems  to  be  the  leading  cause  in  contradistinction  to 
gonorrhea.  In  five  cases  the  tubal  lesions  were  unilateral;  in 
two,  bilateral.  It  would  appear  natural  to  attribute  an  im- 
portant bearing  upon  recurrence  of  ectopic  gestation  to  the 
inflammation  caused  by  the  first  attack,  thus  weakening  the 
hypothesis  of  bilateral  salpingitis  predisposing  to  bilateral  ex- 
trauterine pregnancy. 

Eduard  Ihm  (Zcifschr.  fiir  Geh.  vnd  Gyn..  Bd.  xh-i..  H.  2) 
uses  the  material  of  the  Konigsberger  Frauenklinik  for  three 
and  one-half  years  in  discussing  the  question  of  treatment.  Nine- 
teen cases  were  operated  upon  and  20  were  treated  expectantly. 
All  recovered,  but  the  operative  cases  were  all  able  to  work  within 
four  weeks,  while  the  others  were  incapacitated  for  months  at 
least.  Ihm  would  leave  the  decision  as  to  whether  the  treatment 
of  cases  with  hematocele  in  intelligent  working\vomen  should  be 
operative  or  not  to  their  own  judgment. 

Cesarean  Section  for  Placenta  Previa. — Hugo  Ehrenfest 
{Am.  Med.,  Jan.  11)  thinks  that  the  results  of  Cesarean  section 
at  large  are  wor.se  than  is  usually  stated.  In  contradistinction, 
the  results  obtained  by  the  usual  treatment  of  placenta  previa 
are  by  far  better  than  is  generally  believed.  There  is  every 
reason  to  expect  that  the  results  of  Cesarean  section  performed 
in  cases  of  placenta  previa  will  be  much  worse  than  those  of  the 
classic  operation.  If  Cesarean  section  as  a  means  of  treating 
placenta  pre\aa  is  contemplated.  Porro's  radical  operation,  with 
extirpation  of  the  uterus  according  to  the  indications  for  this 
operation,  may  have  to  be  performed  in  the  majority  of  cases. 
The  treatment  of  placenta  previa  by  means  of  Cesarean  section 
does  not  seem  to  hold  out  promise  of  considerably  augmenting 
the  number  of  children  saved. 
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Repeated  Cesarean  Section. — H.  R.  Spencer  (Jour.  Ohst.  and 
Gyn.  of  the  Br.  Empire,  Feb.)  reports  a  case  of  Cesarean  section 
performed  for  the  third  time  on  the  same  patient  under  local 
anesthesia.  The  child  was  delivered  alive.  Little  pain  was 
exf)erienced,  except  when  the  abdominal  incision  was  closed. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Instrumental  Perforation  of  the  Uterus. — In  the  February 
number  of  this  Journal,  page  306,  a  case  of  accidental  perfora- 
tion of  the  uterus  is  by  a  mistake  credited  to  Wilmer  Krusen 
(Amer.  Med.,  Dec.  14).  The  perforation  in  question  was  done 
by  another  physician  in  the  course  of  a  curettage,  the  first  warn- 
ing of  injury  being  the  appearance  of  omentum  at  the  external 
OS.  Dr.  Krusen  was  called,  opened  the  abdomen,  and  found  a 
tear  in  the  fundus  through  which  a  portion  of  omentum  had 
passed.  The  bruised  omentum  was  removed  and  the  tear  in  the 
uterus  closed.  Convalescence  was  uneventful.  The  case  is  one 
of  many  and  emphasizes  the  necessity  for  care,  asepsis,  and  spe- 
cial training  for  those  who  undertake  intrauterine  manipulations. 

The  uterus  may  be  accidentally  perforated  by  the  sound,  di- 
lator, bougie,  tent,  or  curette  in  the  hands  of  the  surgeon;  or  it 
may  occur  in  the  attempt  to  produce  abortion  by  many  other 
instruments  and  unusual  appliances  such  as  may  be  conveniently 
at  the  hands  of  the  abortionist.  Krusen  discusses  briefly  the  ac- 
cidental perforation  by  the  physician  during  operative  procedure. 
There  are  certain  conditions  of  the  organ  which  favor  such  injury 
and  render  it  more  liable  to  occur.  AVlien  the  body  of  the  uterus 
is  the  site  of  a  carcinoma,  the  organ  is  more  fragile,  and  the  effort 
to  obtain  material  for  microscopic  examination  may  prove  disas- 
trous. Atrophy,  anemia,  and  tuberculosis  are  the  usual  causes 
of  abnormal  fragility  of  the  uterus.  An  abnormal  condition  of 
the  uterine  muscle  may  be  attributed  to  frequently  recurring 
pregnancies  in  which  there  is  a  very  brief  time  between  successive 
labors.  xVny  attempt  to  explore  or  curette  the  uterus  imme- 
diately after  labor  or  abortion,  when  the  uterus  is  subinvoluted, 
must  be  made  with  unusual  care  because  of  the  softened  condition 
of  the  uterine  muscle.  A  failure  to  recognize  by  enn  t'ul  biman- 
ual examination  the  position  of  the  uterus  when  it  is  either 
acutely  anteflexed  or  retroflexed  may  lead  to  injury  because  the 
physician  fails  to  properly  direct  his  instrument,  and  a  perfora- 
tion may  occur  at  the  point  of  angulation.  The  point  of  the  in- 
strument making  pressure  upon  the  cervical  wall  near  the  flexure 
produces  rupture.  No  man  should  attempt  intrauterine  manipu- 
lation until  he  is  competent  to  diagnosticate  the  uterine  position 
and  the  presence  or  absence  of  disease  of  the  appendages.  IMuch 
harm  is  done  by  the  unwise  dilatation  and  eurettement  of  the 
uterus  in  cases  of  lateral  disease.  Proximity  to  the  menstrual 
period,  when  the  uterus  is  much  congested  and  softened,  may  con- 
tribute in  a  high  degree  to  the  possibility  of  uterine  injury. 

The  perforation  may  be  either  partial  or  complete :  partial 
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when  the  mucosa  and  niiiscular  coat  of  thp  uterus  are  involved 
without  injury  to  the  serous  covering ;  complete  when  the  instru- 
ment passes  through  the  three  coats  and  enters  the  peritoneal 
cavity.     The  injury  may  be  cervical  or  fundal. 
The  result  of  such  injury  may  be : 

1.  Infection.  If  unclean  instruments  have  been  passed  through 
an  unclean  canal  there  is  the  possibility  of  septic  material  being 
carried  directly  into  the  peritoneal  cavity. 

2.  Hemorrhage,  the  amount  of  blood  lost  depending  upon  the 
position  and  extent  of  the  injury  and  the  contractile  power  of  the 
uterus. 

3.  Visceral  injury  may  occur,  as,  when  the  intestine  or  omen- 
tum is  injured  by  the  instrument  or  drawn  into  the  uterine  or 
vaginal  canal. 

4.  There  is  the  danger  of  the  introduction  of  toxic  material 
into  the  peritoneal  cavity  when  ehemic  antiseptics  are  employed. 
Whenever  there  is  a  possibility  of  uterine  injury,  irrigation 
should  not  be  practised,  or  at  least  only  saline  solution  employed. 

5.  Pelvic  peritonitis  may  result.  However,  if  the  technique  of 
the  operator  has  been  good  there  is  little  danger  of  this  compli- 
cation. 

When  simple  perforation  of  the  uterus  has  occurred  under 
aseptic  conditions,  without  marked  symptoms  of  shock  or  visceral 
injury,  no  operative  interference  is  indicated.  In  all  cases  in 
which  there  is  visceral  complication,  celiotomy  should  be  imme- 
diately performed  and  the  injury  repaired. 

Primary  Carcinoma  of  the  Inverted  Vagina. — Georg  Fleck 
(Arcli.  f.  Gyn.,  Bd.  Ixiv..  li.  3)  reports  a  case  of  primary  car- 
cinoma of  the  completely  inverted  vagina  with  total  prolapse  of 
the  uterus,  which  is  of  interest  not  only  on  account  of  the  pri- 
mary occurrence  of  the  neoplasm,  but  because  of  the  prolapse 
and  inversion  taking  place  in  a  nullipara.  The  patient  was  43 
years  old  and  had  been  married  since  the  age  of  18. 

Facial  Paralysis. — Otto  Grove  {Cent.  f.  Gyn.,  No.  45)  reports 
a  case  of  facial  paralysis  following  delivery  of  a  face  presenta- 
tion and  due  to  pressure  against  an  exostosis  behind  the  sacrum. 
Recovery  within  twelve  days. 

Retrouterine  Hematocele. — On  account  of  its  unusual  eti- 
ology, A.  Gabriel  {Ardt.  fiir  Gyn.,  Bd.  Ixiv.,  H.  2)  describes  a 
case  of  retrouterine  hematocele  which  was  operated  upon  in  the 
expectation  of  discovering  a  ruptured  ectopic  gestation.  The 
hemorrhage  was  found  to  proceed  from  a  hole  in  one  ovary.  No 
evidence  that  this  had  resulted  from  ovarian  pregnancy  could  be 
found. 

Treatment  of  Inversion  of  the  Uterus. — Oui  {Ann.  de  Gyn., 
Oct.  and  Nov.)  divides  this  lesion  into  three  classes:  1.  Recent 
inversion  of  puerperal  origin  should  be  treated  by  central  taxis, 
under  ether  unless  the  reduction  is  attempted  immediately  after 
the  occurrence  of  the  accident.  This  is  to  be  followed  by  a  hot 
antiseptic  intrauterine  douche.     If  reduction  is  not  undertaken 
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until  the  period  of  involution,  he  advises  moderate  attempts  at 
lateral  taxis  under  chloroform  anesthesia ;  failing  in  this,  tam- 
ponade with  iodoform  gauze  or  application  of  the  elastic  pessary 
or  Champetier  de  Ribes'  bags.  If  this  does  not  succeed  he  ad- 
vocates palliative  treatment  until  involution  is  complete.  Lacta- 
tion is  to  be  encouraged  to  prevent  hemorrhage,  and  free  anti- 
septic irrigations  are  indicated  combined  with  tampons  of  iodo- 
form gauze.  If  septicemia  or  gangrene  of  the  uterus  is  present, 
vaginal  or  extravaginal  hysterectomy  is  necessary.  2.  Old  in- 
version of  puerperal  origin  demands  attempts  at  reinversion  by 
moderate  taxis  under  chloroform.  If  unsuccessful,  the  air  pes- 
sary, colpeurynter,  or  vag'inal  tampon  should  be  tried.  These 
failing,  colpohysterotomy,  preferably  anterior,  should  be  re- 
sorted to,  reserving  hysterectomy  until  this  too  is  ineffectual.  In 
cases  of  infection  or  gangrene  of  the  uterus,  or  of  recurring  in- 
version where  hysteropexy  would  be  unavailing,  vaginal  hysterec- 
tomy is  indicated.  3.  Polypoid  inversion  demands  removal  of  the 
'polyp  by  division  of  the  pedicle,  morcellation,  or  enucleation. 
This  may  be  followed  by  spontaneous  reinversion.  If  this  does 
not  occur  the  same  means  must  be  employed  as  in  the  preceding 
class  of  cases. 

Vaginal  Sarcoma. — H.  Macnaughton-Jones  {Lancet,  Feb.  15) 
reports  a  case  of  primary  vaginal  sarcoma  involving  only  the 
anterior  wall.  The  growth  was  connected  by  a  broad  base  more 
or  less  pedunculated.  The  growth  was  removed  and  the  results 
so  far  have  been  good.    The  growth  was  composed  of  spindle  cells. 

Ovarian  Extract  for  Symptoms  Following  Oophorec- 
tomy.— A  number  of  cases  of  bilateral  castration  followed  by 
symptoms  of  premature  menopause  have  been  studied  by  A. 
Flockemann  (Mihich.  med.  Woch.,  No.  48)  with  a  view  to  deter- 
mining the  value  of  ovarian  extract  for  combating  these  symp- 
toms. In  the  28  in  which  this  treatment  was  tried  there  were 
6  complete  successes,  13  showed  improvement  to  a  greater  or 
less  extent,  and  in  9  failure  was  recorded. 

Freund's  Operation  for  Cancer  of  the  Uterus. — H.  W. 
Freund  (Zeitschr.  fiir  Geh.  und  Gyn.,  Bd.  xlvi.,  H.  2)  limits 
the  indications  for  this  operation  to  cancer  of  the  uterus  alone 
or  extended  only  to  its  immediate  neighborhood.  If  the  involve- 
ment is  more  extensive  he  considers  a  palliative  vaginal  opera- 
tion preferable. 

Congenital  Absence  of  Uterus. — E.  Harlan  {Cin.  Lancet- 
Clinic,  Jan.  25)  describes  a  case  of  congenital  absence  of  the 
uterus  and  the  upper  two-thirds  of  the  vagina.  The  ovaries 
Avere  present,  embedded  in  the  broad  ligaments.  The  ovaries 
were  removed  by  abdominal  section. 

Ovarian  Transplantation. — William  R.  Nicholson  {Univ. 
Penn.  Med.  Bull.,  Jan),  in  summing  up  the  work  which  has  been 
reported  on  this  subject  up  to  the  present  time,  states  that  it  is 
possible  to  transplant  ovaries  either  homo-  or  heteroplastically, 
and  that  pregnancy  will  follow  in  a  small  proportion  of  cases; 
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that  there  is  without  doubt  au  influence  inherent  in  the  ovaries, 
beyond  the  mere  process  of  ovulation,  which  is  very  important 
for  the  development  of  the  genitalia  and  also  for  their  conser- 
vation. All  the  evidence  adduced  tends  to  strengthen  the  posi- 
tion, held  by  the  so-called  conservative  school,  that  the  whole 
ovary,  or  at  least  a  portion  of  it,  should  be  left  where  possible. 

DISEASES    OF    CHILDREN. 

Difficulties  in  the  Treatment  of  Infantile  Scorbutus. — E.  W. 

Saunders  {St.  Louis  Courier  of  Med.,  Dec,  1901)  says  that  a 
perusal  of  books  on  the  treatment  of  this  disease  gives  the  im- 
pression that  the  management  of  these  cases  is  simple  and 
satisfactory.  In  actual  practice,  however,  the  disease  is  so  com- 
monly complicated  with  other  affections  that  the  usual  therapeu- 
tic measures  cannot  be  employed  without  considerable  modifi- 
cation. The  etiology  of  this  disease  is  intimately  connected 
with  improper  feeding.  The  feeding  of  milk  which  has  been 
sterilized,  condensed  milk,  dried  patent  foods,  or  a  mixture  of 
one  of  these  foods  and  condensed  milk,  is  dangerous ;  the  ad- 
ministration of  fresh  foods  and  fruits  containing  citric  acid 
is  the  treatment  which  promptly  alleviates  the  condition.  Our 
efforts  may,  however,  be  frustrated  by  existing  complications, 
as:  1.  The  infant  has  complete  anorexia,  and  refuses  all  food. 
Here  forcible  feeding  must  be  resorted  to ;  the  prescribed  food 
must  be  given  in  small  quantities  with  a  spoon,  or,  better,  with 
a  dropper,  sometimes  introduced  by  the  stomach  pump.  2.  The 
infant  vomits  incessantly.  Fruit  juice  must  in  this  case  be 
given  by  the  rectum.  Three  or  four  ounces  of  starch  solution  or 
some  cereal  decoction,  to  which  are  added  several  tablespoonfuls 
of  orange  juice,  are  given  high  up  in  the  sigmoid  twice  a  day: 
the  irritability  of  the  stomach  must  be  quieted — egg-albumen 
water  is  the  best  food.  When  the  condition  of  the  stomach  has 
improved,  meat  juice,  whey,  and  cream  mixtures,  or,  better  still, 
human  milk,  should  be  given.  3.  The  infant  suffers  from  en- 
terocolitis. The  intestines  must  be  cleansed  by  rectal  irrigation ; 
if  the  stools  are  serous  they  must  be  controlled  by  the  use  of 
atropine  and  morphine.  Some  cereal  decoction  should  be  used 
as  the  base  of  the  foods,  and  to  this  some  albuminous  food  be 
added,  as  w^hite  of  egg,  whey,  human  milk,  or  meat  juice;  but 
to  all  must  be  added  fruit  juice.  Water  must  be  administered, 
and  to  all  water  a  little  lemon  juice  should  be  added.  Peach 
juice  is  an  agreeable  change,  and  grape  juice  is  an  excellent 
substitute  when  the  lemon  juice  is  refused. 

Diphtheria. — W.  J.  S.  Dodds  (Indiana  Med.  Jour.,  Dec, 
1901),  speaking  of  the  present  status  of  this  disease,  says  that 
it  is  one  of  the  few  diseases  that  are  practically  within  our  con- 
trol; that  the  diagnosis  can  be  positively  and  accurately  estab- 
lished in  every  case;  that  by  the  use  of  antitoxin  we  can  save 
86  per  cent  of  all  cases,  and  in  private  practice  even  a  much 
higher  per  cent  is  obtainable.     In  all  cases  the  antitoxin  should 


BRIEF    OF    CURRENT   LITERATURE.  605 

be  given  at  the  earliest  possible  moment,  and  should  be  given 
in  one  dose  suliicient  to  protect  the  case.  In  mild  cases  one 
is  safe  in  using  as  the  primary  injection  1,500  units,  and  this 
mAy  be  increased  or  repeated  as  symptoms  demand.  Most  ob- 
servers connected  with  hospitals  favor  the  use  of  large  doses  of 
antitoxin  because  better  results  are  obtained,  and  also  because 
the  cases  are  usually  neglected  for  several  days  before  admission 
is  applied  for.  There  can  be  no  harmful  effects  following  the 
use  of  the  agent.  The  unpleasant  symptoms  following  its  use 
can  be  attributed  to  the  horse  serum  alone.  Behring  has  pro- 
duced a  dry  form  of  the  antitoxin  which  is  entirely  free  from 
the  unpleasant  effects.  Antitoxin  cannot  restore  tissue  cells 
that  have  been  damaged  by  the  subtle  toxins  of  the  diphtheria 
bacillus.  Its  use  is  to  prevent  the  toxin  from  combining  with 
the  cellular  elements  to  their  destruction.  Biss  says  it  is  doubt- 
ful if  antitoxin  is  of  any  use  after  the  fifth  day,  unless  there 
is  evidence  of  further  production  of  toxin.  The  longer  the  dis- 
ease has  lasted  the  larger  sliould  be  the  dose  of  antitoxin.  If 
there  is  any  doubt  between  giving  8,000  units  or  12,000  units, 
give  the  larger  dose  and  be  on  the  safe  side.     - 

The  Hereditary  Effects  of  Alcohol. — J.  M.  French  (Medicine, 
Jan.,  1892)  says  that  the  fact  of  the  transmission  of  inebriety 
is  admitted  by  all  observers,  who  only  differ  as  to  its  comparative 
frequency.  It  may  be  of  three  varieties :  direct,  as  when  the 
craving  for,  and  special  susceptibility  to,  alcohol  are  transmitted 
from  one  generation  to  another,  the  form  remaining  substantially 
the  same ;  secondly,  indirect,  as  when  inebriety  in  the  parent  or 
some  remote  ancestor  results  in  debilitated  constitutions  and  de- 
generate conditions ;  thirdly,  complex,  as  in  cases  where  various, 
forms  of  degeneracy,  disease,  and  mental  and  nervous  imper- 
fections exist  in  several  generations  and  finally  result  in  inebriety 
in  a  succeeding  generation.  "In  fifteen  years'  constant  study  of 
these  cases,"  says  T.  D.  Crothers,  "I  have  never  seen  a  family 
of  moderate  drinkers  that  was  followed  by  robust,  healthy  chil- 
dren. I  have  seen  some  very  bright  children  from  such  parent- 
age, but  in  every  instance  they  died  out  early,  from  some  degen- 
eration Avhich  a  more  vigorous  race  would  have  overcome.  I 
believe  no  fact  can  be  substantiated  by  more  conclusive  evidence 
than  this.  The  children  of  moderate  or  excessive  users  of  spirits, 
are  always  wealvly,  and  of  more  unstable  brain  and  nervous 
system ;  more  liable  to  be  inebriates,  to  suffer  from  nervous  dis- 
eases, to  be  insane,  to  die  of  consumption,  to  be  defective  in 
every  way,  and  to  die  early. ' '  The  statistics  of  alcoholic  heredity 
gathered  by  Legrain,  of  Paris,  are  especially  interesting.  Out  of 
814  children  of  alcoholics  observed  by  him,  322,  or  40  per  cent, 
were  degenerates.  Seventeen  per  cent  of  these  were  epileptic 
or  hysterical.  By  adding  174  who  had  not  strength  to  survive, 
but  died  of  infantile  weakness  and  debility,  the  percentage  runs 
up  to  61.  Four  per  cent  showed  distinct  moral  impurity.  The 
number  of  children  who  became  alcoholic  is  not  given.     Thus  we 
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see  that  alcohol  is  the  greatest  cause  of  degeneracy,  both  mental 
and  physical.  AVhen  not  an  inebriate,  the  subject  is  likely  to  be 
diseased,  degenerate,  mentally  unstable  or  unbalanced,  fanatical, 
eccentric,  or  a  genius.  Inherited  inebriety  develops  rapidly,  at 
the  first  exciting  cause.  The  subject  cannot  be  a  moderate 
drinker.  He  is  either  a  total  abstainer  or  a  drunkard.  In- 
herited inebriety  is  difficult  to  cure,  and  when  apparently  cured 
the  subject  is  extremely  liable  to  relapse. 

Nasal  Discharges  of  Children. — F.  J.  Steward  (The  Clinical 
Journal,  Nov.  6,  1901)  divides  the  causes  of  nasal  discharges  into 
two  classes :  those  which  produce  a  bilateral  discharge,  and  those 
which  produce  a  unilateral  one.  We  have  under  the  first  head- 
ing: 1.  Simple  catarrh.  2.  Rhinitis  associated  with  adenoids. 
The  rhinitis  is  sometimes  the  only  symptom,  and  when  it  is  per- 
sistent an  examination  should  always  be  made.  3.  Congenital 
syi)hilis.  There  is  sometimes  an  acute  inflammatory  trouble,  and 
later  sloughing  of  the  mucous  membrane,  and  bone  infection  re- 
sulting in  the  formation  of  sequestra.  4.  Diphtheria.  These 
are  usually  very  bad  cases,  the  majority  of  them  being  fatal. 
But  there  are  other  cases  in  which  the  symptoms  are  extremely 
mild,  there  being,  in  fact,  no  symptoms  except  in  the  nose.  These 
cases  are  important,  because,  owing  to  the  fact  that  they  are  not 
really  ill,  the  patients  go  about  spreading  the  infection.  5.  In- 
fection at  birth,  presumably  from  some  infective  condition  of 
the  vagina.  It  is  much  more  common  to  get  blennorrhea  as 
a  result  of  infection  in  this  way,  but  there  is  no  doubt  that  infec- 
tion of  the  nasal  mucous  membrane  does  occur  as  well,  or  in 
some  cases  separately.  5.  Atropine  rhinitis  is  rare,  but  may 
occur,  especially  when  there  is  a  strong  family  history  of  the 
affection.  The  essential  point  in  the  treatment  is  to  keep  the 
mucous  membrane  as  free  as  possible  from  crusts  by  the  use  of 
sprays  or  douches  of  alkaline  lotion  to  which  is  added  a  small 
percentage  of  carbolic  acid.  7.  Tuhercidoiis  disease  of  the  nose 
in  children  is  rare,  but  cases  have  been  described.  It  may  give 
rise  to  large  tumors,  or  there  may  be  ulceration  and  destruction 
of  the  cartilaginous  septum.  8.  Malignant  disease  and  maggots 
in  the  nose  are  rare  in  England,  but  have  been  found  in  the  West 
Indies  and  in  South  and  Central  America.  The  vapor  of  chloro- 
form is  the  best  thing  to  kill  the  maggots,  which  can  then  be 
washed  out. 

As  to  unilaieral  discharges,  these  are:  1,  foreign  bodies;  2, 
nasal  diphtheria :  3,  sinus  disease,  including  the  antrum,  fron- 
tal sinus,  and  occasionally  the  ethmoid  cells ;  4,  tubercular  disease. 
The  method  of  removing  foreign  bodies  adopted  by  the  author 
is  the  following:  It  depends  upon  the  fact  that  the  anterior 
wall  of  the  nose  is  a  good  deal  in  front  of  the  floor,  where  the 
foreign  body  nearly  always  lies.  One  stands  behind  the  child, 
and  takes  a  probe  and  passes  it  toward  one  along  the  floor  of  the 
nose,  by  which  means  it  is  possible  to  displace  the  foreign  body 
upward.     Then,  by  using  the  anterior  bony  margin  of  the  floor 
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of  the  nose  as  the  fulcrum,  the  foreign  body  may  be  pushed  by 
the  probe  upward  and  forward.  The  foreign  body  is  now  sit- 
uated between  two  inclined  planes  which  diverge  downward  and 
are*  formed  by  the  probe  and  the  anterior  wall  of  the  nose,  and 
therefore  it  can  only  move  in  one  direction,  namely,  downward. 
Pressure  exerted  by  the  probe  causes  this  downward  movement, 
and  so  the  body  escapes.  In  this  way  he  has  removed  all  sorts 
of  things,  and  strong!}^  recommends  this  method  first,  because  it 
is  very  simple  and  very  efficient.  Stand  behind  the  child  and 
pass  the  director  straight  in  through  the  nostril  and  press  it 
against  the  upper  lip,  then  the  foreign  body  nearly  ahvays  falls 
out  on  to  the  floor. 

Ocular  Affections  of  Childhood  Associated  with  Impairment 
of  General  Nutrition. — S.  D.  Risley  {Penn.  Med.  Jour.,  Nov., 
1901)  reports  several  cases,  all  of  which  were  characterized  by 
the  same  group  of  important  and  interesting  conditions.  First, 
there  was  present,  in  each,  impaired  general  vitality  associated 
with  many  evidences  of  faulty  metabolism,  manifested  not  only 
by  abnormalities  in  the  urine,  but  by  a  group  of  interesting  gen- 
eral and  ocular  symptoms — headache,  general  malaise,  precarious 
appetite,  variable  temper.  Second,  accompanying  these  general 
symptoms  was  the  asthenopia^that  is  to  say,  fronto-occipital 
headache,  undue  sensitiveness  to  light,  inability  to  use  the  eyes 
with  comfort,  impaired  acuity  of  vision,  injected  lid  borders 
and  conjunctiva,  chronic  irritatiA^e  changes  in  the  fundus  oculi 
paissing  into  pathological  change  in  the  retina  and  choroid,  caus- 
ing impaired  nutrition  of  the  globe  and  a  distension  of  its  coats 
under  the  intraocular  tension,  as  shown  by  the  increasing  re- 
fraction. In  both  cases  reported  there  was  at  the  beginning  con- 
genital hypermetropic  astigmatism,  probably  in  the  absence  of 
this  congenital  anomaly  of  vision,  and,  given  the  existing  faulty 
metabolism,  the  pathological  ocular  conditions  would  not  have 
occurred;  but,  on  the  other  hand,  given  the  congenital  abnor- 
malities in  the  eyes,  the  pathological  states  which  caused  the  dis- 
tension of  the  balls  -would  have  been  less  liable  to  occur  in  the 
absence  of  the  impaired  metabolism.  Eye-strain  at  school,  \vith 
its  accompanying  headache  and  other  nervous  reflex  symptoms, 
probably  influenced  the  general  health  of  these  patients  to  a 
marked  extent.  Eye-strain  in  the  evening  preparation  of  les- 
sons sends  the  child  to  bed  nervous,  fagged,  and  with  burning 
eyes  and  tired  head,  leading  to  a  restless,  dreamful  night,  all  of 
which  reacts  harmfully  on  the  general  health. 

Osteomyelitis  in  the  Newly-born. — Elgart  (Wiener  med. 
WocJieiis.,  vol.  li.,  No.  49)  reports  a  case  beginning  in  the  second 
week  of  the  child 's  life.  The  mother  had  an  acute  attack  of  poly- 
arthritis beginning  with  a  chill,  and  the  infant  was  born  four 
weeks  later,  during  the  eighth  month  of  pregnancy.  Fever 
began  on  the  tenth  day,  eczema  on  the  sixth ;  then  both  legs  began 
to  swell.  In  the  left  leg  the  swelling  disappeared,  but  in  the 
right  it  increased  and  an  abscess  had  to  be  incised.    The  diagnosis 
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of  osteomyelitis  was  then  made.  In  the  third  month  a  sequestrum 
was  removed,  and  in  the  fourth  month  an  operation  was  per- 
formed for  the  removal  of  the  whole  upper  half  of  the  tibial 
diaphysis.  Recovery  was  uneventful.  At  the  age  of  15  months 
the  child  was  well,  but  the  affected  leg  was  three-fourths  of  a 
centimetre  shorter  than  the  other.  Among  112  cases  of  osteo- 
myelitis observed  during  the  past  twelve  years,  only  one  oc- 
curred in  an  infant  9  months  old ;  all  the  rest  were  between  3  and 
57  years  of  age.  It  was  not  possible  to  decide  whether  tho 
osteomyelitis  in  this  case  was  of  intrauterine  origin  as  the  result 
of  the  mother's  polyarthritis,  or  whether  it  was  caused  by  the 
pustular  eczema  which  appeared  on  the  sixth  day,  just  one  week 
before  the  bone  symptoms  developed. 

Rachitis,  Phosphorus  Treatment  of. — Leo  {Jalirhuch  fiir 
Kinderheilkimde,  vol.  liv.,  No.  5)  saw  two  fatal  cases  of  phos- 
phorus-poisoning in  rachitic  children  treated  with  phosphorus 
during  the  past  year.  One  case  took  cod-liver  oil  and  phosphorus 
for  fifteen  days,  receiving  in  all  0.015  of  the  latter.  The  other 
child  had  been  given  0.001  of  phosphorus  daily  for  almost  six 
months.  The  symptoms  which  preceded  death  were  icterus, 
apathy,  and,  in  one  case,  swelling  of  the  liver.  Autopsy  was  per- 
formed on  one  case,  and  showed  marked  fatty  change  in  the  heart, 
Iddneys,  and  liver,  so  that  the  pathological-anatomical  diagnosis 
of  phosphorus-poisoning  had  to  be  made.  Although  the  author 
had  been  an  advocate  of  the  phosphorus  treatment  of  rachitis, 
since  seeing  these  two  fatal  cases  he  considers  the  present  dosage 
to  be  no  longer  permissible.  He  recommends  that  the  treatment 
of  rachitis  be  begun  with  dietetic  regimen,  and  that  later  only 
very  small  doses  of  phosphorus,  at  the  most,  be  used. 

The  Relative  Importance  of  Disease  of  the  Heart  Muscle 
and  the  Heart  Valves. — Louis  Faugeres  Bishop  {Pediatrics, 
Dec.  15,  1901)  wishes  to  lay  stress  on  the  fact  that  cardiac  dis- 
ease is  a  good  deal  more  than  a  simple  mechanical  disturbance 
of  the  valvular  segments.  The  man  w^ho  in  these  days  would 
make  it  a  practice  to  give  digitalis  in  a  routine  way  to  every  case 
that  presented  a  murmur  would  indeed  be  a  poor  exponent  of  the 
modern  art  of  medicine.  Dilatation  is  capable  of  producing 
murmurs  as  marked  as  endocarditis;  Avhen  we  add  to  these  the 
so-called  hemic  murmurs  and  the  anonymous  murmurs  heard 
under  the  clavicle  and  various  other  places,  it  is  evident  that 
to  diagnose  a  cardiac  murmur  as  due  to  deformity  of  valve  seg- 
ment requires  not  only  careful  examination  and  investigation, 
but  prolonged  observation  as  well.  If  the  muscle  of  the  heart  is 
healthy  a  moderate  degree  of  leakage  need  not  cause  anxiety. 
Disease  of  the  valves  is,  of  course,  a  dangerous  and  irremediable 
condition,  but  what  strikes  terror  to  the  heart  of  the  student  of 
cardiac  pathology  is  the  existence  of  the  signs  of  a  failure  of 
the  heart  muscle.  This  failure  occurring  in  the  course  of  car- 
diac disease,  v/iih  or  without  valvular  losioiis,  is  far  more  grave 
than  the  development  or  existence  of  leakage  of  the  valves. 
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Merttens  found  in  the  particles  obtained  by  curetting  sixteen 
days  after  the  last  menstruation  a  few  sections  of  an  ovum  with 
the  enveloping  decidua.  He  describes  (1)  the  chorion  and  the 
villi;  on  the  latter  are  cell  groups,  and  between  then:  are  found 
spaces  constituting  the  intervillous  space;  (2)  the  s-pongiosa, 
containing  numerous  glands,  and  (3)  the  compacta,  a  pale  zone 
lying  between  1  and  2,  and  containing  large  pale  cells  between 
which  are  numerous  darkly-stained  nuclei. 

In  the  compacta  he  finds  large  cells  and  large  spaces.  Be- 
tween the  large  cells  syncytial  masses  are  irregularly  distributed. 
The  cell  spaces  are  round,  long,  or  irregular,  and  often  empty 
into  the  intervillous  space.  They  contain  blood  and  are  all  lined 
with  syncytial  masses,  Avhicli  at  some  points  are  very  thin,  and 
at  other  points  quite  tliick.  Where  these  spaces  empty  into  the 
^Continued  from  p.  382,  March  Journal. 
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intervillous  space  the  syncytial  masses  continue  into  the  syn- 
cytium of  the  villi.  Merttens  does  not  know  whether  these  spaces 
are  glands,  vessels,  or  lymph  spaces.  They  are  undoubtedly, 
however,  the  lacunce  of  Hubrecht  and  Peters. 

The  epithelia  of  the  glands  are  like  beaker  cells,  and  on  their 
free  tips  is  a  half-moon  of  glycogen.  The  glands  evidence  pa- 
pillary projections  (compare  Fig.  1).  Merttens  believes  that  the 
syncytium  results  through  a  change  of  the  surface  and  gland 
epithelium  ( ?).  In  his  Fig.  8  Merttens  represents,  in  the  upper 
portion,  the  epithelium  of  such  a  gland,  and  the  lower  half  repre- 
sents syncytial  masses.  He  believes  that  the  latter  results  from 
these  epithelial  cells,  which  lose  their  cylindrical  form  and  unite. 
From  his  description  and  his  drawings  it  is  neither  clear  nor 
probable  that  the  epithelium  goes  over  into  these  sj'ncytial  masses. 

Mesoderm. 


Fetal  capillaries. 

Trophoblast. 

Decidua. 

Hat.  capillary. 

Endothelium. 


Mat.  lacuna. Fibrin.   Intervillous  space. 

Fig.  9. — Schematic  representation  of  a  later  stage  of  placental  development 
than  Fig.  8.      (Peters.) 

Besides,  this  area  is  taken  from  decidua  particles  not  connected 
with  the  ovum,  and  at  no  point  can  he  find  the  epithelium  of  the 
glands  contributing  in  any  way  to  the  syncytium  of  the  chorion. 

On  the  contrary,  this  ovum  is  at  the  stage  ivhere  the  tropho- 
blast is  almost  consumed  by  the  growth  of  the  intervillous  space, 
and  the  cell  groups  at  the  end  of  the  villi,  which  Merttens  calls 
points  of  union  between  the  villi  and  the  decidua,  are  simply 
the  remains  of  the  trophoblast  (Fig.  9). 

In  the  fourth  week  op  uterine  gestation,  when  the  original 
trophoblast  capsule  is  consumed,  the  ovum  is  loosely  connected 
tvith  the  decidua  by  only  a  few  adherent  villi.  The  following 
remarks  concern  such  an  ovum,  covered  with  chorionic  villi, 
aborted  in  the  fourth  week.  Its  attachment  in  the  uterus  must 
have  been  exceedingly  loose,  for  the  numerous  and  countless  villi 
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connected  with  the  covering  of  the  ovum  carried  with  them  no 
deeidua  cells.  It  was  hardened  in  alcohol,  cut  in  series  sections, 
and  stained  with  hematoxylin  and  eosin.  Examination  showed 
a  'point  of  rupture  in  the  wall  through  which  the  fetus  had  been 
expeUed. 

The  important  points  with  regard  to  the  villi  are  as  follows: 
In  a  well-developed  villus  (Fig.  10)  we  find  a  connective- tissue 
centre  made  up  of  long,  thin,  and  branching  cells  situated  in  a 
basis  composed  of  a  finely  granular,  frothy,  and  often  red-stain- 
ing substance  like  that  found  in  the  fetal  sac.     On  this  eonnec- 


Strovia  and  nucleated 
red  Mood  cells. 


Layer  of 

Langhans. 

f^ 

K  ^m'    j^BS'^s 

j'"    *              'n**!''  v       Syncytium. 

.M 


Cell  group  or  pillar 
at  tip  of  villus. 


Fig.  10. — A  well-developed  villus  showing  cell  layer  of  Langhans  with  "cell 
group  or  pillar"  at  its  tip.  These  cell  groups  are  trophoblast  cells.  The  villus 
is  covered  with  syncytium  which  is  very  thin  over  the  "cell  grcap.' 

tive-tissue  centre  is  a  single  layer  of  large,  sharply  outlined 
mononuclear  cells  forming  a  continuous  covering  of  the  same. 
This  layer  frequenth'  forms  groups  at  the  tips  of  the  viUi 
(Fig.  10).  This  layer,  the  so-called  layer  of  Langhans,  is  com- 
posed of  large  round  or  polygonal  cells  with  a  pale,  almost  water- 
clear,  protoplasm  poor  in  granules.  The  nucleus  is  large,  round, 
and  homogeneous  and  generally  contains  one  nucleolus.  The 
layer  of  Langhans  is  separated  from  the  stroma  of  the  villus  by  a 
sharp  outline.  The  side  away  from  the  mesoderm  is  smooth  and 
covered  by  a  distinct  structureless  membrane.     The  outer  syncy- 
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tial  covering  is  a  thin  layer  of  protoplasm  containing  a  single 
row  of  dark  nuclei.  In  the  stroma  of  these  villi  may  be  seen 
round  spheroidal  trophoblast  cells,  and  their  change  into  nu- 
cleated red  hlood  cells  can  he  readily  observed. 

The  younger  villi  and  the  large  cell  groups  which  repre- 
sent the  early  formative  stages  of  villi  possess  the  same  structure 
and  cells  as  the  outgrowths  found  on  the  external  surface  of  the 
membrana  chorii  (Fig.  11).  We  find  villi  composed  entirely  of 
spheroidal  trophoblast  cells  surrounded  by  a  covering  of  syncy- 

Si/nci/tiuni. 
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Fig.  11. — An  outgrowth  on  the  membrana  chorii  containing  trophoblast  cells 
in  the  lower  portion,  and  showing  the  various  changes  to  distinct  Langhans 
cells  in  the  centre,  and  especially  to  syncytium  and  syncytial  masses  on  contact 
with  maternal  blood  in  the  periphery. 

tium.  The  gradual  transition  from  these  trophoblast  cells  into 
syncytium,  and  the  change  of  the  trophoblast  nuclei  into  the 
nuclei  of  the  syncytium,  can  be  distinctly  observed  (Figs.  11  and 
12) .  Other  villi  are  composed  of  trophoblast  cells  with  a  distinct 
protoplasmatic  body  (Fig.  12a).  The  trophoblast  nuclei  pre- 
serve their  pronounced  spheroidal  form.  The  syncytial  covering 
is  at  numerous  points  possessed  of  more  than  a  single  layer  of 
nuclei  and  sends  extensions  into  the  trophoblast  centre.  Other 
villi  composed  of  trophoblast  nuclei  possess  a  beginning  centre  of 
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mesoderm  (Fig.  13).  The  syncytial  covering  contains  vacuoles 
in  the  Avail  of  which  are  crescent  nuclei.  A  further  stage  is  rep- 
resented in  villi  whose  mesodermal  stroma  contains  but  few 
trophoblast  nuclei  and  where  the  syncytium,  thin  as  endothelium, 
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Fig.  12. — Villus    composed    of    trophoblast    cells    showing    transitions    to    the 
syncytial  covering  and  to  syncytial  groups  on  the  left. 

rests  on  no  layer  of  Langhans  (Fig.  14).  In  numerous  villi,  at 
one  end  is  found  the  typical  structure  of  a  complete  villus,  the 
syncytial  covering  evidencing  sprouts  of  a  polynuclear  char- 
acter (Fig.  15).  The  other  end  of  the  villus  is  of  a  younger 
stage.     The  syncytium  is  there  at  the  period  characterized  by  the 
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Fig.  12o. — Villus    composed    of    trophoblast    cells    with    distinct    large    proto 
plasm. 

frothy,  finely  granular  character  of  the  protoplasm,  while  the 
nuclei  are  irregular  in  form  and  do  not  stain  deeply  (Fig.  15). 
Here,  too,  the  change  of  trophoblast  nuclei  into  syncytial  ele- 
ments is  evident.     In  the  cell  groups  (Fig.  16)  we  observe  a  eov- 


614  BANDLEB:   ECTOPIC    GESTATION. 

ering  of  syncytium  whicli  at  numerous  points  extends  into  the 
substance  of  the  cell  group,  forming  protoplasmatic  masses  of  a 
thin  endothelial  character  or  of  a  polynuclear  nature,  and  which 
divide  the  cell  groups  into  irregular  fields  (Fig.  17)  wherein 
may  be  recognized  the  various  early  stages  of  subsequent  villi 
(Fig.  18).     This  invasion  of  syncytial  cells  is  not  alone  an  active 
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Fig.  13. — Villus  with  beginning  centre  of  mesoderm.     The  syncytial  covering 
contains  vacuoles  and  crescent-shaped  nuclei. 


growth,  but  is  due  to  the  infiltration  of  a  cell  group  by  blood, 
which  transforms  the  cells  with  which  it  comes  into  contact  into 
syncytium.  Here  most  distinctly  can  the  gradual  transition 
from  trophoblast  to  syncytium  be  observed.  The  large,  poly- 
nuclear groups  and  knobs  of  syncytium,  the  so-called  giant  cells, 
are  found  at  all  points  in  the  intervillous  space.     The  nuclei 


Fig.  14. — Older  villus  with  thin  syncytium  and  no  layer  of  Langhans. 


are  round,  flat,  and  crescent  shape.  They  are  very  frequently 
attached  to  the  villi  by  larger  or  thinner  pedicles.  They  are  fre- 
quently found  at  the  tips  of  the  villi,  where  they  represent  the 
change  of  the  small  so-called  cell  groups,  or  pillars,  to  syncytium. 
The  villi  are,  then,  in  their  various  stages  simply  reproductions 
of  what  is  found  in  the  memhrana  chorii. 
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THE  FURTHER  DEVELOPMENT  OF  THE  UTERINE  PLACENTA. 

Just  as  during  the  early  weeks  the  trophoblast  invades  the  tro- 
phospongia  or  decidua,  so  after  the  formation  of  villi  is  the  fur- 
th'er  course  of  the  ectodermal  trophohlast  and  syncytial  cells  of  a 
destructive  character,  so  far  as  the  decidua  is  concerned.  Fig. 
19  pres.ents  a  fetal  sac  in  situ  in  the  sixth  or  seventh  week  of 
uterine  gestation.  The  specimen  from  which  the  drawing  was 
constructed  was  unfortunately  distorted,  yet  the  important  rela- 
tions are  very  clear. 

The  capsularis,  to  which  villi  are  attached,  is  composed  of 
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Fig.  15. — Villus    showing    an    older    stage    in    tlie    left    half    and    a    younger 
stage  in  the  right  half. 

darkly-staining  trophoblast  cells,  between  which  a^id  through 
which  are  blood  spaces  and  blood  extravasations.  Opposite  it, 
but  not  yet  in  contact,  is  the  decidua  vera,  flattened  by  pressure 
of  the  growing  sac,  and  composed  of  pure  decidua  divided  into  a 
superficial  layer,  the  compacta,  and  a  deeper  layer  of  flattened 
glands,  the  spongiosa.  Where  the  decidua  vera  is  not  com- 
pressed, as  at  the  areas  where  decidua  vera,  reflexa,  and  serotina 
join  (Fig.  19),  the  decidua  retains  in  its  deeper  layer  the  typical 
character  of  the  spongiosa,  evidencing  numerous  glands  of  all 
sizes  and  lined  by  preserved  epithelium  of  a  "syncytial"  chai'- 
acter  (Fig.  19). 


616  BANDLER:    ECTOPIC   GESTATION. 

The  deeidua  serotina  evidences  in  the  deeper  layers  few  flat- 
tened glands.  The  superficial  layers  are  greatly  changed. 
Where  the  villi  come  in  contact  with  deeidua  the  syncytium 
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Fig.  16. — Cell   group  with  syncytial   elements   invading   it  at  various   points. 

disappears  and  tlie  cell  groups  enter  the  maternal  tissue  and 
mingle  with  it  (Fig.  21).  This  process  is  carried  on,  then,  by  all 
the  attached  villi  also,  so  that  the  resulting  "deeidua"  is  of  the 
same  character  as  the  cell  groups.    This  resulting  tissue  resembles 
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Pig.  17. — A    further    stage    of    Fig.     16.     Cell    group    divided    by    syncytial 
elements,  with  the  formation  of  fields  which  represent  future  villi. 


the  deeidua,  but  its  nuclei  take  a  deeper  stain  and  it  evidences  no 
small-celled  infiltration.  In  it  are  found  cells  composed  of  a 
structureless  mass  enclosing  one  or  more  cell  nuclei  or  groups  of 
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nuclei.  Tliey  resemble  syncytium  and  are  simply  changed  fetal 
cells.  "Without  the  aid  of  these  syncytial  cells,  which  infiltrate 
the  maternal  tissue  very  thoroughly  and  in  all  directions  and 
quite  deeply,  it  is  difficult,  with  the  exception  of  the  darker 
staining,  to  mention  characteristics  which  to  the  beginner  would 
differentiate  fetal  cells  from  the  decidua.     It  is  this  fact  which 


•  'e 


r,  ». 


■/f  -      ft* 


•*-.-.. 


*  'fiy^-^ 


^> 


-v^ 


,    .    O 


X*J^* 


Tr. 


T.   8. 


Fig.  is. — A  further  stage  of  Fig.  17.  Cell  group  divided  into  syncytial 
masses  and  villi.  V„,  villus  in  whose  stroma  are  nucleated  red  Mood  cells; 
S,  a  syncytial  mass  ;  T,  syncytial  nuclei  resulting  from  changes  in  the  tropho- 
blast  cells;  Tr.,  trophoblast  cells  with  beginning  change  to  sjncytial  nuclei; 
y^,  villus  with  whose  syncytial  covering  numerous  bridges  of  syncytium  are 
connected. 


has  made  the  various  questions  depending  on  this  differentiation 
difficult  of  solution. 

The  boundary  between  fetal  and  decidua  cells  shows  degenera- 
tive changes;  the  superficial  glands  are  pushed  aside  and  de- 
stroyed, while  the  deeper  glands  grow,  their  epithelium  swells, 
unites  and  forms  so-called  syncytial  changes.  These  masses  fall 
off  and  finally  degenerate.  The  fetal  cells  at  all  periods  infiltrate 
the  decidua  and  bring  it  to  destruction.     The  advancing  ecto- 
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dermal  and  syncytial  cells  have  an  erosive  action  on  the  vessels 
which  prepares  them  and  the  capillaries  for  bursting.  In  this 
way  new  lacuna3  and  areas  of  degeneration  result,  and  the  blood 
from  these  open  vessels  changes  the  fetal  cells  to  syncytium  and 
to  villi  and  constantly  increases  the  extent  of  the  intervillous 
space. 

The  cell  groups  of  the  villi  diminish  and  disappear.  The  villi 
increase  in  number  and  are  closely  grouped.  Their  stroma  con- 
sists of  star-shaped  cells,  between  which  are  cells  resembling 


Decid.  vera  y. 


D.  vera,  compressed. 


D.  reflcxa  or 

capsularis. 

Dccid.  vera  x 


Junction  of  D.  vera, 
serotina  and  reflexa 


Scrotinal  area 


Dccid.  vera. 


Fig.  19. — Uterus  and  fetal  sac  in  situ — 17  weeks — two-tbirds  the  size  of  the 
specimen  when  mounted,  and  one-half  the  size  of  the  specimen  before  hardening. 
y,  decidua  vera  with  numerous  glands,  i.e.,  well-marked  spongiosa ;  x,  decidua 
vera  with  compacta  compressed  through  pressure  of  the  sac,  and  evidencing  few 
flattened  glands  in  the  spongiosa. 


those  of  Langhans.  The  rest  of  the  stroma  is  filled  out  with 
numerous  capillaries,  and  finally  the  syncytium  is  reduced  to  a 
thin  substance  containing  nuclei. 

The  invading  trophohlast  and  syncytial  cells  have  a  decided 
poiver  of  wandering.  These  wandering  cells  are  often  found 
singly,  entering  betAveen  the  muscle  and  the  connective-tissue 
bundles,  in  the  lymph  spaces  and  often  in  the  blood  vessels. 
Through  pressure  they  are  often  reduced  to  thin,  long,  spindle- 
shaped  forms,  and,  when  found,  the  muscle  fibres  between  appear 
to  be  changed  forms  of  the  latter.  In  the  earlier  periods,  round 
or  polyhedral  cells  with  very  large,  round  or  irregular,  long. 
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darkly-staining  nuclei  are  found  and  have  been  generally  mis- 
taken for  decidua  cells.  Their  nuclei  are  often  very  large  and  on 
degeneration  contain  vacuoles. 

In  the  following  specimen  (Figs.  23,  24)  is  seen  a  section 
through  a  placenta  and  the  uterine  wall  at  full  term.  The  villi 
are  very  closely  grouped.  The  uterine  wall  evidences  large 
sinuses  and  is  thoroughly  infiltrated  with  fetal  cells  and  many 


Compacta. 


Glands. 


Muscularis. 


Fig.  20. — High-power  drawing  of  decidua  vera   (compressed)    of  Fig.   19. 

giant  syncytial  masses  of  the  same  character  as  the  syncytial  cov- 
ering of  the  villi.  In  the  drawing  may  be  seen  four  extensions 
between  the  uterine  wall  and  the  main  mass  of  the  placenta.  Be- 
tween the  extensions  loose  and  attached  villi,  as  well  as  free  syn- 
cytial masses,  are  present.  The  two  middle  extensions  belong  to 
the  uterine  wall,  but  they  are  thoroughly  infiltrated  with  fetal 
cells.  On  their  sides  and  at  their  tips  villi  are  attached,  sending 
at  these  points  their  cells  in  the  uterine  Avail. 
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The  two  outer  extensions  are  the  so-called  adherent  villi  firmly 


Dark  fetal 
cells  invadiv 
materno 
tisstie. 


Fig.  21. — Cell  groups  of  villi  entering  maternal  tissue.     Taken  from  the  sero- 
tinal  or  placental  area  of  Fig.  19. 

embedded  in  the  uterine  wall,  and  their  tips  are  outlined  by  more 


Syncytium. 


Dark  syncpti 
cells 


,    Wp^,         >'^.j?Sf^(?,*«J»>*»ASj/nci/tiaZ  cells. 


Fig.  22.-— Dark  syncytial  cells  infiltrating  decidua  serotina  of  Fig.  19. 


closely  grouped  and  more  darkly  stained  ectodermal  cells.     It  is 
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from  points  like  these  that  the  ectodermal  cells  and  the  giant 


Oc 


*  uterine  wall. 


Decidua. 


Placenta. 


Fig.  23. — Low-power  drawing  of  uterus  aud   placenta  at  full  term,   showing 
the  uneven  attachment  of  the  placenta,  two- thirds  of  actual  thickness. 

cells  invade  most  deeply  the  uterine  wall,  as  may  be  seen  in  Fig. 


■  ^■,  '"  ^■--..  •,;/'•■■-■  •■:.;^H     y^hr    ^<v      f '^' 


u.w. 


u.w. 


Adherent 
villus. 


Fig.  24.— litero-placental  junction  at  full  term.  .Sf  and  the  other  spaces  are 
maternal  vessels.  Villi  are  projecting  into  maternal  sinuses.  U.W.,  uterine 
wall  infiltrated  with  fetal  cells,  especially  with  the  very  dark  giant  syncytial 
masses.  Of  the  four  septa  between  the  villi,  the  two  outer  are  "adherent  villi," 
the  two  inner  are  decidual  septa. 

24.     The  spaces  between  these  extensions  represent  the  mouths 
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of  the  maternal  sinuses  which  send  their  blood  into  the  inter- 
villous space. 

In  the  ease  of  normal  uterine  gestation  villi  do  not  project  into 
the  arterial  openings  of  the  intervillous  space.  They  do,  how- 
ever, project  normally  not  only  at  the  border  sinuses,  but  at  all 


Fetal  syncytial 
giant  masses. 


M-x- 


'/'■■ff^' 


Group  of  villi  in 
a  vein. 


Mat.  vein. 


Mat.  vein. 

Fetal  cells  brealcinf, 

through  tissue 
hettceen  two  veins. 


Villus  in  a  vein. 


Fig.  25. — High-power  drawing  of  an  area  in  Fig.  24,  sliowing  the  invasion  of 
maternal  tissue  by  fetal  cells  even  at  full  term,  and  also  the  entrance  of  villi 
into  the  uterine  veins  through  the  blood  current. 

the  serotinal  points  into  the  veins  alone.  The  villi  are  of  normal 
structure  and  often  so  numerous  that  they  occlude  the  vein 
limiina.  They  are  frequently  very  long  and  follow  the  course 
of  the  veins  for  a  considerable  distance,  so  that  in  the  uterus  villi 


Fig.  26. — High-power  drawing  of  placental  villi  of  Fig.  24,  showing  the  free 
syncytial  masses  and  the  chorionic  syncytium  to  be  identical  with  the  syncytial 
giant  masses  of  Fig.  25. 


may  be  found  in  direct  contact  with  the  uterine  muscle  or,  better, 
in  the  veins  of  the  uterine  muscle  (Fig.  25). 

From  the  very  earliest  period  of  trophoblastic  development 
trophoblast  cells  may  be  carried  into  the  maternal  circulation 
through  the  blood  lacunge  and  the  blood  capillaries.  In  the  latter 
stages  the  trophoblast  cells  invading  the  decidua,  eroding  the 
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vessels,  and  destroying  the  decidua  furnish  still  further  op- 
portunities for  the  entrance  of  fetal  cells  into  the  maternal  cir- 
culation. When  the  intervillous  space  is  well  defined  and  is 
liipited  in  its  entire  circumference  by  the  point  of  union  of  the 
decidua  vera  and  the  capsularis  (decidua  reflexa),  a  still  further 
opportunity  is  furnished  to  syncytial  masses,  cell  groups,  and 
even  villi  to  be  carried  through  the  veins  into  the  maternal  cir- 
culation. In  the  still  later  periods  and  at  full  term,  villi  pro- 
jecting into  the  maternal  veins  may  be  carried  off,  and  the  fetal 
cells  which  have  invaded  the  decidua  and  the  uterine  wall,  and 
which  even  up  to  the  last  days  of  gestation  continue  to  enter  the 
maternal  vessels,  may  readily  enter  the  maternal  blood  current. 
In  eclampsia  such  elements  have  so  frequently  been  found  in  the 
circulation,  and  especially  in  the  lungs,  that  they  have  been 
considered  the  cause  of  this  affection.  They  have,  however,  been 
proved  to  be  rather  the  result  than  the  cause,  for  Schmorl  and 
others  have  found  them  in  these  locations  in  perfectly  normal 
cases. 

The  important  fact  remains  that  from  the  very  earliest  mo- 
ment, not  only  in  the  primary  intervillous  space  hut  in  the  fully- 
formed  intervillous  space,  as  well  as  through  the  vessels  of  the 
uterine  decidua  and  wall,  fetal  cells  are  continually  entering  the 
hlood  of  the  mother. 

(To  he  continued.) 
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mother  and  child  living. — On  June  30,  1899,  I  was  called  to  see 
Mrs.  B.,  a3t.  23 ;  American ;  blonde ;  tall,  well  proportioned ; 
rather  pale;  intelligent  and  well  educated;  married  fifteen 
months.  She  ceased  to  menstruate  March  25,  1899,  and  was  sup- 
posed and  proved  to  be  pregnant  nearly  four  months  at  the  time 
of  my  first  visit. 

During  the  week  commencing  April  17,  twenty-three  days 
after  last  menstruation,  she  felt  extreme  lassitude  and  general 
indisposition.     Spent  most  of  her  time  lying  down. 

April  22  (twenty-eight  days  after  menstruation)  she  was  sud- 
denly taken  ill  at  noon  with  fever,  violent  headache,  cramps  in 
the  knees,  severe  pains  in  the  bowels,  excessive  nausea,  vomiting 
and  dysenteric  evacuations  at  intervals  of  an  hour.  She  was 
obliged  to  remain  in  bed  three  weeks ;  both  nausea  and  vomiting 
were  very  bad  all  of  this  time.  Her  physician's  diagnosis  was 
catarrhal  dysentery. 

]\Iay  21  to  28,  inclusive  (two  months  after  last  menstruation), 
she  was  able  to  be  up  and  around,  though  vomiting  continued 
and  was  especially  bad  in  the  morning,  evening,  and  during 
night.  Pain  in  bowels  also  continued  paroxysmally,  and  accu- 
mulation of  gas  within  them  caused  extreme  suffering. 

May  29,  8 :00  a.m.  :  Sudden,  violent,  lancinating  pain  in  the 
right  inguinal  region,  accompanied  by  unusually  severe  attacks 
of  vomiting,  for  which  morphia  was  used  hypodermatically  and 
laudanum  with  olive  oil  per  rectum.  Extreme  pallor.  The  pain 
was  attributed  to  the  passing  of  a  stone  from  the  kidney.  At 
7  :00  P.M.  there  was  another  attack  of  pain  of  the  same  character 
and  severity.  Catheter  had  to  be  used  to  relieve  distended  blad- 
der. At  9  :00  P.M.,  pains  growing  worse,  the  rectal  injections 
of  laudanum  were  increased  in  quantity  and  frequency.  Dur- 
ing that  night  she  vomited  every  hour.  The  stomach  refused  to 
retain  anything.  A  thorough  physical  examination,  made  at 
this  time  by  her  physician,  revealed  nothing  except  a  painful, 
pregnant  uterus.  Nourishment  consisted  of  egg  enemata  and 
rectal  injections  of  normal  saline  solutions. 

May  30,  2 :00  p.m.  :  Another  very  severe  attack  of  extreme  pain 
lasting  almost  two  hours.  Great  pallor.  Treatment:  Lauda- 
num enemata  and  olive  oil  as  before. 

May  31:  Somewhat  better.  Partook  of  some  ice  and  light 
nourishment.  Pain  in  the  right  side  still  present  and  quite 
severe  during  micturition.     Result  of  a  careful  disrital  exam- 
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ination  again  negative  so  far  as  a  tumor  or  ectopic  gestation  was 
concerned.  Neither  was  felt  or  suspected.  Patient  was  con- 
fined to  her  bed  for  three  weeks.  She  improved  slowly,  though 
pain  remained  in  the  right  side  and  became  exaggerated  when 
she  attempted  to  be  upon  her  feet.  ■ 

June  14:  Another  very  careful  investigation  of  the  case  was 
made  by  her  physician,  but  nothing  more  than  a  tender,  preg- 
nant uterus  could  be  determined. 

June  21 :  Patient  had  so  much  improved,  though  there  was 
still  pain  in  the  right  inguinal  region,  that  she  ventured  "down- 
town." On  her  return  the  pain  became  very  bad  and  kept  her 
awake  all  night.  Her  physician  having  gone  to  Europe,  she 
simply  remained  at  home  and  kept  quiet  from  that  time  till 

June  26  (three  months  after  last  menstruation)  :  Pains  grad- 
ually increasing  and  paroxysmal.  Especially  severe  immedi- 
ately after  rising  in  the  morning. 

June  30  the  writer  was  called  to  see  the  patient  while  at  the 
house  of  one  of  her  friends.  She  was  sitting  in  a  chair  and  gave 
the  history  of  her  illness  and  description  of  her  suffering  in  a 
concise,  clear,  and  consistent  manner.  There  was  no  attempt  at 
exaggeration.  Her  general  appearance  and  expression  of  face 
bore  testimony  of  the  truth  of  her  story.  She  knew  herself  to 
be  pregnant  and  appeared  to  realize  that  her  case  was  an  un- 
usual one  from  the  beginning,  and  therefore  had  made  careful 
notes  of  all  the  symptoms  as  they  had  manifested  themselves  and 
of  the  treatment  received.  The  above  is  a  brief  outline  of  the 
same. 

Physical  examination,  made  in  the  recumbent  posture  with 
all  her  clothes  (except  a  nightgown)  removed,  legs  flexed,  and 
thighs  extended,  revealed  great  tenderness  and  marked  resist- 
ance in  the  right  inguinal  region.  Bimanual  examination  readily 
proved  the  existence  of  pregnancy  by  the  presence  of  softening 
and  thickening  of  the  vaginal  mucous  membrane,  the  vaginal 
pulse,  and  enlarged,  semi-fluctuant  uterus.  The  latter  was 
partly  pushed  toward  the  left  by  a  firm  and  tender  mass,  the 
size  of  a  large  hen's  egg,  apparently  within  the  right  broad  liga- 
ment. The  nature  of  the  tumor  was  not  clear.  An  inflamed 
ovarian  dermoid  was  suspected. 

Patient  was  made  acquainted  with  my  view  of  her  case,  and  an 
immediate  extirpation  of  the  "growth"  was  advised  as  the  best 
treatment,  notwithstanding  (if  not  because  of)  the  existing  preg- 
40 
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nancy.     Patient  and  husband  were  satisfied.     Friends  suggested 
counsel,  which  was  accepted. 

July  3 :  At  11 :00  A.M.  patient  had  another  very  violent  attack 
of  pain.  Dr.  G.  M.  Allen  was  then  called  in  consultation.  He 
confirmed  my  diagnosis  and  urged  removal  of  the  tumor.  There 
was  another,  but  much  more  prolonged,  seizure  of  pain  at  5 :00 

P.M. 

July  4 :  At  10 :00  A.M.  she  experienced  the  worst  attack  of  pain 
she  had  ever  had.  There  was  no  relief  for  two  hours.  The  fol- 
lowing day  she  was  taken  to  the  German  Hospital. 

Oljeration.— July  7  (fifteen  weeks  after  the  last  day  of  the  last 
menstruation),  at  8:00  a.m.,  celiotomy  was  performed,  under 
the  usual  aseptic  precautions,  with  the  aid  of  my  regular  as- 
sistant, Dr.  Buschman,  the  internes,  and  the  presence  of  Dr.  G. 
M.  Allen,  the  consultant.  Chloroform  anesthesia.  Trendelen- 
burg position. 

The  incision  was  made  directly  in  the  median  line  and  ex- 
tended from  the  symphysis  to  the  umbilicus.  Separating  the  ad- 
hesions between  the  mass,  uterus,  omentum,  and  anterior  ab- 
dominal wall,  the  fundus  was  found  about  one  and  one-half 
inches  above  the  symphysis.  As  soon  as  the  wound  separated 
blood  coagula  were  seen  underneath  the  adherent  omentum, 
which  was  so  firmly  bound  down  between  the  uterus,  the  tumor, 
and  the  lower  anterior  abdominal  wall  that  I  was  obliged  to 
amputate  quite  a  portion  of  it  before  it  was  possible  to  get  at 
the  tumor  itself.  As  soon  as  the  blood  was  discovered  in  the 
peritoneal  cavity  the  possibility  of  ruptured  ectopic  gestation 
suggested  itself.  Before  the  operation,  I  am  free  to  confess,  it 
was  the  last  thing  expected.  After  clamping  and  cutting  away 
the  lower  portion  of  the  omentum,  the  coagula  were  turned  out 
and  the  tumor,  with  the  adhering  portion  of  the  omentum,  was 
promptly  separated  from  the  uterus  behind  and  the  abdominal 
wall  in  front.  Its  pedicle  was  then  plainly  seen  to  be  the  right 
broad  ligament  and  the  Fallopian  tube.  There  was  no  special 
trouble  in  tying  the  pedicle  close  to  the  uterus.  The  oozing 
from  the  surfaces,  both  upon  the  uterus  and  abdominal  wall,  was 
promptly  arrested  by  pressure  made  with  aseptic  gauze  pads. 
Catgut,  sterilized  with  ether  and  kept  in  alcohol  according  to 
Mann,  of  Buffalo,  was  used  for  ligatures  and  sutures.  Duration 
of  operation,  thirty-five  minutes.  Recovery  prompt  and  un- 
eventful. The  patient  left  the  hospital  twenty-nine  days  after 
the  operation. 
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The  following  is  the  report  of  a  microscopic  examination  of 
the  tumor  made  by  my  friend  Dr.  J.  E.  Greiwe : 

' '  The  tumor  mass  ( Fig.  1 )  is  found  to  be  situated  in  the  folds 
of  'the  right  broad  ligament.  The  peritoneal  surface  is  intact. 
It  is  somewhat  oval  in  shape  and  approaches  a  hen's  egg  in  size. 
It  is  a  solid,  firm  mass,  whose  surface,  anteriorly  as  well  as  pos- 
teriorly, is  slightly  irregular  and  nodular. 

"Fig.  2  represents  the  cut  surface  of  the  tumor,  from  which 
a  number  of  small  sections  have  been  removed  for  microscopic 
examination.     On  making  this  incision  into  the  tumor  mass,  a 


Fig.  1. — Front  view  of  tumor.     A.  A,  A,  ectopic  gestation  sac;   B,   P>,   broad 
ligament ;  O,  O,  O,  adherent  omentum. 


smaU,  pea-shaped  body,  which  was  but  slightly  attached  to  the 
surface  of  the  cavity  in  the  central  part  of  the  tumor,  became 
detached.  This  cavity  is  lined  with  a  delicate,  smooth,  easily 
detached,  gli.stening  membrane.  At  a  point  corresponding  to  A 
in  the  illustration  it  will  be  seen  that  the  surface  is  very  ir- 
regular and  nodular  in  outline. 

"On  both  sides  of  the  section  can  be  seen  a  large  dark  area 
Avith  a  well-defined  margin.  One  has  no  difficulty  in  establishing 
this  dark  mass  to  be  a  decidedly  firm  blood  clot.  A  point  of 
interest  to  be  noticed  here  is  that  one  border  of  the  blood  clot 
lies  in  direct  contact  with  the  membrane  lining  the  cavitv  above 
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mentioned ;  and  not  only  does  it  lie  in  contact  with  it,  but  it 
causes  a  slight  bulging  inward  of  the  wall  of  this  cavity.  Fig.  2 
shows  the  size  of  the  cavity,  the  dimensions  of  the  blood  clot,  and 
the  relative  position  of  these  parts. 

"Fig.  3  is  an  illustration  of  the  first  section,  made  from  a 
part  of  the  cavity  corresponding  to  point  marked  A,  Fig.  2,  a 
part  described  as  being  irregular  and  slightly  nodular  in  out- 
line, differing  from  the  rest  of  the  cavity  lining,  which  is  smooth 
and  glistening.  No  more  fortunate  section  could  have  been 
made,  since  it  demonstrated  what  seems  to  be  one  of  the  earliest 
evidences  of  placental  development,  giving  a  clear  picture  of  the 


Fig.  2. — O,    O,    omentum  ;    B.    B,   gestation   cavity ;    A,   A,   space   from   which 
microscopic  sections  were  made. 


close  relation  of  maternal  and  fetal  structures  in  the  formation 
of  villi.  We  have  here  one  of  the  earliest  stages  of  develop- 
ment, for  we  see  in  this  section  a  row  of  straight  villi  before 
they  have  become  branched  and  anchored  firmly  in  the  maternal 
structures.  The  illustration  shows  eleven  such  villi  making  their 
way  into  the  deeidua. 

"By  examining  with  the  higher  powers  of  the  microscope  the 
structure  of  each  villus  can  easily  be  determined.  A  small,  deli- 
cate blood  vessel  can  be  seen  entering  at  the  base,  passing  to  the 
tip  of  the  villus,  then  forming  the  loop  and  again  leaving  at  the 
base.     The  blood  vessel  is  surrounded  by  masses  of  small,  round, 
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and  irregular  cells.  In  the  greater  portion  of  the  section  the 
space  between  the  villus  and  decidua  can  clearly  be  seen.  The 
decidua.  in  contrast  to  the  poorly  stained  cells  of  the  villus,  is 
seen  to  be  made  up  of  well-stained  and  clearly-defined  cells  of 
an  epithelial  character,  coming  in  this  case  from  the  mucous 
membrane  lining  the  Fallopian  tube. 

"Other  sections  made  in  this  area  show  a  later  and  further 
development  of  the  villi,  where  the  fetal  and  maternal  structures 
are  even  more  intimately  and  more  closely  connected  by  a 
branching  of  the  processes. 

"Sections  were  also  made  of  the  pea-shaped  body  w^hich  fell 


Pio.  3. — Section  from  a  part  of  the  gestation  cavity  corresponding  to  point 
marlsed  A,   A,   Fig.   2. 

from  the  cavity  in  making  the  first  incision  througii  the  tumor. 
These  show  very  clearly  the  fetal  character  of  this  mass.  We 
have  here  the  early  cartilaginous  structure  in  the  formation  of 
the  vertebral  column  and  ribs  (Fig.  4,  v,  v,  v,  r,  r).  There  can 
be  little  difficulty  in  distinguishing,  even  at  this  period,  the  vari- 
ous vertebrse. 

"An  extremely  interesting  feature  in  all  the  sections  which 
show  the  lower  vertebrae  is  the  presence  of  a  rather  indefinite 
cellular  mass  occupying  a  space  in  front  of  the  vertebrae  (Fig.  4, 
c,  c).  It  would  be  impossible  to  give  a  description  of  this  cel- 
lular material,  but  in  the  middle  of  this  area  we  find  cross-sec- 
tions, and  in  places  longitudinal  sections,  of  a  convoluted  tubular 
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formation  lined  with  a  distinct  row  of  epithelial  cells.  Whether 
this  be  an  early  development  of  the  intestine  we  are  not  willing 
to  say  with  absolute  certainty. 

"We  have  here,  however,  sufficient  proof  of  the  character  of 
the  tumor  found  in  the  right  broad  ligament.  The  diagnosis  of 
ectopic  gestation  is  confirmed. ' ' 


Fig.  4. — Section   of  the   pea-shaped   body   which   fell   from   the  cavity. 


Termination  of  Intrauterine  Gestation.— The  intrauterine 
pregnancy  terminated  December  30,  1899,  having  lasted  two  hun- 
dred and  eighty  days,  counting  from  the  last  menstruation, 
March  25,  1899.  All  the  suffering  the  patient  endured  previous 
to  her  coming  to  the  hospital,  the  opening  of  the  abdominal  cav- 
ity, the  manipulation  and  exposure  of  the  pelvic  and  abdominal 
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viscera,  were  not  sufficient  to  interrupt  the  progress  of  preg- 
nancy or  shorten  its  duration  one  day. 

Patient  returned  to  the  hospital  December  20  to  await  her 
confinement.  Labor  began  December  29  at  11 :00  p.m.  and  was 
terminated  by  the  aid  of  the  forceps  at  10 :00  a.m.  December  30, 
1899.  Presentation,  vertex.  Position,  R.  0.  P.  Duration  of 
the  first  stage,  nine  hours;  duration  of  the  second  stage,  two 
hours  fifteen  minutes;  duration  of  the  third  stage,  fifteen  min- 
utes—total, eleven  hours  and  thirty  minutes. 

The  principal  reason  for  applying  the  forceps  was  a  severe 
and  constant!}^  increasing  pain  in  the  right  side  of  the  lower 
abdomen.  The  right  broad  ligament  having  been  removed  dur- 
ing the  operation  six  months  ago,  the  uterus  was  minus  its 
strongest  support  on  that  side.  Because  of  this  I  was  appre- 
hensive of  rupture  of  the  womb.  As  soon  as  the  head  was 
brought  down  with  the  forceps  upon  the  pelvic  floor,  it  could  be 
easily  rotated  with  the  aid  of  the  instruments,  which,  as  soon  as 
the  head  could  be  kept  in  the  second  position  (R.  O.  A.),  were 
reapplied  and  kept  in  contact  with  the  head  until  the  occiput 
had  hooked  under  the  pubic  arch,  when  they  were  removed. 
The  head  swept  over  the  perineum  without  injury  to  this  struc- 
ture; but  the  shoulders,  the  anterior  one  coming  down  first, 
created  a  rent  almost  into  the  bowel.  As  soon  as  the  placenta 
had  been  delivered  the  perineum  was  sewed  up  with  catgut,  and 
union  by  first  intention  resulted. 

The  child  (a  boy)  measured  twenty-three  inches  in  length  an'Q 
weighed  exactly  twelve  pounds.  Mother  recovered  promptly 
and  left  the  hospital  at  the  end  of  the  third  week. 

Commentary.— 1.  When  did  ectopic  gestation  begin  in  this 
case? 

2.  Whe7i  did  rupture  of  the  ectopic  gestation  sac  occur? 

3.  What  was  the  time  and  cause  of  death  of  the  ovumf 

4.  Can  any  hlame  he  attached  to  the  family  physician  for  not 
making  a  diagnosis? 

5.  What  is  the  history  of  these  cases  observed  and  reported  in 
the  past? 

1.  When  did  ectopic  gestation  begin  in  this  case?  There  is 
no  doubt  in  my  mind  that  both  the  extra-  and  intrauterine  preg- 
nancies occurred  simultaneously,  for  these  reasons  :  (a)  there  was 
no  indication  of  a  corpus  luteum  of  pregnancy  upon  the  left 
ovary;  {'b')  the  right  ovary  constituted  part  of  the  gestation  sao 
and  was  therefore  so  changed  and  destroyed  that  no  trace  of  a 
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corpus  luteum  could  be  found;  (c)  the  ectopic  ovum,  it  is  but 
reasonable  to  assume,  came  from  the  right  ovary,  and,  as  there 
was  not  the  slightest  evidence  of  a  corpus  luteum  of  pregnancy 
upon  the  other,  the  intrauterine  ovum,  too,  must  have  come  from 
the  right  ovary.  Both  ova  were  probably  fecundated  about  the 
same  time  at  the  fimbriated  extremity  of  the  tube  or  upon  the 
ovary,  or  one  within  the  tube  and  the  other  upon  the  ovary.  The 
intrauterine  ovum  found  its  way  first  through  the  oviduct  and 
reached  the  uterine  cavity  successfully,  and  because  of  the 
thickening  of  the  uterine  and  tubal  mucosa,  which  always  ex- 
ists under  such  conditions,  and  because  of  the  delay  of  the  sec- 
ond ovum  consequent  upon  the  passage  of  the  first,  it  was  ar- 
rested in  its  course  through  the  tube  and  became  fastened  and 
developed  here.  After  rupture  of  the  tube  the  ovary  itself  be- 
came involved,  though  it  is  not  unlikely  that  it  may  have  been 
a  tubo-ovarian  gestation  from  the  first,  or  that  it  was  distinctly 
ovarian  in  the  beginning,  implicating  the  tube  later;  this,  how- 
ever, may  be  justly  doubted  because  of  the  almost  total  destruc- 
tion of  the  tube  and  early  sign  of  its  rupture. 

2.  When  did  rupture  of  the  ectopic  sac  occur?  The  history 
shows  that  exactly  twenty-eight  days  after  her  last  menstrua- 
tion (April  22)  she  was  suddenly  taken  ill  with  fever,  violent 
headache,  severe  pain  in  the  bowels,  and  other  symptoms  indi- 
cative of  catarrhal  dysentery.  It  would  seem  that  the  first  rup- 
ture probably  took  place  at  this  time ;  but  the  ovum,  it  is  more 
than  likely,  continued  to  grow  and  develop  thereafter,  for  a 
short  time  at  least. 

3.  What  ivas  the  time  and  cause  of  the  death  of  the  ovum? 
Judging  from  the  microscopic  section,  death  of  the  ovum  oc- 
curred about  the  thirty-sixth  day  of  pregnancy,  or  about  one  week 
after  the  first  symptoms  of  rupture,  and  was  caused  by  hemor- 
rhage around  and,  perhaps,  into  the  ovum. 

Within  a  month  she  had  sufficiently  recovered  from  the  attack 
and  she  began  to  be  up  and  about,  though  she  never  had  been, 
nor  was  she  then,  entirely  free  from  pain  in  the  bowels.  This 
was  evidently  the  result  of  occasional  hemorrhages  from  the 
tearing  of  the  sac  and  the  formation  of  new  adhesions  with  the 
adjacent  parts.  The  constantly  growing  uterus  was  responsible 
for  this. 

On  May  29  she  was  again  suddenly  seized  with  violent,  lancinat- 
ing pains  in  the  right  inguinal  region,  excessive  vomiting,  and 
dysenteric  evacuations.     The  severe  pain  in  the  groin  was  be- 
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lieved  to  be  due  to  "the  passing  of  kidney  stones."  This  attack 
was  followed  by  extreme  pallor,  undoubtedly  due  to  shock  the 
result  of  frequent  movements  of  the  bowels,  vomiting,  and  pain, 
rather  than  excessive  hemorrhage  from  the  ruptured  sac.  Her 
physician  made  a  very  careful  examination  at  this  time,  but  found 
nothing  indicative  of  ectopic  gestation,  or  even  a  swelling  in  the 
right  inguinal  region  suggestive  of  it  or  some  other  growth.  She 
had  another  severe  attack  later  on  the  same  day,  and  again  one,  of 
equal  severity,  on  the  day  following. 

From  this  time  on.  May  31,  to  June  21  there  was  a  steady  im- 
provement in  her  condition.  On  June  14  her  physician  made 
another  examination.  Finding  nothing  abnormal,  he  dismissed 
the  case  temporarily. 

Had  there  been  no  intrauterine  pregnancy  in  this  case,  it  is 
not  at  all  improbable  that  the  ectopic  mass  might  have  become 
permanently  encapsulated  and  eventually  absorbed.  The  con- 
tinually growing  uterus,  and  the  adhesion  present,  prevented 
this.  The  fact  that  the  patient  recovered  almost  completely 
after  the  last  attack  and  was  able  to  go  "  down- town "  is  an  evi- 
dence that  the  ectopic  ovum  had  ceased  to  grow.  Of  the  embryo 
nothing  could  be  found  macroscopically,  because  destroyed  by 
the  accumulated  compressed  and  hardened  blood;  this,  and  the 
finding  of  a  part  of  the  embryo  with  the  microscope,  corre- 
sponding to  a  five  to  six  weeks  pregnancy,  is  almost  positive 
proof  that  ray  conclusions  are  correct. 

4.  Can  any  hlame  he  attached  to  the  family  physician  for 
not  making  a  diagnosis?  Those  who  have  experience  in  dis- 
eases of  the  pelvic  and  abdominal  organs  will  realize  readily  how 
error  in  diagnosis  is  possible.  The  excessive  vomiting,  the  ex- 
istence of  normal  pregnancy,  and  the  dysenteric  evacuations  ac- 
companying each  attack  of  rupture  of  the  ectopic  pregnancy 
were  certainly  calculated  to  shroud  in  darkness  the  real  cause 
of  the  trouble. 

When  men.  skilled  and  experienced  in  pelvic  and  abdominal 
diagnosis,  fail,  occasionally,  to  detect  the  real  condition,  how 
much  more  apt  is  this  to  occur  to  one  engaged  in  general  prac- 
tice ! 

On  June  21  (twenty-two  days  after  the  last  seizure  of  pain 
and  one  week  after  her  physician  had  temporarily  dismissed  her 
and  gone  on  his  summer  vacation)  she  went  "down-town,"  ap- 
parently a  Avell  woman.  Returning  home,  she  was  seized  with 
very  severe  pains  in  the  abdomen.     This  was  followed  by  two 
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additional  attacks,  each  more  severe  and  longer  in  duration  than 
any  of  the  preceding. 

When  I,  and  later  Dr.  Allen,  were  called  upon  to  see  the  case 
we  had  the  decided  advantage  of  being  called  in  late,  at  a  time 
when  the  tumor  was  palpable.  "We  felt  the  swelling  in  the  right 
broad  ligament,  but  did  not  recognize  its  character  until  the  ab- 
domen was  opened. 

5.  What  is  the  history  of  the  cases  oh  served  and  reported  in 
the  past?  The  subjoined  record  of  eighty-eight  cases  of  sim- 
ultaneous extra-  and  intrauterine  pregnancy  has  been  made  up, 
in  part,  of  the  cases  reported  and  collected  by  John  S.  Parry,^ 
B.  B.  Browne,-  H.  Gutzwiller,^  and  E.  W.  Martin.*  Parry  col- 
lected 23.  Browne  24,  Gutzwiller  18,  and  IMartin  6  cases,  which 
makes  a  total  of  71  cases.  But  the  fact  that  Browne  quoted  19 
and  GutzAviller  8  of  the  same  cases  published  by  Parry  reduced 
the  number  to  44  cases.  Straus'  table  contains  only  one  new 
case.  The  other  44  cases  have  been  gathered  from  recent  liter- 
ature and  by  direct  communication  with  the  operators. 

From  a  study  of  these  88  cases  the  author  comes  to  the  fol- 
lowing conclusions: 

1.  The  diagnosis  of  the  coexistence  of  extra-  and  intrauterine 
pregnancy  is  exceedingly  difficult  and  has  rarely  been  made  be- 
fore rupture  of  the  ectopic  sac,  abortion  or  delivery  at  term  of 
the  uterine  fetus,  laparatomy  or  autopsy.  The  uterine  preg- 
nancy is,  usually,  recognized  first,  and  some  complication  may 
or  may  not  have  been  suspected.  Notwithstanding  the  presence 
of  symptoms  pathognomonic  of  ectopic  gestation,  it  is  the  last 
condition  believed  to  be  possible  when  the  uterus  contains  an 
ovum.  This  complication  is  so  rare  that  most  of  the  text  books 
of  to-day  do  not  speak  of  it,  and  those  which  do  refer  to  it  only 
as  one  of  the  possibilities.  The  majority  of  those  who  have  seen 
a  case  of  this  kind  believe  that  their  own  case  is  so  unique  as 
to  make  it  the  first  case  on  record. 

The  experienced  obstetrician,  as  well  as  the  abdominal  sur- 
geon, will  at  once  realize  the  difficulties  which  beset  a  diagnosis 
in  these  cases,  and  which  render  it  almost  impossible  to  recognize 
the  coexistence  of  an  extra-  and  intrauterine  fetation  before 
serious  complications  have  arisen. 

^Extrauterine  Pregnancy,  H.  C.  Lea,  Philadelphia,  Pa.,  1876. 
^'Transactions  American  Gynecological  Society,  vol.  vi.,  1881,  p.  444. 
'Archiv.  f.  Gynakologie,  vol.  xliii..  1893,  p.  223. 
^Zeitschrift  f.  Geburtshiilfe,  No.  33,  1895. 
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2.  Frequency. — Of  all  the  complications  to  which  a  pregnant 
woman  is  exposed,  ectopic  gestation  is  perhaps  the  least  fre- 
quent. Of  the  88  cases  reported  since  the  year  1708  down  to  the 
present,  36  belong  to  the  United  States  of  America,  18  to  Ger- 
many, 8  to  Great  Britain,  9  to  Austria-Hungary,  6  to  France, 
4  to  Italy,  2  to  Belgium,  2  to  Australia,  and  one  each  to  Denmark 
and  Sweden,  It  seems  that  the  complication  may  arise  in  the 
primipara  as  well  as  in  the  multipara;  in  the  latter  more  fre- 
quently than  in  the  former.  Its  occurrence  has  been  observed  at 
any  time  of  the  procreative  period. 

3.  Cawses.— No  pathological  condition  can  be  especially 
charged  with  the  simultaneous  occurrence  of  ectopic  and  uterine 
gestation.  In  the  perfectly  healthy  primipara  it  remains  a  mere 
matter  of  speculation  as  to  how  the  complication  takes  place. 
Both  tubes  appear  to  be  affected  with  equal  frequency. 

4.  The  duration  is  very  variable.  Generally  both  pregnan- 
cies are  interrupted,  the  one  by  abortion  or  premature  labor,  the 
other  by  rupture  of  the  sac  or  death  of  the  embryo.  There  are, 
however,  quite  a  number  of  cases  in  which  both  ova  grew  and 
developed  to  the  end  of  term  and  both  children  have  been  bom 
alive,  the  one  per  vias  naturales,  the  other  by  the  aid  of  celi- 
otomy. In  not  a  few  instances  the  intrauterine  child  alone  was 
delivered,  while  the  ectopic  fetus  died  and  remained  undis- 
turbed for  many  months,  and  even  years,  in  its  unnatural  abode. 
In  some  of  these  cases  additional  uterine  pregnancies  have  oc- 
curred, showing  that  the  dead  fetus  was  thoroughly  and  safely 
encysted.  In  quite  a  number  of  cases  where  the  embryo  or  fully 
developed  fetus  had  thus  been  immured  for  many  months  or 
years,  it  was  at  last  discharged  in  pieces  by  a  process  of  ulcera- 
tion through  the  posterior  vaginal  cul-de-sac,  the  rectum,  the 
bladder,  or  the  abdominal  wall.  In  consequence  of  the  differ- 
ence in  duration  and  manner  of  disposal  between  %e  two  coex- 
isting pregnancies,  there  is  a  great  variation  in  the  lapse  of  time 
between  the  delivery  of  the  two.  Thus  both  may  be  disposed  of 
at  the  same  time,  at  any  period  of  gestation,  or  at  intervals  of 
days,  weeks,  months,  and  years. 

5.  The  prognosis  is  grave  for  the  mother  as  well  as  both  of  the 
children.  Much  depends  upon  the  conduct  of  each  individual 
case,  the  time  and  conditions  under  which  the  diagnosis  is  made, 
the  surroundings  of  the  patient,  and  the  physician  and  surgeon 
in  charge.  In  some  of  the  worst-managed  cases  both  the  mother 
and  the  intrauterine  child  have  lived,  while  the  ectopic  child  re- 
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mained  encysted  or  was  discharged  by  one  of  the  various  routes 
alluded  to.  Kupture  of  the  extrauterine  sac  with  internal 
hemorrhage  is  the  most  frequent  cause  of  death.  Sepsis,  in  its 
various  forms,  resulting  from  abortion  of  the  intrauterine  fetus, 
subsequent  infection  and  death  of  the  ectopic  ovum,  has  been  re- 
sponsible for  the  fatal  issue  in  a  number  of  instances.  Both 
the  maternal  and  fetal  mortality  is  high. 

6.  The  treatment  is  plainly  and  fully  indicated  by  the  course 
and  duration  of  each  case.  If  the  patient  goes  with  both  fetuses 
to  the  end  of  term  and  is  delivered  of  the  intrauterine  child,  the 
extrauterine  fetus,  if  living,  must  be  delivered  by  abdominal 
section  as  soon  as  possible ;  if  dead,  the  operation  may  be  post- 
poned until  the  patient  is  past  the  puerperium.  If  there  are 
symptums  indicative  of  a  rupturing  extrauterine  gestation  sac, 
or  of  the  presence  of  a  tender  swelling  of  any  kind  which  tends 
to  interfere  with  the  gradually  growing  uterus,  the  abdomen 
should  be  promptly  opened  and  the  offending  mass  removed. 

There  is  abundant  evidence  that  the  removal  of  tumors  of  the 
uterus,  broad  ligament,  and  ovaries  (or  any  other  abdominal 
growth)  may  be  done  Mdthout  jeopardizing  the  patient's  life 
any  more  than  in  the  non-pregnant  state.  Quite  often  even  the 
progress  of  uterine  gestation  is  not  disturbed  by  serious  opera- 
tive interference.  In  the  event  of  abortion  of  the  intrauterine 
ovum  the  ectopic  sac  is  to  be  dealt  wdth  as  if  the  former  had 
never  existed;  it  should  not  be  permitted  to  continue  even  if 
the  period  of  viability  of  the  fetus  has  been  obtained  and  the 
child  shows  vigorous  life.  It  is  needless  to  add  that,  in  case  of 
rupture  of  the  extrauterine  sac  with  all  the  symptoms  of  internal 
hemorrhage,  no  time  should  be  lost  in  prompt  extirpation. 

Analysis  of  Tabulated  Records.— The  appended  tabulated  rec- 
ord of  simultaneous  extra-  and  intrauterine  pregnancies  con- 
tains, I  believe,  all  the  cases  published  up  to  the  present  time. 
From  it  we  observe  that  the  first  case  was  published  in  1708 ; 
one  is  reported  in  1810,  1811,  1818,  1820,  1834,  1845,  1846,  1847, 
1848,  1849,  1851,  1855,  1856,  and  1861;  two  in  1862;  one  in 
1867 ;  seven  in  1870 ;  one  in  1871 ;  two  in  1872 ;  one  in  1873,  1874, 
1876,  and  1878;  tAvo  in  1879  and  1880;  one  in  1881,  1885,  and 
1888 ;  three  in  1889,  1890,  and  1891 ;  one  in  1892  and  1893 ;  six 
in  1894 ;  three  in  1895 ;  three  in  1896 ;  six  in  1897 ;  four  in  1898 ; 
six  in  1899 ;  two  in  1900  and  1901. 

(The  following  analysis  does  not  include  the  seventeen  refer- 
ences quoted  from  Christer-Nilsson.) 
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The  youngest  patient  was  21  and  the  oldest  42  years  of  age, 
the  average  being  31.30  years.  One  was  21,  one  22,  three  23, 
two  24,  three  25,  one  26,  four  27,  three  28,  two  29,  four  30,  one 
32,  four  33,  two  34,  seven  35,  three  36,  one  38,  three  39,  three 
40,  and  one  42  years  old. 

We  also  find  that  six  of  the  patients  were  pregnant  for  the 
first  time ;  eight  had  one  child ;  nine  had  two  children ;  eight  had 
three  children;  three  had  four  children,  and  one  of  these  had 
had  four  miscarriages  besides;  five  had  five  children;  three  had 
six  children  and  one  twelve  children;  seven  are  put  down  as 
multiparas. 

Of  the  mothers,  twenty-four  died  and  forty-three  lived.  Of 
the  intrauterine  fetuses,  twenty-three  were  aborted  during  the 
first  three  months  of  gestation,  fourteen  were  miscarried  during 
the  second  trimester  of  pregnancy,  four  terminated  in  prema- 
ture labor  and  twenty-six  at  term.  Of  the  extrauterine  preg- 
nancies, fifteen  terminated  about  the  third  month,  six  about  the 
sixth  month,  seven  about  the  seventh  month,  five  about  the  fourth 
month,  three  about  the  seventh  month,  twenty-one  at  term,  three 
about  the  fifth  month,  three  about  the  eighth  month,  and  three 
about  the  sixth  week. 

Both  ova  developed  together  twelve  times  up  to  the  third 
month,  eighteen  times  to  the  end  of  the  ninth  month,  four  times 
to  the  sixth  month,  four  times  to  the  second  month.  Once  the 
intrauterine  fetus  developed  to  the  third  month  and  the  extra- 
uterine fetus  to  the  second  month;  once  the  intrauterine  fetus 
to  the  ninth  month  and  the  extrauterine  fetus  to  the  fourth 
month;  once  the  intrauterine  fetus  went  to  the  sixth  month  and 
the  extrauterine  fetus  to  the  fourth  month ;  once  the  intrauterine 
fetus  went  to  the  second  month  and  the  extrauterine  fetus  to  the 
seventh  month;  once  the  intrauterine  fetus  wert  to  the  sixth 
month  and  the  extrauterine  fetus  to  the  ninth  month.  Three  times 
the  intrauterine  fetus  and  the  extrauterine  fetus  went  to  the  fourth 
month.  Twice  the  intrauterine  fetus  went  to  the  ninth  month 
and  the  extrauterine  fetus  to  the  fifth  month;  once  the  intra- 
uterine fetus  went  to  the  eighth  month  and  the  extrauterine  fetus 
to  the  sixth  month;  once  the  intrauterine  fetus  went  to  the 
eighth  month  and  the  extrauterine  fetus  to  the  ninth  month ;  once 
the  intrauterine  fetus  went  to  the  seventh  month  and  the  extra- 
uterine fetus  to  the  ninth  month ;  once  the  intrauterine  fetus 
went  to  the  fifth  month  and  the  extrauterine  fetus  to  the  seventh 
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month;  once  the  intrauterine  fetus  went  to  the  third  month  and 
the  extrauterine  fetus  to  the  eighth  month;  once  the  intra- 
uterine fetus  went  to  the  ninth  month  and  the  extrauterine  fetus 
to  the  sixth  month ;  once  the  intrauterine  fetus  went  to  the  ninth 
month  and  the  extrauterine  fetus  to  the  third  month;  three 
times  the  intrauterine  fetus  went  to  the  ninth  month  and  the 
extrauterine  fetus  to  the  second  month;  once  the  intrauterine 
fetus  went  to  the  third  month  and  the  extrauterine  fetus  to  the 
fourth  month;  once  the  intrauterine  fetus  went  to  the  fourth 
month  and  the  extrauterine  fetus  to  the  second  month.  Three 
times  both  fetuses  were  developed  to  the  sixth  week,  once  to  the 
seventh  month,  and  once  the  intrauterine  fetus  went  to  the  sec- 
ond month  and  the  extrauterine  fetus  to  eight  months. 

Of  the  twenty-four  intrauterine  fetuses  that  developed  to 
term,  twenty-one  lived  and  three  died;  in  three  instances  both 
fetuses  were  developed  to  term  and  both  the  intra-  and  extra- 
uterine fetuses  lived.  In  Ludmg's  (Chrobak's?)  case  the 
mother  and  both  children  lived. 

The  diagnosis  of  ectopic  gestation  was  made  post  mortem 
eleven  times;  after  delivery  of  the  intrauterine  fetus,  twenty 
times;  before  abortion  of  the  intrauterine  fetus,  four  times;  af- 
ter abortion  of  the  intrauterine  fetus,  fifteen  times ;  during  labor, 
once ;  before  abdominal  section,  fourteen  times ;  at  the  operation, 
six  times. 

The  ectopic  ovum  was  situated  in  the  right  tube  seventeen 
times,  in  the  left  tube  twenty-one  times.  Left  tubo-ovarian 
pregnancy  was  observed  three  times;  right  tubo-ovarian,  three 
times;  abdominal  pregnancy,  four  times;  right  ovarian  gesta- 
tion, once ;  right  broad-ligament  gestation,  once ;  and  utero-tubai 
pregnancy,  once.     Doubtful,  two. 

The  cause  of  the  mother's  death  is  put  down  as  internal 
hemorrhage,  twelve  times;  peritonitis,  one  time;  sepsis,  three 
times;  and  embolism  of  the  pulmonary  artery,  one  time.  The 
rest  is  not  stated. 

The  ectopic  fetus  passed  piecemeal  by  ulceration  through  the 
rectum  two  times;  through  the  abdominal  wall,  twice;  through 
the  posterior  cul-de-sac,  four  times.  In  one  instance  the  extra- 
uterine fetus  was  delivered  by  abdominal  section  after  being  re- 
tained for  four  years,  and  in  another  instance  the  extrauterine 
fetus  was  carried  for  thirteen  years,  the  woman  giving  birth  to 
three  children  and  having  two  miscarriages  during  that  time. 
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This  article  and  table  were  ready  for  publication  when  I  came 
into  possession  of  Christer-Nilsson's '^^  admirable  paper  on  sim- 
ultaneous extra-  and  intrauterine  pregnancy.  This  author  col- 
lected sixty-eight  cases.  Of  these,  fifty  are  found  in  the  above 
tabulated  record.  Engstrom's  case  has  been  added,  also  Chris- 
ter-Nilsson 's  bibliography  of  Ott's  and  Low  and  Lumpe's  cases. 
The  remaining  seventeen  cases  given  by  Christer-Nilsson  are  here 
reproduced,  as  quoted  by  him,  in  order  to  make  this  record  (of 
apparently  all  cases  published  up  to  date)  complete^ : 

72.  Way,  E.  Willis :  Notes  on  a  Case  of  Superf etation,  Uterine 
and  Extrauterine.  The  Australasian  Medical  Gazette,  vol.  ix., 
Sydney,  1890,  p.  165. 

73.  Von  Schrenck,  Otto  (Kiistner's  case)  :  Ueber  ectopische 
Graviditat.  Berichte  und  Arheiten  aus  der  Universitdtsfrauen- 
klinik  zu  Dorpat,  herausgegeben  von  Otto  Kiistner,  Wiesbaden, 
1894,  S.  881. 

74.  Mascagni,  Paolo:  Mem.  Societa  italiano  delle  Scienze, 
Verona,  1810,  xv.,  p.  ii.,  268.  Citirt  nach  Corradi,  Alfonso,  Dell' 
Ostetricia  in  Italia,  Bologna,  1874,  p.  294. 

75.  Cliet,  Henri:  Histoire  d'une  grossesse  extrauterine,  jointe 
a  une  grossesse  naturelle,  suivie  de  quelques  reflexions.  Novveau 
Journal  de  Medicine,  Chirurgie,  Pharmacie,  etc.,  Paris,  tome  iii., 
Decembre,  1818,  p.  287. 

76.  Petrunti,  Franc :  Fillatre  Sebezio,  1834,  viii.,  p.  351.  Citirt 
nach  Corradi,  Alfonso,  Dell'  Ostetricia  in  Italia,  Bologna,  1874, 
p.  296. 

77.  Horn,  Philip:  Geschichte  einer  gleichzeitigen  Bauch- 
hohlen-  und  Gebarmuttersehwangerschaft  und  Endigung  der 
letzteren  durch  Geburt.  Medicinische  Jahrhiicher  des  k.  k. 
osterreichischen  Staates,  xv.  Band,  oder  Neueste  Polge  vi.  Band, 
Wien,  1834,  S.  288. 

78.  Ambrosioni,  Gaetano:  Storia  di  una  gravidanza  uterina 
complicata  a  gravidanza  extrauterina.  Gazzetta  medica  di  Mil- 
ano,  tome  v..  No.  45,  7  Novembre,  1846,  p.  385. 

79.  Weber,  C.  A. :  Gleichzeitige  Uterin-  und  Abdominal- 
Schwangerschaft.  Zeitschrift  des  Norddeutschen  Chirurgen- 
Vereins  fi'ir  Medicin,  Chirurgie  und  Gehurtshiilfe,  Band  ii., 
Magdeburg,  1848,  S.  194. 

80.  Rosshirt,  J.  E. :  Lehrbuch  der  Gehurtshiilfe,  Erlangen, 
1851,  S.  444. 

81.  Ahlfeld,  J. :  Intrauterine  Schwangerschaft  neben  extra- 
uteriner.  Berichte  und  Ardeiten  aus  der  Gehurtshiilflich-Gynd- 
kologischen  Klinik  zu  Marhurg,  1885-1886,  Bd.  iii.,  S.  90. 

82.  Kelsey,  G.  E. :  Normal  Pregnancy  complicated  by  Tubular 

'The  author  wishes  to  express  his  thanks  to  Dr.  Henry  Buschmann, 
of  Cincinnati,  for  his  liind  assistance  in  the  collection  of  the  literature 
quoted  in  this  article. 
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Pregnancy;  Death;  Autopsy.     The  Nashville  Journal  of  Medi- 
cine and  Surgery,  1888,  vol.  xlii.,  No.  1. 

83.  Edis,  A.  W. :  Case  of  Extrauterine  Fetation.  The  British 
Gynecological  Society,  February  27,  1889.  The  British  Gy^ieco- 
Idgical  Journal,  1889,  vol.  v.,  p.  63. 

84.  Lotheissen,  Georg  (aus  Professor  Gussenbauer 's  Klinik)  : 
Zur  Casuistik  der  Unterleibstumoren  beim  Weibe.  Wiener 
klinische  Wochenschrift,  1895,  No.  14,  15,  S.  256,  276. 

85.  Wells,  Brooks  H. :  A  Case  of  Intrauterine  and  Tubo-inter- 
stitial  Gestation.  New  York  Academy  of  Medicine,  Section  on 
Obstetrics  and  Gynecology,  meeting  May  26,  1898.  Medical 
Record,  vol.  Iviii.,  New  York,  1898,  p.  886. 

86.  Miller,  C.  Jefif:  A  Case  of  Combined  Extra-  and  Intra- 
uterine Pregnancy.  New  Orleans  Medical  and  Surgical  Journal, 
October,  1898 ;  The  American  Gynecological  and  Ohstetrical 
Journal,  1899,  vol.  xiv.,  p.  102. 

87.  Doktor :  Seltener  Fall  von  extrauteriner  Graviditat.  Gyn- 
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,  SOME    REMARKS    AS    TO    WHY    VAGINAL    HYSTERECTOMY 

SHOULD  BE  DONE  IN  CASES  OF  CANCER  OF  THE 

UTERUS  IN  ITS  EARLY  STAGE.^ 


J.  E.  JANVRIN,  M.D., 
Gynecologist  to  the  New  York  Skin  and  Cancer  Hospital. 


In  February,  1896, 1  read  a  paper  before  the  New  York  County 
Medical  Association  giving  my  results  in  sixteen  cases  of  vaginal 
hysterectomy  for  cancer  beginning  in  the  cervix  uteri. 

Of  the  sixteen  cases  twelve  dated  back  three  and  a  quarter 
years  or  more,  the  first  case  having  been  operated  upon  twelve 
years  and  the  last  three  and  a  quarter  years  prior  to  the  reading 
of  the  paper.  At  that  date  four  were  living  and  in  perfect 
health.     I  believe  they  are  all  living  now. 

The  remaining  four  cases  at  that  time  dated  back  as  follows : 
one  four  months,  two  five  months,  and  one  twenty-two  months. 
Two  of  these  last  four  are  now  living  and  well.  Two  died  within 
the  two  yeai's  following  their  operations.  Thus,  out  of  the  six- 
teen cases  six  were  cured,  giving  a  percentage  of  thirty-seven 
and  a  half. 

These  sixteen  cases  were  selected  from  my  work  in  vaginal 
hysterectomy  for  cancer  as  showing  the  ultimate  results  in  one 
class  of  cases,  viz.,  those  in  which  the  disease  had  begun  in  the 
cervix  and  was  still  in  its  early  stage.  They  were  all  promising 
cases  for  vaginal  hysterectomy;  still,  in  every  instance  the  dis- 
ease was  well  marked.  In  three  it  extended  down  upon  the 
vaginal  mucous  membrane,  and  in  several  others  it  had  begun 
to  involve  the  endometrium. 

I  have  not  tabulated  my  other  eases  operated  upon  prior  to 
four  years  ago,  but  from  recollection  I  believe  thar  the  results, 
as  far  as  ultimate  success  is  concerned,  have  been  very  good — I 
believe  at  least  twenty  per  cent,  and  in  aU  probability  nearer 
twenty-five.  Neither  have  I  tabulated  my  cases  for  the  past 
four  years,  for  I  believe  we  should  always  hold  any  case  as  liable 
to  recurrence  for  at  least  four  years  after  this  operation. 

As  one  reason  for  the  good  results  obtained,  I  would  state  that 
^Read  before  the  Woman's  Hospital  Society,  February  25,  1902. 
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where  the  disease  extends  further  up  or  outward  on  one  side  than 
on  the  other  I  always  apply  my  forceps  or  the  angiotribe  first 
to  the  broad  ligament  of  the  side  least  affected,  and  from  below 
upward.  Then,  when  this  ligament  has  been  cut,  bringing  the 
fundus  forward  and  downward  into  the  vagina  and  pushing 
the  cervix  into  the  cul-de-sac,  first  protecting  the  peritoneum  and 
rectum  by  sterile  gauze,  I  apply  the  forceps  or  angiotribe  to  the 
remaining  ligament  from  above  downward,  thus  getting  a  big 
hold  and  taking  in  all  of  the  diseased  tissue,  or  at  least  all  that 
can  be  recognized  as  such. 

As  another  reason  for  the  good  results,  I  would  like  to  state 
that  the  ideas  embodied  in  a  paper  which  I  read  before  the  New 
York  Obstetrical  Society  in  February,  1897,  the  paper  being 
entitled  ' '  Selection  of  Operation  in  Cases  of  Cancer  of  the  Cervix 
Uteri,  and  of  the  Uterus  also,"  have  been  carefully  adhered  to 
in  all  cases  in  which  I  hoped  to  obtain  a  favorable  result. 

I  quote  from  that  paper :  "In  selecting  for  vaginal  hysterec- 
tomy a  case  of  cancer  of  the  cervix,  or  one  in  which  the  disease 
has  begun  to  appear  upon  the  upper  portion  of  the  mucous  mem- 
brane of  the  vagina,  the  first  points  to  investigate  are  these:  Is 
the  disease  still  confined  to  the  cervix,  or  to  the  cervix  and  the 
mucous  membrane  of  the  upper  portion  of  the  vagina,  or  to  the 
cervix,  the  mucous  membrane  of  the  upper  portion  of  the  vagina, 
and  perhaps  a  part  of  the  endometrium  ?  Does  the  examination 
convince  the  surgeon  that  the  disease  has  not  extended  beyond 
the  points  mentioned?  A  thorough  examination  will  generally 
show  the  uterus  perfectly  movable,  no  infiltration  into  the  gland- 
ular or  cellular  tissue  immediately  surrounding  the  cervix,  and 
no  infiltration  under  the  mucous  membrane  of  the  vagina.  There 
will  be  nothing  in  the  general  appearance  of  the  patient  indicat- 
ing cancerous  cachexia.  Such  cases  are  typical  of  carcinoma 
or  epithelioma  beginning  in  the  cervix  and  fortunately  seen  in 
their  early  stages;  and  such  cases  operated  upon  at  once  by 
vaginal  hysterectomy  will  yield  gratifying  results." 

To  this  quotation  I  will  now  add  (what  ought  to  have  been 
stated  at  that  time)  that  if  there  is  any  doubt  in  the  mind  of 
the  operator  as  to  the  existence  of  cancer  in  any  individual  case, 
a  small  section  from  the  cervix  can  be  readily  made  and  submit- 
ted to  microscopical  examination.  I  have  resorted  to  this  in 
quite  a  number  of  cases,  and  it  has  been  of  great  assistance  in 
deciding  the  question  in  instances  in  which  the  disease  has  been 
confined  to  a  very  limited  part  of  the  cervix. 


JANVRIN  :    VAGINAL    HYSTERECTOMY   FOR    CANCER.  649 

If  the  disease  has  extended  beyond  the  points  previously  men- 
tioned, the  prognosis  is  gravely  affected  and  the  question  conies 
up  as  to  whether  any  form  of  hysterectomy  is  desirable.  I  believe 
it,  is  perfectly  justifiable  and  that  the  abdomino-vaginal  opera- 
tion is  the  best.  The  operation  can  be  thoroughly  done  and  the 
ureters,  bladder,  and  rectum  fully  protected  from  injury  during 
its  performance. 

Under  the  conditions  and  limitations  first  mentioned  in  this, 
paper  the  best  results  will  be  obtained,  and  in  such  instances  we 
can  perform  vaginal  hysterectomy  with  a  very  good  hope  of 
curing  at  least  one-third  of  the  number  operated  upon. 

In  aU  cases  in  which  the  disease  has  extended  beyond  the  limits, 
just  named  the  combined  abdomino-vaginal  method,  as  before 
stated,  is  the  best  operation ;  and  this  brings  me  to  the  consider- 
ation as  to  whether  any  radical  operation  is  desirable  in  these 
cases.  To  those  of  us  who  have  watched  the  results  in  operations 
done  under  these  circumstances  I  believe  the  conviction  has. 
become  general  that,  no  matter  how  extensive  the  dissection, 
we  cannot  have  much  hope  that  the  result  will  be  a  permanent 
cure.  Still,  there  are  other  considerations  which  present  them- 
selves and  must  be  carefully  weighed  before  we  decide  simply 
to  curette,  or  to  treat  the  case  with  local  applications  only.  Dur- 
ing the  past  three  or  four  years  it  has  been  my  habit  to  remove 
the  uterus,  together  with  all  of  the  cancerous  infiltration  possible, 
in  all  instances  in  which,  as  far  as  could  be  ascertained,  the  blad- 
der remained  intact  and  the  rectum  had  not  become  largely  in- 
volved in  the  disease,  provided  always  that  the  general  condition, 
of  the  patient  is  such  as  to  withstand  the  operation. 

The  operation  is  done  either  per  vaginam  or  abdomino- 
vaginally,  as  seems  best  at  the  time— not  with  much  expectation 
of  a  cure,  but  simply  to  check  the  local  progress  of  the  disease 
and  to  give  the  patient  exemption  for  a  while  frtm  the  hemor- 
rhages and  the  offensive  discharge.  Of  course  in  many  cases 
this  exemption  is  for  a  short  time  only,  possibly  only  a  few 
months,  but  in  others  it  continues  for  a  year  or  more.  In  a  cer- 
tain number  of  this  class  there  will  be  no  return  of  the  vaginal 
discharge,  but  the  disease  will  go  on  developing  higher  up  in  the 
pelvic  or  abdominal  cavities,  and  the  patient  will  succumb  to 
the  exhaustion  consequent  upon  a  general  systemic  poisoning 
from  this  proliferation  of  the  disease.  But  in  these  cases  the 
patient,  as  a  rule,  has  had  a  comparatively  comfortable  exten- 
sion of  life  for  months,  has  been  relieved  from  the  offensive 
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vaginal  discliarge,  and  has  had  an  easier  termination  of  a  fatal 
malady  than  if  nothing  radical  in  the  way  of  an  operation  had 
been  done. 

I  am  aware  that  there  is  nothing  particularly  new  in  this  short 
paper.  It  has  been  written  to  place  myself  again  as  a  decided 
advocate  of  vaginal  hysterectomy  in  cancer  of  the  uterus  in  its 
early  stages,  including  also  early  cases  of  adenoma  or  carcinoma 
of  the  uterine  body,  and  that,  too,  with  a  conviction  that  we  can 
cure  a  good  percentage  of  patients  so  afflicted;  and,  in  addition, 
to  place  myself  as  an  advocate  of  either  vaginal  or  abdomino- 
vaginal hysterectomy  in  many  other  eases  still  more  advanced 
where  conditions  such  as  before  stated  obtain,  and  in  which  we 
can  generally  prolong  life  and  make  it  more  endurable  to  the 
sadly  afflicted  patient. 

191  Madison  avenue. 


A  NEW  OPERATION  FOR  RETRODISPLACEMENT.^ 


J.   M.   BALDY,   M.D., 
Philadelphia,  Pa. 


(With  two  illustrations.) 


Alexander's  operation  is  of  course  a  thing  of  the  past  except 
in  the  hands  of  a  few— a  very  few..  It  will  die  altogether,  like 
all  transitional  operations,  in  the  future.  Hysterorrhaphy, 
ventrosuspension,  or  whatever  else  one  cares  to  call  this  class 
of  operations,  will  most  probably  follow  in  its  footsteps  shortly. 

I  am  well  aware  these  statements  will  arouse  protest,  probably 
very  vigorous  ones;  but  those  who  are  familiar  Avith  the  history 
of  gynecological  surgery  will  recall  the  protests  aroused  by  the 
proposal  to  do  away  with  the  clamp  in  ovariotomy  and  then  later 
with  the  same  method  in  hysterectomy,  etc.,  and  will  therefore 
look  upon  these  protests  with  complacency.  Alexander's  ope- 
ration, hysterorrhaphy,  and  like  procedures  have  always  been 
unsatisfactory;  they  have  always  more  or  less  been  associated 
with  well-recognized  disadvantages,  but  the  disadvantages  have 
been  accepted  because  we  knew  nothing  better  to  substitute. 

^Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  February  20,  1902. 
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An  indication  of  the  drift  of  the  unsatisfied  mind  of  operators 
in  general  with  this  class  of  operations  is  shown  by  the  large 
numbers  of  attempts  of  surgeons  to  devise  some  procedure  which 
would  take  the  place  of  this  class  of  operations  and  accomplish 
the  same  results  even  better  than  they  have  been  able  to  do.  The 
efforts  have  been  chiefly  expended  upon  the  different  ligaments 
suspending  the  uterus,  and  the  operations  have  been  all  intra- 
abdominal. 

The  round  ligaments  have  been  doubled  upon  themselves  on 
each  side  of  the  pelvis,  and  the  contiguous  surfaces,  being  scari- 
fied, have  been  held  in  position  by  sutures. 

The  round  ligaments  have  been  brought  in  contact  from  each 
side  of  the  pelvis  and  attached  to  the  anterior  face  of  the  uterus 
by  scarification  and  suturing. 

The  round  ligaments  have  been  brought  through  an  opening 
made  on  the  anterior  face  of  the  uterus  and  fastened  in  this 
position. 

The  round  ligaments  have  been  brought  through  an  opening 
made  in  the  broad  ligaments  and  united  behind  and  to  the  uterus. 

The  round  ligaments  have  been  shortened  by  excising  a  por- 
tion of  them  and  reuniting  the  ends. 

The  utero-sacral  ligaments  have  been  shortened  both  by  doub- 
ling them  on  themselves  and  by  excising  a  portion  and  reuniting 
the  ends. 

The  uterus  has  been  freed  from  the  bladder,  the  bladder  been 
pushed  up  from  the  vagina  and  the  uterus  pulled  forward,  and 
the  tAVO  united  in  this  position.  And  almost  every  conceivable 
operation  of  similar  character  has  been  tried  by  some  one  or  other 
operator,  either  from  the  vagina  or  through  the  abdominal  walls. 

Personally  I  have  tried  more  than  once  many  of  these  pro- 
cedures and  have  found  more  or  less  satisfaction  therefrom. 
The  one  which  has  appealed  most  to  me,  however,  and  which 
seems  to  fill  the  most  indications,  is  the  one  which  perforates 
the  broad  ligament  from  its  posterior  aspect  and  drags  the  round 
ligaments  through  the  openings  thus  made  and  unites  them 
behind  and  to  the  uterus.  This  has  been  described  in  a  paper  by 
Webster,  of  Chicago.  The  advantages  of  this  operation  are 
that  it  tilts  the  uterus  forward  beyond  the  line  of  axis  of  the 
pelvis,  and  holds  it  in  such  position  that  when  intra-abdominal 
pressure  is  made  the  womb  tends  to  move  toward  the  bladder 
and  not  toward  the  hollow  of  the  sacrum.  It  forms  a  perfect 
sling  behind  the  uterus,  which  may  be  or  may  not  be  attached 
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to  the  uterus,  as  the  operator  chooses.  The  uterus  remains  in  the 
pelvis  as  a  pelvic  organ.  The  disadvantages  of  this  operation 
are  that  in  carrying  this  procedure  out  the  round  ligaments  are 
doubled  upon  themselves,  and  when  attached  together  behind  the 
uterus  there  is  so  much  tension  often  as  to  make  it  probable  that 
a  certain  number  of  the  sutures  must  cut  out  and  retraction  of 


Fig.  1. 


the  round  ligaments  occur.  Again,  one  cannot  be  sure  what  may 
happen  as  a  result  of  a  future  pregnancy,  both  as  to  the  round 
ligament  being  torn  loose,  and,  if  it  holds,  as  to  the  ability  of 
the  uterus  to  distend  beyond  a  certain  limit  and  retain  its  con- 
tents. The  following  operation,  which  I  have  devised  after 
much  thinking  and  experimenting,  retains  every  advantage  of 
the  above  operation  and  does  away  with  all  its  disadvantages. 
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The  round  ligament  on  each  side  of  the  uterus  is  picked  up 
and  a  ligature  thrown  about  it  close  to  the  uterus,  so  placed  as 
to  secure  the  artery.  The  round  ligaments  are  then  severed  close 
■^0  the  ligatures.  This  leaves  the  uterine  ends  of  the  ligaments 
ligated  and  the  other  ends  free  and  bleeding.  The  bleeding  is 
controlled  by  a  fine  ligature  to  each  vessel  or  by  the  sutures 
which  fasten  them  in  the  next  step  of  the  operation.  A  pair  of 
forceps  is  now  made  to  perforate  the  broad  ligament  from  its 
posterior  aspect  (at  the  point  at  which  the  round  ligament  is  cut 
on  the  anterior  surface),  and  the  cut  end  (the  pelvic  end)  of  the 


,(r 


r 


Fig.  2. 


round  ligament  is  grasped  in  the  bite  of  the  forceps  (Fig.  1)  and 
pulled  through  the  hole  in  the  broad  ligament  (made  by  the  for- 
ceps in  perforating)  until  it  protrudes  on  the  posterior  side  of 
the  broad  ligament.  The  opposite  side  is  treated  in  a  similar 
manner.  The  cut  ends  of  the  round  ligaments  are  now  attached 
by  means  of  sutures  to  the  cornua  of  the  uterus  on  the  pos- 
terior aspect  of  the  uterus  directly  back  of  the  original  point  of 
attachment  of  the  normally  attached  round  ligament  (Fig.  2). 
The  point  of  attachment  may  be  higher  or  lower  than  this,  as  the 
surgeon  may  find  necessary  to  accomplish  the  result.  If  neces- 
sary as  much  of  the  round  ligament  is  cut  off,  before  suturing  it 
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to  the  uterus,  as  is  necessary  to  take  up  any  slack  and  give  the 
proper  amount  of  tension  and  support  to  the  uterus.  This  ends 
the  operation.  The  suture  is  a  continuous  one  and  may  be 
either  chromicized  gut  or  silk.  The  effect  of  this  procedure  is  to 
draw  the  fundus  of  the  uterus  upward  and  forward  into  a 
perfect  position. 

The  uterus  remains  a  pelvic  organ.  It  has  no  artificial  sup- 
ports. It  is  as  free  to  expand  in  pregnancy  as  it  was  originally, 
with  no  greater  danger  of  the  tearing  away  of  its  supports. 
There  are  no  adhesions  to  give  future  trouble  from  pain  or  possi- 
ble strangulation  of  bowels. 

There  is  absolutely  no  tension,  and  therefore  no  danger  of  a 
pregnancy  or  anything  else  destroying  the  operation,  or  of  an 
abortion  occurring.  The  tops  of  the  broad  ligaments  are  twisted 
forward,  not  enough  to  endanger  the  Fallopian  tubes  by  strangu- 
lation, but  sufficiently  so  (more  or  less  as  the  surgeon  desires)  to 
draw  up  and  suspend  most  perfectly  the  ovaries,  if  they  be  pro- 
lapsed and  the  ligaments  are  over-stretched.  The  results  are 
perfect,  both  theoretically  and  practically,  and  have  only  to  be 
tried  in  order  to  convince. 

Since  writing  this  paper  I  have  received  a  letter  from  Dr. 
Webster  in  answer  to  one  from  me,  in  which  he  says  that  recently 
he  has  been  severing  the  round  ligaments  in  cases  where  he  found 
too  much  tension  when  he  drew  them  through  doubled  on  them- 
selves, as  he  originally  proposed  in  his  paper,  and  thus  does 
away  with  one  of  the  objections  (too  much  tension)  to  his  method 
of  suturing,  and  to  which  I  have  called  attention. 
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plete  or  complete  prolapse  is  frequently  observed  in  women  who 
have  borne  children,  but  in  the  virgin  and  nuUiparous  woman 
such  a  condition  seems  to  be  very  rare.  No  consistent  study  of 
this  latter  class  of  cases  has  been  made,  and,  although  the  liter- 
ature furnishes  little  information  on  the  subject,  I  have  compiled 
a  few  facts  which  I  believe  will  be  of  some  little  interest  for 
presentation  in  this  paper. 

My  personal  observation  of  prolapse  of  the  uterus  in  nuUi- 
parous women  is  limited  to  one  case  coming  under  my  care  on 
June  10,  1901.  The  patient,  A.  A.  W.,  American,  white,  57 
years  of  age,  single  and  positively  nulliparous  woman,  gave  me 
the  following  history :  Her  father  died  of  typhoid  fever,  mother 
and  one  sister  of  consumption.  Two  brothers  and  one  sister  are 
living,  strong  and  healthy,  and  are  free  from  any  deformity. 
Aside  from  the  usual  diseases  of  childhood,  including  scarlet 
fever,  the  patient  had  always  enjoyed  excellent  health.  Her 
occupation  was  that  of  a  housewife,  but  her  duties  had  never 
been  excessively  laborious.  The  menstrual  function  first  ap- 
peared at  15  years  of  age,  was  regular,  lasted  six  and  seven  days, 
and  was  painful  during  the  first  day  of  the  flow.  The  meno- 
pause occurred  at  42  years  of  age.  At  32  years  of  age  she  first 
noticed  that  the  cervix  presented  at  the  vulvar  cleft  when  on 
her  feet  for  any  great  length  of  time.  Since  30  years  of  age 
she  had  had  a  profuse  mucoid,  yellowish  leucorrheal  discharge, 
and  even  previous  to  that  age  she  had  complained  much  of  gen- 
eral weakness  and  backache.  The  descent  of  the  uterus  grad- 
ually increased,  and  during  the  last  seven  years  she  said  it  has 
been  quite  extruded  from  the  body.  In  March,  1899,  she  con- 
sulted Dr.  Skene,  of  Brooklyn,  N.  Y.,  who  advised  operation. 
Since  then  she  has  attempted  to  keep  the  uterus  in  position  by 
means  of  a  pessary,  but  without  any  degree  of  success.  Her 
chief  symptom  has  been  difficult  micturition,  and  it  was  for 
retention  of  urine  that  her  physician.  Dr.  I.  Newcomet,  of 
Stouchsburg,  Pa.,  was  called  and  discovered  the  prolapse.  On 
admission  to  the  University  Hospital  she  complained  of  pain  in 
the  vulva,  extending  down  the  thighs,  sacral  backache,  general 
weakness,  and  that  the  uterus  extruded  from  the  vulva.  She 
was  unable  to  attend  to  her  daily  duties. 

On  making  a  pelvic  examination  the  uterus  was  found  in  the 
position  known  as  complete  or  the  third  degree  of  prolapse.  The 
cervix,  smooth  and  regular,  protruded  a  distance  of  two  inches 
beyond  the  vulvar  cleft,  and  the  vagina  was  quite  completely  in- 
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vaginated  and  prolapsed.  The  uterine  cavity  measiTred  four 
inches,  and  by  palpation  the  cord-like  elongated  cervix  was 
demonstrable.  The  posterior  wall  of  the  bladder  was  prolapsed 
with  the  vagina.  The  rectum  remained  in  normal  position.  The 
uterine  body  was  in  the  position  of  a  plus  first  degree  of  retro- 
version. After  replacing  the  prolapsed  structures,  the  pelvic 
diaphragm  was  palpated  and  found  to  be  tonic  and  completely 
intact,  the  levator  ani  muscle  and  pelvic  fascia  being  felt  as  a 
ridged  band  crossing  the  pelvis,  from  which  the  posterior  vagina 
had  been  detached.  Except  for  a  small  ulcer  and  the  scar  of  a 
previous  ulcer  near  the  cervix,  the  vaginal  walls  were  smooth 
and  not  injured.  The  case  was  one  of  complete  prolapse  of  the 
uterus  and  vagina,  with  hypertrophic  elongation  of  the  supra- 
vaginal cervix,  occurring  certainly  without  injury  or  apparent 
distinct  relaxation  of  the  pelvic  floor,  or  injury  or  hypertrophy 
of  the  vaginal  cervix. 

Since  the  production  of  the  prolapse  in  this  case  was  not 
dependent  upon  injury  or  undue  relaxation  of  the  supports  of 
the  pelvic  floor,  subinvolution  or  injury  to  the  uterus,  and  the 
uterus  was  rather  high  in  position,  the  selection  of  a  form  of 
operation  for  the  permanent  cure  of  the  condition  was  a  sub- 
ject of  considerable  concern. 

During  the  last  eight  years,  in  perhaps  75  cases  of  incomplete 
and  complete  prolapse  in  multiparous  women,  we  have  practised 
the  following  operations  with  constant  and  entire  satisfac- 
tion :  High  amputation  of  the  cervix,  whether  hypertrophied  or 
of  normal  size,  to  secure  involution  of  the  uterus.  The  forma- 
tion of  a  wide  triangular  denudation,  or  rather  resection  of  the 
anterior  vaginal  wall,  the  base  of  the  triangle  being  on  the 
anterior  surface  of  the  amputated  cervix,  and  the  apex  just 
posterior  to  the  external  urinary  meatus.  This  denudation  is 
closed  by  transverse  silkworm-gut  sutures,  the  first  two  or  three 
sutures  passing  through  the  cervical  tissue  to  attain  the  support 
gained  by  the  so-called  crutch  operation,  and  the  others  passing 
well  into  the  wall  of  the  bladder.  Then  the  formation  of  a  tri- 
angular denudation  on  the  posterior  vaginal  wall,  a  modified 
Hegar  operation,  the  apex  of  the  triangle  reaching  almost  to 
the  cervix,  and  the  base  being  at  the  vulvar  orifice.  This  denu- 
dation is  closed  by  silkworm-gut  sutures  so  introduced  from 
above  downward,  outward,  and  inward  as  to  catch,  retract 
within  the  vagina,  and  bring  together  in  the  median  line  a  mass 
of  the  anterior  fibres  of  the  levator  ani  muscle  and  the  pelvic 
fascia.     The  introduction  of  the  sutures  is  begun  at  the  apex  of 
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the  triangle,  and  each  suture  after  being  placed  is  shotted,  so 
that  in  the  introduction  of  the  succeeding  suture  the  muscle  and 
fascia  are  caught  and  secured  at  a  lower  level  than  would  other- 
wise be  possible. 

Where  the  woman  has  not  reached  the  menopause,  is  young, 
these  operations  have  been  in  one  or  two  instances  supplemented 
by  ventrosuspension  of  the  uterus.  That  the  plastic  operations 
are  alone  efficient  is  shown  in  one  instance,  where  the  woman  has 
since  operation  given  birth  to  two  children  and  the  uterus  and 
vagina  have  remained  in  excellent  position.  In  the  common  case 
of  prolapse,  in  the  woman  who  has  passed  the  climacteric  period 
of  life,  we  believe  that,  except  in  the  extremely  rare  instance 
where  all  supporting  structures  of  the  uterus  and  vagina  are 
excessively  relaxed  and  atrophied,  the  atrophic  changes  follow- 
ing the  replacement  of  the  uterus  form  this  organ  into  a  very 
small  body  of  fibrous  tissue  upon  which  the  intra-abdominal 
pressure  has  little  influence  in  causing  a  descent  of  the  previously 
prolapsed  structures.  This,  of  course,  provided  the  plastic 
surgery  furnishes,  as  it  should,  adequate  support. 

In  the  case  here  reported,  since  the  descent  of  the  structures 
occurred  through  general  weakness,  was  probably  primary  in 
the  vaginal  wall  attachments,  secondarily  strongly  influenced  by 
the  action  of  the  intra-abdominal  pressure,  the  woman  was  in  the 
postclimacteric  period  of  life,  and  the  chances  of  recurrence 
would  be  much  greater  than  where  the  anatomical  causes  could 
be  explained,  my  conclusion  was  to  supplement  the  plastic  ope- 
rations just  described  by  a  strong  abdominal  fixation  of  the 
uterus.  The  operations  were  carried  out  on  June  12,  the  uterus 
being  secured  to  the  abdominal  wall  by  means  of  two  silk  sutures 
passed  through  the  fascia  of  the  rectus  muscle  on  each  side  and 
a  large  portion  of  the  uterine  muscle  at  the  posterior  portion  of 
the  fundus.  The  patient  had  a  perfectly  normal  convalescence, 
and,  after  remaining  in  the  recumbent  position  for  four  weeks, 
left  the  hospital.  The  result  of  the  operation  now,  after  eight 
months,  has  been  entirely  satisfactory. 

A  similar  case  appeared  for  treatment  at  the  Gynecean  Hos- 
pital in  August,  1889.  The  patient  was  a  single  woman  20  years 
of  age.  She  had  never  been  pregnant.  ]\Ienstruation  appeared 
at  16  years  of  age  and  was  regular  and  normal.  Complete  pro- 
lapse of  the  uterus  had  been  present  for  five  years.  For  two 
years  she  had  had  a  profuse  leucorrhea  and  painful  micturition. 
No  attempt  at  operative  cure  was  made  in  this  case,  but  a  pessary 
was  introduced. 

42 
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These  two  cases  have  been  the  only  instances  of  complete  pro- 
lapse of  the  uterus  in  nulliparous  women  treated  at  the  Gyne- 
cean  Hospital  in  twelve  years  and  at  the  University  Hospital  in 
nine  years.  During  this  time,  on  the  other  hand,  at  least  100 
cases  of  similar  descent  of  the  uterus  in  multiparous  women 
have  been  treated. 

The  frequency  of  incomplete  and  complete  acquired  prolapse 
of  the  uterus  in  nulliparae  it  is  impossible  to  determine.  Many 
text  books  on  gynecology  state  that  it  sometimes  occurs  or  may 
occur  in  such  women.  I  find  that  men  of  large  and  many  years* 
experience,  such  as  Olshausen,  Leopold,  Emmet,  and  Kelly,  have 
observed  but  a  single  case.  Scanzoni  saw  15  among  114  cases  of 
prolapse,  E.  Martin  6  among  174  cases,  Fritsch  6  among  80, 
Liebman  3  among  39,  and  Neugebauer  saw  7  among  28,000  gyne- 
cological cases.  The  cases  reported  in  the  literature,  with  the 
exception  of  those  just  referred  to,  are  the  descriptions  of  a 
single  case  by  a  single  writer.  I  have  been  able  to  collect,  includ- 
ing the  two  cases  here  reported,  64  cases.  The  experience  of 
Scanzoni,  Martin,  Fritsch,  Liebman,  and  Neugebauer  appear  to 
be  decidedly  exceptional.  I  think  it  is  a  conservative  estimate 
that  not  more  than  one  per  cent  of  the  cases  of  prolapse  of  the 
uterus  occur  in  nullipara. 

In  29  of  the  64  cases  collected  the  age  of  the  patient  was 
stated:  21  were  between  13  and  26  years  of  age,  and  8  between 
38  and  75  years  of  age.  In  all  but  two  when  observed  the  pro- 
lapse was  complete.  In  one  instance  there  was  a  complete  con- 
genital absence  of  the  perineum,  and  in  another  a  double  uterus 
was  completely  prolapsed.  In  neither  instance  did  the  writer 
believe  these  malformations  influenced  the  production  of  the 
prolapse.  In  12  of  the  cases  reported  an  opinion  as  to  the  cause 
of  the  descent  of  the  uterus  is  given.  Two  were  undeveloped 
women  with  an  infantile  uterus.  Three  were  weak,  sickly 
women  with  relaxed  tissues.  In  7  the  prolapse  followed  soon 
after  assuming  a  laborious  occupation.  In  one  the  prolapse 
occurred  suddenly  after  a  severe  physical  effort ;  two  had  kypho- 
sis; one  followed  contraction  efforts  of  the  uterus  in  expelling 
a  myoma ;  and  in  another  a  wide  pelvis  with  a  very  deep  Doug- 
las cul-de-sac  was  given  as  the  cause.  Dysentery,  frequent 
vomiting,  coughing,  consumption,  and  excessive  venery  were 
given  as  the  exciting  cause  in  single  instances.  In  9  cases  the 
form  of  treatment  is  stated.  Three  were  treated  with  a  pessary 
and  three  with  plastic  operations  alone;  two  with  ventrofixation 
and  plastic  operations;  and  one  with  ventrofixation  and  a  cup 
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pessary.  In  the  case  reported  by  Olshausen  a  pessary  was  em- 
ployed for  four  years,  then  anterior  and  posterior  colporrhaphy 
was  performed,  six  months  later  a  transverse  closure  of  the 
vagina  was  performed,  and  then  four  years  later  abdominal  fix- 
ation. All  failed  to  keep  the  uterus  in  position.  No  estimate  as 
to  the  results  of  operation  can  be  obtained. 

The  only  conclusion  to  be  gained  from  a  study  of  the  cases 
of  prolapse  of  the  uterus  in  nuUiparas  thus  far  reported  is  that 
commonly  its  subjective  etiology  is  chiefly  dependent,  first,  upon 
poor  health,  physical  weakness,  and  general  tissue  relaxation; 
and,  second,  frequently  upon  want  of  development  of  the  uterus 
and  its  supports.  The  exciting  causes  are  the  diseases,  laborious 
occupations,  and  great  physical  effort  which  actively  increase 
the  intra-abdominal  pressure. 

The  cure  must  naturally  depend  much  upon  the  general  health 
of  the  patient,  and,  since  we  have  not  here  the  common  important 
causes  of  prolapse  resident  in  the  process  of  labor  and  the  puer- 
perium,  upon  the  performance  of  such  plastic  and  abdominal 
operations  as  shall  positively  restore  the  equilibrium  of  the  uterus 
and  fix  the  prolapsed  structures  in  natural  position. 

I  am  indebted  to  Dr.  Charles  C.  Norris  for  valuable  assistance 
in  the  compilation  of  the  literature  on  this  subject. 
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(With  two  charts.) 


In  Jewett's  "Practice  of  Obstetrics,"  published  in  October. 
1901,  the  status  of  obstetrical  opinion  in  the  treatment  of  puer- 
peral toxemia  is  thus  summarized:  Those  who  follow  the  teach- 
ing of  Charpentier,  of  France,  and  Winckel,  of  Germany,  be- 
lieve that  the  uterus  in  eclampsia  should  be  let  alone,  except 
after  full  dilatation  of  the  os,  as  the  irritation  of  inducing  labor 
or  artificially  dilating  a  cervix  precipitates  convulsive  attacks; 
and  that  in  eclampsia  Cesarean  section,  manual  dilatation  of  the 
cervix,  and  especially  deep  incisions  of  the  cervix,  are  absolutely 
unjustifiable.  On  the  other  hand,  the  weight  of  opinion  in  the 
congress  held  at  Geneva,  1896,  is  in  favor  of  emptying  the  uteiTis 
in  as  short  a  time  as  possible  in  instances  of  eclampsia.  The 
author  further  states  that  manual  dilatation  and  incision  of  the 
cer^^x  uteri  are  comparatively  new  methods  of  treatment,  and 
there  are  but  few  statistics  as  to  the  results  of  these  operations. 

We  wish,  therefore,  to  report  the  following  cases  of  extreme 
puerperal  toxemia. 

Case  I. — Mrs.  F.,  primipara;  22  years  old:  previous  history 
negative.  Visited  my  office  early  in  October,  1899,  to  engage 
me  for  her  confinement ;  she  flowed  last  from  ]\lay  12  to  INIay  17 ; 
date  of  expected  confinement,  February  26,  1900.  No  edema; 
no  headaches;  no  epigastric  distress.  November  1,  urine  was 
examined;  the  amount  in  twenty-four  hours  was  1,500  cubic 
centimetres;  mixed  sample,  albumin  was  absent;  urea,  two  per 
cent.  On  November  10  her  husband  telephoned  that  his  wife 
had  headache,  and  tingling  in  the  left  ring  finger.  I  called  No- 
vember 11  at  9  A.M.  Her  eyelids  were  swollen;  face  disfigured; 
normal  facial  folds  obliterated;  hands  pale  and  swollen;  ankles 
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swollen  and  feet  shapeless.  She  suffered  from  severe  frontal 
headache  and  dimness  of  vision.  An  ambulance  was  summoned 
and  the  patient  removed  to  the  "Waldeck  Sanitarium.  In  the 
Etoibulance  patient  had  first  convulsive  seizure;  so  severe  was 
this  convulsion  that  the  lower  jaw.  was  dislocated  on  both  sides. 
Patient  arrived  at  the  hospital  unconscious;  rapid,  weak  pulse; 
short,  shallow  breathing.  After  consultation  with  Dr.  W.  W. 
Kerr  it  was  decided  to  empty  the  uterus  by  accouchement  force, 
which  was  done  practically  without  chloroform,  as  the  patient 
M^as  comatose.  The  cervix  was  cut  laterally  and  a  five-and-a- 
half -months  fetus  rapidly  extracted.  The  placenta  was  removed 
and  uterine  bleeding  encouraged  by  abdominal  poultices  and 
warm  douching.  The  patient  had  two  subsequent  convulsions. 
The  urine  increased  in  quantity  from  day  to  day;  during  the 
first  twenty-four  hours  but  150  cubic  centimetres  of  urine  were 
excreted.  The  patient  made  an  uninterrupted  recovery;  in  six 
weeks  after  the  operation  the  urine  was  normal  and  the  patient 
in  good  health. 

Case  II.— On  February  24,  1900,  Mrs.  Y.  consulted  Dr.  Z.  T. 
IMalaby.  She  was  six  months  pregnant  and  offered  the  follow- 
ing history:  Aged  39  years;  married  eighteen  years.  She  was 
pregnant  ten  years  ago,  but,  after  suffering  from  pernicious 
vomiting,  swelling  of  face  and  extremities,  she  aborted  a  three- 
months  fetus.  On  February  24, 1900,  she  seemed  normally  preg- 
nant. The  urine  was  analyzed  frequently  until  April  21,  when 
the  amount  became  less  and  considerable  albumin  was  present. 
Milk  diet  was  ordered  and  purgatives,  diaphoretics,  and  diuretics 
given.  On  May  1  the  patient  had  a  short  convulsion.  The  secre- 
tion of  urine  was  practically  suppressed.  Fifty  cubic  centimetres 
of  bloody  urine  were  all  that  was  passed  in  twenty-four  hours. 
The  patient  was  removed  to  the  French  Hospital,  and  on  May 
2  the  patient  presented  general  edema,  obliteration  of  facial 
folds,  dulness  of  sight  and  intellect,  marked  headache,  and  epi- 
gastric pain.  Sulphate  of  magnesia,  nitroglycerin,  copious 
saline  enemata,  hot-air  baths,  etc.,  were  ordered.  The  urine  in- 
creased in  quantity  and  the  amount  of  albumin  lessened,  the 
patient  still  remaining  stupid.  On  May  5  she  had  a  second  con- 
vulsion at  11  A.M.  I  was  sent  for  and  decided  to  empty  the 
uterus.  A  third  convulsion  occurred  before  the  operation  and 
the  patient  became  deeply  cyanosed ;  pulse  rapid  and  weak ; 
respiration  shallow.  Accouchement  force  was  performed  and 
the  patient  delivered  of  a  dead  fetus,  evidently  several  days 
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dead.  There  were  no  further  convulsions.  Mrs.  V.'s  recovery 
was  eventless.  She  left  the  hospital  fifteen  days  afterward— 
May  20 — in  good  condition. 

Case  III.— Patient,  Mrs.  S.,  was  brought  to  me  from  the  coun- 
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Urine  chart,   Case   III.,   Mrs.    S. 
urme — solid  line. 


Urea — broken  line  ;  albumin — dotted  line  ; 


try  on  September  13,  1901,  She  was  44  years  of  age  and  had 
borne  four  children.  Her  pregnancies  had  been  practically 
normal,  her  labors  eventless.  She  flowed  regularly  until  April 
last,  when  the  menstrual  epochs  ceased.     For  five  months  she  has 
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not  been  well.  She  has  been  weak,  dizzy  at  times,  suffers  from 
constant  nausea  and  severe  frontal  headache.  For  two  weeks 
has  noted  a  gradual  loss  of  vision,  until  now  she  is  blind;  she 
ean  distinguish  night  from  day,  but  that  is  all.  A  doctor  in  the 
country  had  had  her  on  a  milk  diet  and  had  been  giving  her 
saline  purgatives,  nitroglycerin,  etc.  The  patient  was  removed 
to  the  French  Hospital  and  on  September  15,  1901,  her  condition 
was  thus :  Patient  a  large,  pale,  restless  woman,  staring,  sightlesa 
eyes,  edema  of  the  face  and  extremities,  with  her  mind  very 
much  disturbed ;  persistent  vomiting ;  medicines  not  retained ; 
marked  epigastric  pain;  temperature  96°,  pulse  98.  She  was 
placed  on  a  milk  diet ;  nitroglycerin  was  hypodermatically  given ; 
hot-air  baths  begun.  Copious  rectal  enemata  of  normal  salt  so- 
lution were  given  high.  On  September  16,  1901,  the  amount  of 
water  in  twenty-four  hours  was  150  cubic  centimetres.  The  pa- 
tient 's  restlessness  had  increased  and  the  mind  assumed  maniacal 
tendencies;  vomiting  was  uncontrollable.  I  decided  to  rapidly 
empty  the  womb  by  manual  dilatation  of  the  cervix  uteri  and 
version.  Uterine  hemorrhage  was  encouraged.  The  fetus  was 
dead.  The  umbilical  cord  was  black  and  the  surface  of  the  fetus 
macerated.  Two  hours  after  the  operation  the  nervousness  in- 
creased and  violent  mania  ensued;  the  vomiting,  however,  had 
stopped,  and  the  patient  was  very  thirsty.  She  had  to  be 
strapped  in  bed,  and,  on  account  of  her  weak  pulse,  morphine 
had  to  be  cautiously  given.  The  mania  lasted  thirty  hours^ 
when  it  suddenly  subsided.  The  amount  of  urine  became  very 
great  and  on  the  fourth  day  she  passed  3,000  cubic  centimetres 
of  urine.  The  sight  improved,  and  in  three  weeks,  on  October 
6,  the  patient  left  the  hospital  feeling  well.  She  could  tell  time 
from  an  ordinary  watch  dial  and  could  read  print.  She  returned 
to  her  country  home,  but  on  November  6  came  to  San  Francisco, 
went  shopping,  and  returned  to  Alameda  County  the  same  day. 
She  had  an  attack  of  palpitation  of  the  heart  and  was  brought 
back  to  San  Francisco  November  8.  Dr.  Kerr  and  I  in  con- 
sultation d-ecided  that  the  patient  had  acute  dilatation  of  the 
heart,  but  after  a  week  in  bed  the  patient  regained  strength, 
and  she  is  now  able  to  get  around  comfortably.  She  has  to  be 
careful  about  over-exertion,  but  the  heart  action  at  present  is 
satisfactory. 

Case  IV. — Mrs.  B.,  aged  23;  primipara.  Previous  history 
good.  She  was  sent  to  the  French  Hospital  by  Dr.  McLaughlin 
on  November  23,  1901.     She  was  seven  months  pregnant  and 
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for  the  past  two  weeks  had  been  nauseated  continually  and 
vomited  many  times  a  day.  The  vomiting  and  nausea  were  in 
no  way  caused  by  the  ingestion  of  food.  She  had  epigastric 
pain,  headache,  and  dimness  of  vision;  the  patient  presented 
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Urine   chart,    Case    IV.,    Mrs.    B. 
urine — solid   line. 


Urea — broken    line  ;    albumin — dotted    line  ; 


general  edema.  On  November  23  her  temperature  was  99°,  her 
pulse  100 ;  the  urine  400  cubic  centimetres  in  twenty-four  hours ; 
amount  of  urea,  10  grammes;  albumin,  1.8  grammes.  Patient 
put  on  magnesium  sulphate,  infusion  digitalis,  milk  diet,  and 
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hoi  baths.  November  24,  urine  400  cubic  centimetres;  Novem- 
ber 25,  urine  400  cubic  centimetres ;  November  26,  urine  350 
cubic  centimetres.  November  26,  blood  16,000  leucocytes  and 
6,QOO,000  red  blood  corpuscles.  November  27,  at  1  p.m.,  the  pa- 
tient had  a  convulsion  which  lasted  twenty  minutes;  afterward 
remained  cyanosed;  respiration  short  and  quick;  pupils  greatly 
contracted.  Chloral  was  given  by  the  rectum,  and  at  4 :10  p.m. 
patient  had  second  convulsion,  which  was  very  severe.  At  4 :30 
p.m.  I  performed  manual  dilatation  of  the  cervix  uteri.  Mul- 
tiple incisions  of  the  cervix  uteri  were  necessary  to  sufficiently 
dilate  the  cervical  canal.  Then  forceps  were  applied  and  a 
seven-months  child  was  delivered  alive.  There  were  no  further 
convulsions.  There  was  a  gradual  increase  of  urine  and  de- 
crease of  albumin,  until,  on  December  14,  mother  and  child  left 
the  hospital  in  good  health. 

I  want  to  call  your  attention  to  the  following  facts  in  these 
four  cases :  In  Case  1  the  onset  of  the  disease  was  so  sudden  and 
the  severity  so  great  that  the  patient  was  operated  on  without 
anesthesia.  I  certainly  think  temporizing  with  such  a  case 
would  have  been  unjustifiable.  On  November  1  this  patient's 
coridition  was  normal;  on  November  11  she  was  stricken  with 
severest  convulsions. 

Patient  No.  2  was  seven  months  pregnant.  Rapid  delivery 
of  the  child  certainly  offered  the  best  chance  for  the  child,  and, 
in  my  opinion,  the  best  chance  for  the  mother. 

Patient  No.  3  was  blind.  Uremic  mania  had  begun  before  it 
was  decided  to  empty  the  uterus.  Nitroglycerin,  hot-air  baths, 
milk  diet,  salt  solution  had  been  well  tried;  chloral  had  been 
used  without  results.  Here  the  child  was  dead  when  removed; 
the  cord  was  black  and  pulseless;  the  skin  of  the  fetus  was 
macerated. 

In  Cases  2  and  3  the  fetuses  were  dead,  and  thus  we  have 
clinical  refutation  of  the  statement  often  made  in  text  books 
that  convulsions  ceased  when  fetuses  perished. 

In  Case  4  the  patient  had  been  on  milk  diet  for  two  weeks. 
Everything  in  a  prophylactic  way  had  been  tried.  The  convul- 
sions had  come  on  and  were  so  severe  that  I  considered  the  in- 
terests of  the  mother  and  child  demanded  accouchement  force. 

I  wish  to  call  your  attention  to  the  urine  charts  of  Cases  3 
and  4.  In  Cases  1  and  2  I  noticed  a  progressive  decrease  in  al- 
bumin and  increase  in  urea  after  the  operation,  but  in  Cases  3 
and  4  this  was  not  so ;  the  albumin  decreased,  the  amount  of 


666  GIRVIN  :    TWO    HYSTERECTOMIES   FOR   FIBROID   TUMOR. 

urine  increased,  but  the  amount  of  urea  bore  no  constant  rela- 
tion to  the  condition  of  the  patients, 

I  am  indebted  to  Dr.  Z.  T.  Malaby  and  Dr.  W.  P.  Harvey  for 
the  notes  and  charts  of  these  cases. 

1132  Sutter  street. 


TWO  HYSTERECTOMIES  FOR  FIBROID  TUMOR  WITH 
MARKED   ANEMIA.^ 


JOHN   H.    GIRVIN,    M.D., 
Philadelphia,   Pa. 


I  DESIRE  to  report  these  cases,  not  so  much  on  account  of  their 
being  unusual,  for  they  are  rather  of  the  common  form  of  the 
more  severe  type  of  fibroid,  but  to  bring  forward  the  question  of 
gynecological  operations  in  cases  with  a  more  or  less  marked 
degree  of  anemia. 

Most  of  the  text  books  simply  mention  the  fact  that  in  certain 
fibroid-tumor  cases  anemia  is  common,  and  recommend  build- 
ing the  patient  up  before  operation  is  undertaken.  In  rather 
a  superficial  examination  of  the  literature  I  have  found  very  few 
direct  references  to  this  question.  Deaver  and  Moore,  in  the 
PliUadelpliia  Medical  Journal,  in  speaking  of  operations  in 
anemia,  say  that  for  acute  suppurative  conditions  or  after  acute 
or  chronic  hemorrhages  operation  for  the  relief  of  the  condition 
may  be  done,  no  matter  what  the  per  cent  of  hemoglobin,  and 
present  records  of  cases,  with  only  10  to  20  per  cent  of  hemo- 
globin at  the  time  of  operation,  terminating  favorably.  Out  of 
118  cases  of  appendicitis  two  had  a  percentage  of  hemoglobin  less 
than  40  per  cent,  and  both  were  successfully  operated. 

Kalteyer-  states  that  "it  has  been  demonstrated  by  clinical 
and  experimental  research  that  ether,  given  as  an  anesthetic, 
produces  certain  well-defined  functional  and  structural  changes 
in  the  economy,  particularly  upon  the  red  corpuscles,  and  that 
after  an  operation  a  fall  in  corpuscular  hemoglobin  occurs.. 
While  there  are  some  instances  on  record  in  which  a  general 
anesthetic  has  been  given  to  a  patient  with  a  very  low  hemo- 

^Read  before  the   Section  on  Gynecology,   College  of  Physicians  of" 
Philadelphia,  February  20,  1902. 
^Phila.  Med.  Journal,  December  2,  1902. 
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globin  percentage  with  favorable  results,  the  exceptions  do  not 
prove  the  rule,  and  therefore  the  conclusion  seems  justifiable  that 
a  general  anesthetic  must  not  be  given,  except  under  the  stress  of 
absolute  necessity,  if  the  hemoglobin  is  low." 

In  an  article  on  "The  Amount. of  Hemoglobin  in  regard  to 
Surgical  Procedures,"^  Da  Costa  states  that  he  has  seen  opera- 
tions in  four  patients  whose  percentage  of  hemoglobin  was  below 
30.  The  recoveries  in  all  the  cases  were  uneventful.  In  one 
case  a  panhysterectomy,  lasting  an  hour  and  a  half,  was  per- 
formed upon  a  patient  whose  blood  showed  21  per  cent  of  hemo- 
globin. There  were  no  ill  results  in  this  case.  Da  Costa  is  in- 
clined to  believe  that  "Bierfreund's  investigations^  in  Mikulicz's 
clinic  have  led  to  the  current  impression  among  surgeons  that  it 
is  highly  dangerous  to  give  a  general  anesthetic  to  a  patient 
whose  hemoglobin  percentage  is  below  30 ;  some  operators  regard 
40  per  cent  as  the  lowest  limit  of  safety. ' ' 

In  one  of  the  cases  I  wish  to  report  the  history  is  that  of  an 
unmarried  woman  of  35.  There  has  been  no  bleeding  between 
the  periods— which  have  been  regular,  but  prolonged  and  pro- 
fuse for  several  years— but  the  last  few  periods  have  been  un- 
usually profuse,  lasting  from  seven  to  ten  days.  She  has  had 
marked  anemia  for  three  years,  with  shortness  of  breath  on  the 
least  exertion  and  some  slight  swelling  of  the  limbs.  Upon 
examination  I  found  the  cervix  softened  and  obliterated,  as  it 
is  found  fairly  along  in  the  first  stage  of  labor.  It  was  dilated 
to  the  size  of  half  a  dollar  and  thinned  out.  Upon  introducing 
the  finger  into  the  uterine  cavity  there  was  found  a  firm  fibroid 
mass  projecting.  The  woman  was  sent  to  the  Presbyterian  Hos- 
pital, and  upon  a  later  examination  it  was  found  that  this  mass 
was  attached  to  the  left  side  of  the  cervix  by  a  broad  attachment. 
On  the  right  side  the  finger  could  be  passed  as  far  as  it  would 
reach,  and  it  was  afterward  found  that  a  sound  could  be  passed 
for  fourteen  inches.  The  mass  was  distinctly  submucous  in  char- 
acter. I  kept  the  patient  in  the  hospital  for  seven  weeks  before 
operation  and  attempted  to  build  up  her  blood  condition.  Dur- 
ing that  time  she  was  given  iron  and  arsenic,  as  much  as  she 
could  stand,  and  the  hemoglobin  increased,  but  very  slowly.  At 
the  time  of  admission  the  hemoglobin  was  about  36  per  cent  with 
about  2,800,000  red  blood  corpuscles.  At  the  time  of  operation 
it  had  reached  42  per  cent  of  hemoglobin.     The  operation  was 

^Clinical  Hematology,  Philadelphia. 
^Langenbeck's  Archiv,  1890-91,  vol.  xli.,  p.  1. 
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a  difficult  hysterectomy  and  was  done  under  general  ether  anes- 
thesia, lasting  about  two  hours.  The  patient  took  the  anesthetic 
well  and  only  from  five  and  a  half  to  six  ounces  were  used.  The 
recovery  after  operation  was  unusually  easy  and  uneventful. 
"When  she  left  the  hospital,  about  eight  weeks  after  operation, 
the  hemoglobin  was  about  46  per  cent.  Before  the  operation, 
and  while  we  were  attempting  to  build  her  up,  she  had  another 
menstrual  period  and  the  hemoglobin  dropped  from  38  to  32  per 
cent,  the  lowest  it  was  at  any  time.  This  occurred  while  she 
was  absolutely  quiet,  on  her  back,  and  under  as  careful  treatment 
as  we  could  give  for  her  anemia. 

The  second  case  is  that  of  a  colored  woman  aged  36;  married 
twelve  years;  one  child  about  ten  years  ago.  Three  years  ago  I 
operated  upon  her  for  lacerated  cervix.  At  that  time  she  was 
told  she  had  a  fibroid  uterus,  although  there  were  no  notes  of 
any  distinct  nodules,  but  the  uterus  was  slightly  enlarged  and 
hardened.  She  continued  apparently  perfectly  well,  doing  her 
usual  work  as  a  laundress.  The  menstrual  periods  lasted  six  to 
seven  days,  but  were  not  unusually  severe.  I  did  not  see  her 
again  until  some  time  before  Christmas.  Then  she  was  taken 
with  what  appeared  to  be  an  attack  of  la  grippe.  There  were 
catarrhal  symptoms  and  severe  aching  of  the  bones.  I  gave  her 
medicine,  and  all  the  symptoms  cleared  up  but  the  pain,  which 
had  settled  down  in  the  pelvis.  I  found  over  the  abdomen  a 
large  mass  and  thought  of  the  possibility  of  pregnancy.  How- 
ever, upon  inquiry  it  was  found  that  menstruation  had  been 
regular  and  there  were  no  other  signs  of  pregnancy.  After  care- 
ful questioning  she  said  the  flow  had  been  a  little  more  free  for 
the  last  three  or  four  months.  The  symptom  of  severe  pain 
continued  and  was  associated  with  practically  an  obstruction  of 
the  bowel.  Forty-eight  hours  had  passed  without  the  bowels 
being  opened.  She  was  sent  to  the  hospital  and  we  finally  suc- 
ceeded in  relieving  the  pain.  The  temperature  kept  up  and  she 
had  some  anemia,  as  might  be  expected  following  the  influenza. 
She  was  sent  home  and  kept  on  tonics. 

About  the  first  of  this  month  she  returned  to  the  hospital  for 
operation.  Her  hemoglobin  was  40  per  cent  with  2,750,000  red 
corpuscles  and  about  5,000  white  corpuscles.  The  operation  was 
performed  at  once  without  attempt  to  raise  the  hemoglobin. 
Hysterectomy  was  done,  lasting  somewhat  over  two  hours.  In 
all  about  sixteen  ounces  of  ether  were  taken.  Her  convalescence 
has  been  entirely  uneventful.  It  is  ten  days  since  the  operation. 
Her  temperature  is  normal,  the  pulse  has  never  been  100,  and 
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there  are  no  bad  symptoms.  Her  hemoglobin  has  come  up 
steadily  during  the  convalescence,  and  advanced  to  43  per  cent  a 
week  after  the  operation,  and  to-day  is  45  per  cent. 

'J'he  two  cases  demonstrate  the  easy  convalescence  under  dif- 
ferent circumstances.  In  the  first  case  there  were  long-standing 
anemia  (due  to  the  amount  of  blood  lost)  and  marked  symp- 
toms. There  was  an  operation  that  was  not  excessively  long, 
with  a  small  amount  of  ether.  In  the  second  case  there  was 
rather  acute  anemia  (not  due  to  any  severe  loss  of  blood)  with 
no  symptoms,  but  a  long  operation  with  a  large  amount  of  ether. 
One  was  a  submucous  and  the  other  an  interstitial  growth.  In 
both  cases  the  patient  had  an  uneventful  recovery. 


THE   UNDEVELOPED  UTERUS.^ 


C.  L.  BONIFIELD,  M.D., 
Cincinnati,  O. 


Arrest  of  development  of  the  uterus  may  occur  during  intra- 
uterine life,  during  infancy,  or  at  the  age  of  puberty.  A  uterus 
of  the  first-mentioned  type  is  called  rudimentary,  one  of  the 
second  infantile,  and  one  of  the  third  class  pubescent,  con- 
genitally  atrophic,  or  undeveloped.  With  a  rudimentary  uterus 
there  is  frequently  absence  of  the  vagina.  The  ovaries  may  be 
absent,  rudimentary,  or  normal.  Such  a  uterus  rarely  if  ever 
menstruates.  If  the  ovaries  are  sufficiently  developed  to  ovulate, 
the  menstrual  molimen  may  be  present  without  any  flow.  In  a 
case  under  my  care  a  few  years  ago  the  uterus  was  extremely 
rudimentary  and  there  was  an  entire  absence  of  vagina,  but  the 
ovaries  were  normal  in  appearance.  Efforts  at  menstruation 
were  so  painful  that  castration  was  resorted  to. 

The  infantile  uterus  has  a  cervix  disproportionately  long,  thin- 
walled  body,  and  the  organ  as  a  whole  is  very  much  undersized. 
The  cause  of  the  arrest  of  development  is  not  known.  The 
ovaries  frequently  share  the  lack  of  development.  The  men- 
strual flow  from  such  a  uterus  is  scant  and  menstruation  fre- 
quently painful.  Sterility  usually  exists.  It  may  be  due  to  the 
lack  of  normal  ovulation  or  to  the  condition  of  the  uterus,  or 
both. 

^Read  before  the  Cincinnati  Obstetrical  Society,  December  12,  1901. 
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The  pubescent  uterus  is  much  more  common  than  the  infantile 
and  more  interesting  to  the  clinician.  The  body  and  the  cervix 
of  such  a  uterus  are  of  about  the  same  size,  but  neither  is  as 
large  as  it  should  be.  Sharp  anteflexion  is  almost,  if  not  quite, 
always  present.  Menstruation  is  scant,  and  it  is  usually  the 
pain  which  attends  this  function  that  brings  the  patient  to  a 
phj^sician.  Inquiry  will  usually  elicit  the  fact  that  menstru- 
ation did  not  begin  until  one,  two,  or  three  years  after  the  normal 
time  for  its  appearance. 

The  cause  of  this  condition  can,  not  always,  but  frequently, 
be  determined.  One  of  the  most  common  causes  is  chlorosis.  A 
severe  illness  of  any  kind,  such  as  typhoid  fever,  may  be  the 
cause.  Incipient  and  often  unrecognized  tuberculosis  is  a  fre- 
quent etiological  factor.  Syphilis,  hereditary  or  acquired,  is  a 
possible  cause.  Insufficient  or  improper  diet  undoubtedly  may 
retard  or  arrest  the  development  of  the  uterus.  In  the  poor, 
overwork  and  overcrowding  in  factory  and  sleeping  room  are 
important  factors.  In  the  wealthy,  lack  of  exercise,  or  too  many 
hours  spent  at  the  piano  or  school  desk,  is  more  apt  to  be  the 
cause. 

The  symptoms  which  are  produced  by  an  undeveloped  uterus 
are  those  connected  with  menstruation  and  sterility.  No  effect 
on  sexual  desire  or  power  of  gratification  has  been  observed.  The 
external  organs  of  generation  and  breasts  usually  show  no  lack 
of  development. 

In  the  early  years  of  menstrual  life  the  flow  is  scant  and  is 
usually  painless.  Later  dysmenorrhea  becomes  a  marked  symp- 
tom. It  is  of  the  obstructive  or  uterine  type.  The  pain  is 
located  just  above  the  pubis  and  is  most  marked  at  the  beginning 
of  the  flow.  The  fact  that  menstruation  was  not  at  first  painful, 
but  later  became  so,  proves  that  some  change  has  taken  place  in 
the  uterus.  This  change  is  the  development  of  an  endometritis 
of  which  the  undeveloped  uterus  is  a  predisposing  cause.  The 
vitality  of  an  undeveloped  organ  is  not  at  par.  The  narrow 
cervical  canal,  made  narrower  by  the  flexion,  is  easily  occluded 
by  swelling  of  the  mucous  membrane.  Drainage  of  the  uterine 
cavity  is  obstructed,  and  soon  the  congestion  becomes  inflam- 
mation. The  same  amount  of  congestion  of  a  uterus  normal  in 
size,  shape,  and  vitality  would  have  done  no  permanent  harm. 
A  large,  strong  ship  can  safely  weather  a  storm  that  wrecks 
smaller  craft. 

The  causes  of  the  congestion  are  too  manv  to  enumerate,  but 
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«ome  of  the  most  common  are  exposure  during  menstruation,  and 
prolonged  but  ungratified  erotic  desire,  induced  by  spending 
hours  in  company  with  an  amorous  companion  of  the  opposite 
se:^.  Some  cases  give  a  history  of  masturbation,  and  it  is  pos- 
sible that  this  is  one  of  the  causes  either  of  the  undeveloped 
state  of  the  uterus  or  the  attending  endometritis.  Sooner  or 
later,  in  a  large  proportion  of  cases,  after  the  endometritis  de- 
velops, the  body  of  the  uterus  increases  in  size  and  frequently 
the  supravaginal  portion  of  the  cervix  participates  in  the  growth. 
It  is  not  unusual  for  the  sound  to  show  that  it  is  three  and  a  half 
to  four  inches  from  the  external  os  to  the  fundus.  Whether  the 
growth  of  the  body  is  due  to  prolonged  congestion  or  is  the 
result  of  uterine  contractions  during  menstruation,  a  result  of 
the  obstruction  at  the  internal  os,  I  cannot  say,  but  the  fact  that 
the  increase  in  size  is  all  above  the  point  of  obstruction  speaks 
for  the  latter.  The  increase  in  size  of  the  uterus,  while  it  prob- 
ably is  one  step  toward  the  cure  of  sterility,  does  not  by  any 
means  produce  a  normal  uterus.  The  body  is  not  flattened 
antero-posteriorly,  as  it  should  be,  but  is  truly  pear-shaped.  Its 
cavity  is  real,  not  potential.  The  supravaginal  portion  of  the 
cervix  is  elongated,  and  the  infravaginal  remains  of  a  size  suited 
to  the  uterus  in  its  original  dwarfed  state.  The  anteflexion 
usually  persists,  though  it  may  change  to  a  retroflexion. 

Menstruation  now  becomes  profuse  and  the  severity  of  the 
dysmenorrhea  increases.  It  is  now  that  the  majority  of  these 
patients  first  present  themselves  to  the  gynecologist  for  treatment. 
Up  to  this  time  the  family  physician  has  been  able  to  give  them 
relief  by  the  use  of  the  more  harmless  analgesics;  but  now  no- 
thing but  morphine,  in  large  and  repeated  doses,  suffices,  and 
they  are  driven  to  seek  radical  relief. 

As  the  uterus  is  found  to  be  over  rather  than  undersized,  the 
true  nature  of  the  trouble  is  often  not  suspected ;  but  the  history 
of  menstruation  being  late  in  making  its  appearance  and  being 
scant  for  a  number  of  years,  with  no  constitutional  disturbances 
to  account  for  it,  should  give  the  gynecologist  the  clue.  It  may 
seem  a  misnomer  to  caU  the  uterus  undeveloped  when  it  is  really 
larger  than  normal,  but  as  lack  of  development  at  the  proper 
time  was  the  cause  of  the  pathological  condition  present,  and  as 
a  portion  of  the  uterus,  the  infravaginal  portion  of  the  cervix, 
remains  undeveloped,  I  know  of  no  better  name  for  it. 

So  little  is  known  as  to  the  cause  of  intrauterine  and  infantile 
arrest  of  growth  of  the  uterus  that  little  or  nothing  can  be  done 
to  prevent  it.     Healthy  and  well-developed  parents  are  apt  to 
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produce  normal  children.  Physicians  should  use  their  influence 
to  prevent  the  marriage  of  either  mental  or  physical  degenerates 
and  endeavor  to  secure  the  enactment  and  enforcement  of  laws 
prohibiting  it.  The  pregnant  woman  should  be  under  the  care 
of  her  familj''  physician  during  the  entire  term  of  pregnancy, 
and  he  should  so  regulate  her  diet  that  she  may  bring  forth  a 
vigorous  and  well-developed  child.  During  infancy  and  early 
childhood  the  constant  healthy  growth  of  the  child  should  receive 
the  attention  of  the  parents  and  physician.  These  measures, 
looking  to  the  general  healthy  growth  of  the  child,  are  all  that 
can  be  taken  to  prevent  the  stunting  of  the  uterus  during  fetal 
life  and  infancy.  Fortunately  infantile  uterus  is  a  rare  condi- 
tion, for  there  is  no  satisfactorj'-  treatment  for  it.  One  cannot 
expect  to  force  a  uterus  during  adult  life  to  do  the  growing  it 
should  have  done  in  the  earliest  months  of  its  existence.  When 
we  can  do  that  we  can  make  giants  of  Liliputians.  Such  cases 
usually  seek  treatment  for  dysmenorrhea  or  sterility.  There  is 
no  hope  of  relieving  the  sterility.  If  the  dysmenorrhea  is  ex- 
treme and  does  not  yield  to  treatment — and  it  usually  will  not — 
removal  of  the  ovaries  is  a  perfectly  justifiable  procedure. 

Proper  super\dsion  of  the  life  of  girls  at  the  time  of  puberty 
may  do  much  to  prevent  the  arrest  of  the  groAvth  of  the  uterus 
at  that  time.  At  this  time  most  girls  are  in  the  midst  of  their 
school  life.  Great  care  should  be  taken  that  their  studies  are 
neither  too  hard  nor  too  numerous.  Night  study  should  not  be 
permitted.  Plenty  of  exercise  in  the  open  air,  preferably  with 
congenial  company  of  their  own  sex,  should  be  insisted  upon. 
One  should  not  hesitate,  if  necessary,  to  order  that  a  girl  whose 
health  is  not  what  it  should  be  at  this  time  should  remain  home 
from  school  for  a  year  or  more,  for  an  educated  person  without 
health  is  like  an  engine  without  steam.  Moreover,  education  can 
be  acquired  later  in  life,  while  the  physician's  efforts  to  over- 
come lack  of  proper  development  at  a  later  period  often  are  quite 
futile.  ]\Iany  a  girl  has  had  her  health  wrecked  by  the  efforts 
of  her  parents  to  force  upon  her  a  musical  education  for  which 
she  has  neither  taste  nor  talent.  The  hours  spent  on  a  piano 
stool  at  this  time  of  life  should  be  few  indeed  and  those  few 
not  continuous.  I  am  sure  that  the  bicycle  has  done  more  harm 
than  good  to  the  pubescent.  The  family  physician  should  in- 
struct mothers  of  daughters  nearing  the  age  of  puberty  of  the 
importance  of  keeping  their  health  as  nearly  perfect  as  possible. 
He  should  also  inform  them  of  the  time  when  menstruation  may 
be  expected,  basing  his  opinion  on  the  nationality  of  the  parents, 
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the  history  of  the  mother,  of  older  sisters  if  there  be  any,  and 
the  climate  in  which  the  child  has  been  reared;  and  ask  to  be 
informed  if  it  is  delayed  more  than  a  few  months,  in  order  that 
appropriate  treatment  may  be  instituted  at  the  time  when  it  is 
most  likely  to  be  of  value.  Through  carelessness  or  a  false  modesty 
on  the  part  of  the  mother  menstruation  may  make  its  appear- 
ance without  the  girl  having  any  knowledge  of  such  a  function. 
The  alarmed  girl  resorts  to  a  cold  bath  or  some  other  equally 
harmful  measure  to  stop  the  flow  and  remove  the  evidence  of 
it.     It  is  inexcusable  for  such  a  thing  to  happen. 

When  a  mother  consults  a  physician  concerning  her  daughter 
who  is  16  or  17  years  old  and  has  never  menstruated,  it  is  usual 
for  her  to  receive  the  advice  to  make  no  effort  to  induce  the  estab- 
lishment of  the  function.  In  the  light  of  our  present  knowledge 
this  is  bad  advice.  The  uterus  that  begins  menstruation  late 
ceases  to  do  so  early.  There  is  lack  of  vital  energy  in  such  a 
uterus,  usually  lack  of  development.  Therefore,  while  no  power- 
ful emmenagogues  (if  rhere  be  emmenagogues)  should  be  given 
and  no  local  examination  made,  everj'  effort  should  be  made  to 
put  the  girl  in  the  healthiest  possible  condition.  The  adminis- 
tration of  quinine  and  ergot  in  tonic  doses  for  their  effect  on 
the  muscles  of  the  uterus,  and  strychnine  for  its  effect  on  its 
nerves,  is  indicated.  An  occasional  warm  sitz  bath,  to  attract 
the  blood  to  the  pelvis,  would  be  useful. 

For  the  treatment  of  the  undeveloped  uterus,  either  before  or 
iifter  hypertrophy  of  the  body,  thorough  dilatation,  curettage, 
and  packing  is  usually  the  best  and  most  successful  method. 
Electrical  enthusiasts  prefer  the  use  of  that  agent,  but  my 
limited  experience  with  it  convinces  me  that  it  has  no  advantages 
over  the  surgical  method,  and  the  decided  disadvantage  that  it 
requires  prolonged  treatment,  which  means  much  handling  of 
the  generative  organs — a  thing  to  be  especially  avoided  in  unmar- 
ried women,  which  most  of  these  patients  are.  The  operation  of 
curettage,  to  be  successful,  may  have  to  be  repeated  one  or  more 
times.  At  least  six  months  should  intervene  between  one  curet- 
tage and  another,  while  the  troublesome  symptoms  may  recur 
after  an  absence  of  as  much  as  two  years.  In  the  cases  of  pu- 
bescent uteri  that  do  not  finally  yield  to  this  treatment  when 
properly  done,  I  believe  the  ovaries  will  always  be  found  to  be 
at  fault.  Ovaries  much  undersized  and  having  more  or  less  com- 
pletely undergone  cystic  degeneration  are  the  kind  which.  I  have 
most  frequently  found  when  the  severity  and  persistence  of  the 
•symptoms  have  justified  an  abdominal  section. 
43 
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The  routine  pathological  examination  of  all  tissues  removed 
at  operation  has  been  carried  out  in  the  gynecological  depart- 
ment since  the  opening  of  the  new  hospital  building  in  January, 
1898.  From  this  date  to  January  1.  1901,  528  operative  cases 
supplied  tissues  for  examination,  a  brief  resume  of  the  findings 
being  given  in  this  paper.  Of  course  operations  such  as  ventral 
suspensions  of  the  uterus  in  which  no  tissues  were  removed,  or 
vaginal  punctures  with  the  evacuation  of  pelvic  abscesses  in 
w^hich  merely  cultures  were  made,  are  not  included  in  these  523 
cases.  Although  frequently  the  microscopic  findings  in  a  single 
instance  may  seem  of  little  interest,  the  study  of  any  extensive 
series  of  similar  cases  cannot  fail  to  render  the  observer  familiar 
Avith  the  various  stages  of  similar  pathological  processes  and  thus 
lead  him  to  a  correct  interpretation  of  the  appearances  in  a  given 
case,  which  might  still  remain  obscure  to  one  not  familiar  with 
the  possible  changes  in  these  tissues.  Valuable  statistics  may 
also  result  from  this  routine  work'  when  it  has  been  carried  out 
for  a  sufficient  time,  and  occasionally  special  interest  will  be 
aroused  by  finding  a  totally  unsuspected  pathological  condition. 
Moreover,  the  microscope  sometimes  affords  us  the  means  of 
making  an  early  diagnosis,  so  that  operative  measures  can  be 
instituted  at  a  period  when  complete  removal  of  the  disease  can 
still  be  hoped  for. 

Examination  of  Tissues.  — The  tissues  were  fixed  as  soon  as  pos- 
sible after  operation.  Curettings  were  hardened  usually  in 
alcohol,  but  formalin  has  been  employed  lately  with  good  results. 
Larger  specimens,  such  as  ovaries,  were  sketched  and  the  gross 
appearances  described,  the  weight  and  measurements  being  also 
given.  Cover-slips  and  cultures  of  pus,  if  present,  were  made 
and  fluids  from  cysts  examined.     As  a  rule  these  specimens  were 

^From  the  service  of  Dr.  Hunter  Robb  and  the  Pathological  Labora- 
tory of  the  Lakeside  Hospital,  Cleveland,  O. 
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hardened  in  Orth's  (formalin-]\Iuller)  fluid,  embedded  in  celloi- 
din,  and  stained  with  hematoxylin  and  eosin.  The  sections  hav- 
ing been  examined,  the  description  of  the  microscopic  appear- 
an(jes  was  also  added ;  the  loose  sheets,  upon  which  the  records 
were  made,  were  subsequently  bound,  and  a  comprehensive  card 
index  was  made.  From  time  to  time  the  slides  and  records  were 
inspected  and  the  diagnoses  corroborated  by  the  visiting  patholo- 
gist, Dr.  W.  T.  Howard,  Jr. 

The  resident  gynecologist  upon  this  service,  besides  assisting 
the  visiting  gynecologist.  Dr.  Hunter  Robb,  in  all  operations,  had 
direct  charge  of  the  pathological  work  of  the  department.  This 
was  frequently  a  great  advantage,  especially  in  very  adlierent 
cases  in  which  the  specimens  removed  were  much  distorted,  as 
the  relations  and  conditions  at  the  time  of  operation  were  known, 
and  as  a  result  the  pathological  investigation  was  much  facili- 
tated. 

Besides  the  routine  technique  above  described,  special  methods 
of  fixing,  embedding,  staining,  etc.,  were  constantly  being  car- 
ried out,  and,  thanks  to  the  courtesies  extended  to  us  by  our 
colleagues,  interesting  gynecological  eases  occurring  in  the  other 
services  of  the  hospital  were  frequently  examined  also  in  our 
department,  although  these  do  not  appear  in  our  figures. 

CLASSIFICATION    OF    MATERIAL. 

I.  Uterine  Lesions.  E)ulo)n(tyHis.  —  ln  the  diagnosis  of  the 
inflammatory^  conditions  of  the  endometrium  writers  vary  widely. 
In  such  a  tissue,  presenting  at  ditferent  epochs  so  many  appear- 
ances, all  of  which  may  be  normal,  the  personal  equation  neces- 
sarily plays  a  prominent  part  in  making  a  diagnosis,  more  espe- 
cially as  ditferent  hardening  agents  will  make  a  decided  differ- 
ence in  the  appearance  of  the  tissues.  In  the  classification  adopt- 
ed three  main  groups  were  made:  (1)  glandular  hypertrophy, 
(2)  glandular  hyperplasia,  (3)  interstitial  endometritis,  although 
it  is  hardly  necessary  to  state  that  combinations  are  the  rule.  In 
the  presence  of  the  first  two  no  actual  infiammatory  eliange  may 
be  demonstrable,  although  these  conditions  are  usually  included 
nnder  the  general  head  of  endometritis.  By  yhnuluhir  Jiyper- 
irophy  is  meant  an  increase  in  the  size  of  the  glands,  due  to  an 
increase  of  the  glandular  elements— the  epithelium  — so  that,  al- 
though the  actual  number  of  the  ghmds  remains  the  same,  the 
nuiltiplication  of  the  epithelium  which  preserves  its  single  layer 
produces  elongation  and  dihitation  of  the  gland  with  the  i-esult- 
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ing  twisting,  pouching,  convolution,  or  invagination  so  frequent- 
ly seen.  Many  of  the  hypertrophic  cases  may  strongly  suggest 
hyperplasia,  by  which  is  meant  an  increase  in  the  number  of  the 
glands,  although  the  size  may  remain  normal ;  but  the  majority 
are  instances  of  true  hypertrophy,  and  the  hyperplastic  appear- 
ance is  to  be  explained  by  the  occurrence  in  a  number  of  sec- 
tions of  different  portions  of  the  same  convoluted  gland.  The 
two  conditions  of  hypertrophy  and  hyperplasia  may  exist  to- 
gethe^i'.  but  a  purely  hyperplastic  condition  is  but  seldom  seen. 
The  interstitial  form,  as  the  name  implies,  affects  the  stroma, 
the  glands  being  only  secondarily  affected— for  instance,  by  an 
atrophy  resulting  from  the  contraction  of  the  connective  tissue. 
Both  acute  and  chronic  forms  are  seen,  the  former  characterized 
by  a  marked  cellular  infiltration,  the  latter  by  a  fibrosis.  It 
is  with  respect  to  this  chronic  type  that  such  a  dift'erence  of 
opinion  exists,  many  writers  believing  the  condition  to  be  prac- 
tically normal,  except  in  very  marked  cases,  while  others  regard 
it  as  pathological.  Our  classification  has  been  made  in  accord- 
ance Avith  the  latter  view.  The  following  is  a  table  of  our  find- 
ings : 

NUMRER    OF    CASES    OF    ENDOMETRITIS    EXAMINED. 

Glandular    hypertrophy 62 

Glandular  hyperplasia 3 

Endometritis   interstitialis   acute 124 

chronic     21 

Glandular   hypertrophy    with    hyperplasia 10 

"           and     acute    inter- 
stitial   endometritis 1 

Glandular  hypertrophy  with  hyperplasia  and  chronic  inter- 
stitial   endometritis 5 

Glandular  hypertrophy  with  acute  interstitial  endometritis.     8 

"  ''      chronic        "  ''  38 

hyperplasia      "  "  '■  "  1 

Decidual  tissue  and  placental  remnants  associated  with  marked 
cellular  infiltration  occurred  in  47  cases  (not  included  above)  of 
curetting  after  abortion. 

Tubercular  endometritis  was  found  once,  Path.  No.  312.  The 
true  condition  was  unsuspect-ed  before  operation,  but  the  micro- 
scopic appearances  were  unmistakable.  In  a  case  of  tubercular 
pyosalpinx  the  endometrium,  although  showing  a  very  marked 
acute  interstitial  endometritis,  failed  to  present  recognizable 
tubercular  structure.  Polypoid  endometritis  was  well  marked  in 
4  cases,  2  being  associated  with  fibromvomata  of  the  uterus. 
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^Malignant  adenoma  of  the  body  of  the  uterus,  differentiated 
by  Gebhard  from  the  ordinary  adenocarcinoma  of  the  uterus  by 
the  fact  that  the  epithelium  retains  its  single  layer,  occurred  in 
one  case.  A  curetting  was  first  performed  for  diagnosis  and 
the  uterus  subsequently  removed  by  vaginal  hysterectomy.  Sev- 
eral small  areas  of  the  diseased  condition  were  found  upon  the 
left  lateral  and  posterior  surface  of  the  endometrium ;  the  pro- 
cess was  at  an  early  stage,  the  muscularis  not  being  appreciably 
implicated.  The  appearance  was  very  characteristic,  the  stroma 
being  reduced  to  a  minimum ;  the  epithelium  Avas  pale  and  swol- 
len, and  showed  numerous  karyokinetic  figures. 

Sarcoma  of  the  uterus  occurred  in  three  cases.  These  have 
been  reported  more  fully  elsewhere.^  The  first  case  was  one  of 
myofibroma  sarcomatodes  uteri  arising  from  a  myofibroma  of 
the  uterus ;  development  of  the  tumor  was  traced  from  both  un- 
striped  muscle  and  connective-tissue  cells;  the  uterus  Aveighed 
8,750  grammes  and  measured  20  x  18  x  18  centimetres.  Another 
case  was  one  of  myosarcoma  uteri  developing  from  a  fibromyoma 
of  the  uterus  through  sarcomatous  transformation  of  the  connec- 
tive-tissue elements.  In  the  same  uterus  were  found  multiple 
fibromyoraata  showing  calcification  and  hyaline  degeneration. 
The  uterus  in  this  case  weighed  4,700  grammes  and  measured 
28  X  19  X  15.5  centimetres.  The  third  case  proved  to  be  an  in- 
stance of  smooth-muscle-celled  sarcoma,  due  to  the  transforma- 
tion of  muscle  and  connective-tissue  cells  of  the  uterine  wall  with- 
out the  previous  existence  of  a  fibromyoma.  The  uterus  was  not 
so  large  as  in  the  other  cases,  weighing  but  450  grammes,  but  the 
growth  was  exceedingly  malignant  and  active.  The  patient  died 
eighty  days  after  operation,  numerous  metastatic  growths  in  the 
lungs  and  a  local  recurrence  being  found  at  autopsy. 

Fihromyomata  uteri  occurred  in  24  cases.  In  11  of  these 
the  tumors  Avere  small  and  remoA^ed  by  myomectomy,  5  being  the 
maximum  number  in  a  single  ease,  the  heaviest  of  these  small 
tumors  Aveighing  39  grammes.  In  the  remaining  13  cases  myo- 
mectomy Avas  tAvice  performed,  and  supraA'aginal  hysterectomy 
in  the  others.  Path.  No.  226  A\'as  a  submucous  fibroid  A^^eighing 
565  grammes  and  measuring  14  x  10  x  7  centimetres.  It  Avas  re- 
moved per  vaginam  after  the  narroAV  pedicle  attaching  it  to  the 
fundus  uteri  had  been  severed  with  an  ecraseur.  The  specimen 
Avas  exhibited  by  Dr.  Robb  before  the  Cleveland  Medical  Society 

^Weir,  W.  H. :  Muscle-Cell  Sarcomata  of  the  Uterus.  America.x  Jour- 
nal OF  Obstetrics,  May,  1901. 
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November  24,  1899.  Path.  No.  256  presented  a  fibromyoma 
weighins;  1.780  grammes  and  was  associated  with  a  fibroid  of  the 
ovary.  This  ease  was  reported  more  in  detail  by  the  writer  in 
The  American  Journai-  of  Obstetrics,  vol.  xlii.,  No.  3,  1900. 
Path.  Nos.  374  and  467  showed  a  combination  of  myoma  and 
sarcoma  and  have  been  mentioned  above.  The  largest  myomatous 
tumor  removed  weighed  4,055  grammes.  Hyaline  and  fatty 
change  and  calcification  were  found  in  different  specimens,  and 
the  presence  of  mast  cells  in  sections  stained  with  carbolic  tolui- 
din  blue  was  frequently  noted.  Although  in  many  of  the  cases 
the  tumors  were  very  adherent  and  difficult  to  remove,  recovery 
occurred  in  every  instance. 

Metritis  was  well  marked  in  7  cases.  Path.  No.  131  was  from 
a  hysterectomy  in  a  case  of  complete  prolapse  of  the  uterus  com- 
plicated with  pregnancy  which  had  terminated  by  abortion  at 
the  third  month.  Path.  No.  295  was  a  case  of  suppurative  metri- 
tis due  to  streptococcus  infection  following  an  abortion  from  a 
uterus  septus  partialis.  The  uterine  wall  Avas  riddled  with  ab- 
scess cavities,  and  a  tubo-ovarian  abscess  upon  the  left  side 
seemed  to  have  been  due  to  infection  through  the  uterine  wall, 
since  the  lumen  of  the  tube,  except  at  the  extreme  outer  end, 
presented  a  perfectly  normal  appearance.  ]\Iost  of  the  remaining 
cases  of  metritis  were  found  in  connection  with  fibre myomata 
for  which  hysterectomy  was  performed.  The  small  number  of 
these  cases  of  metritis  is  accounted  for  by  the  fact  that  this  diag- 
nosis was  not  counted  in  cases  which  were  simply  curetted,  and 
that  wherever  possible  conservative  operative  measures  were 
adopted  and  the  uterus  was  not  removed. 

Suhinvolution  was  the  diagnosis  in  one  case.  The  uterus  was 
much  enlarged,  the  wall  being  from  3  to  5  centimetres  in  thick- 
ness and  showing  great  numbers  of  mast  cells.  No  actual  inflam- 
matory cellular  infiltration  was  found.  This  patient  had  grown 
tired  of  conservative  treatment  and  insisted  upon  a  hysterectomy. 

A  normal  uterine  wall  occurred  a  number  of  times  in  cases  of 
fibromyoma.  the  sections  being  taken  from  unaffected  areas. 

Cervix. — Fibroadenomatous  polypi  were  removed  in  5  cases. 

Carcinoma.— Thirteen  cases  furnished  material  for  examina- 
tion ;  all  of  these  when  admitted  were  in  an  advanced  condition, 
hysterectomy  being  performed  but  once.  This  case  was  a  nulli- 
para who  subsequently  died  from  a  recurrence.  The  case  is  re- 
ported more  in  detail  by  the  writer  in  The  American  Journal 
of  Obstetrics,  vol.  xlii..  No.  3,  1900. 
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In  the  remaining  cases  curetting  and  cauterization  was  per- 
formed, sometimes  being  repeated;  in  all  the  disease  was  ad- 
vanced and  palliative  measures  alone  were  considered  advisable. 
^\11  the  carcinomata  of  the  cervix  were  of  the  epithelioma  type 
except  Path.  Nos.  44  and  83  (two  specimens  of  tissue  from  the 
same  case  at  different  times)  ;  'the  growth  in  this  instance 
was  apparently  adenomatous.  The  occurrence  of  marked  cellu- 
lar infiltration  Avith  eosinophilic  leucocytes  was  noted  very  fre- 
quently in  these  cases. 

The  following  diagnoses  were  also  made  :  Cervicitis,  18 ;  erosion 
(true),  2 ;  adenomatous  formation,  8 ;  hypertrophy ,  3. 

Scar  tissue,  formed  after  trachelorrhaphy,  was  removed  in  one 
ease  where  there  was  suspicion  of  beginning  carcinoma,  but  this 
was  not  confirmed  on  microscopic  examination. 

II.  Ovarian  Lesions.— Fibromata  were  found  in  two  cases. 
Path.  No.  91  was  a  small  pedunculated  growth  from  the  ovary, 
the  sulci  upon  the  surface  showed  germinal  epithelium;  peri- 
oophoritic  adhesions  were  present  and  a  catarrhal  salpingitis. 

Path.  No.  256  was  a  case  of  fibroid  of  the  ovary  associated  with 
fibromyomata  of  the  uterus  and  has  already  been  referred  to 
under  the  latter  heading.  The  ovarian  tumor,  measuring 
9  X  8  X  6.5  centimetres,  was  of  stony  hardness  and  consisted  of 
dense  interlacing  fibrous  tissue  with  very  few  recognizable  ova- 
rian structures. 

A  single  dermoid  cyst  (Path.  No.  38)  was  met  with.  The  cyst, 
measuring  24  centimetres  and  26  centimetres  in  circumference, 
was  npn-adherent  and  the  tube  was  normal.  The  contents  con- 
sisted of  sebaceous  matter,  which  solidified  after  .the  cyst  was  re- 
moved, a  sweat-like  fluid,  and  a  quantity  of  hair.  The  wall 
showed  skin,  cartilage,  bone,  several  teeth,  striped  muscle,  and 
lymphadenoid  tissue.  Upon  one  side  of  the  tumor  were  found 
the  remains  of  the  ovary,  which  presented  a  nornMl  appearance. 

Multilocular  adenocystoma  was  found  but  once  and  at  a  very 
early  stage.  The  main  cyst,  being  only  1  centimetre  in  diameter, 
was  thought  to  be  a  Graafian  follicle  until  examined  microscopi- 
cally, when  its  appearance  was  found  to  be  most  characteristic. 
Unsuccessful  attempts  were  made  to  trace  its  origin,  but  the 
"Wolffian  ducts  in  the  mesosalpinx,  although  in  close  relation, 
showed  no  connection  with  the  cyst  and  the  epithelium  was  of 
an  entirely  different  type.  No  connection  with  the  germinal 
epithelium  upon  the  surface  could  be  found.  The  cyst  epithe- 
lium was  tall  and  narrow  and  showed  numerous  goblet  cells.    The 
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Avhole  ovary  Aveighed  12  grammes  and  contained  a  number  of 
Graafian  follicles  of  normal  appearance. 

]Multi]ocnlar  papillary  adetiocystoma  occurred  twice.  Path. 
No.  164,  a  large  cyst  upon  the  left  side  with  a  number  of  smaller 
cavities  contained  1,620  cubic  centimetres  of  fluid  which  coagu- 
lated with  heat  and  showed  a  specific  gravity  of  1.042.  The 
contents  of  the  dififerent  cysts  varied  in  color  considerably.  The 
right  ovary  was  not  so  enlarged,  but  showed  a  papillomatous 
growth  both  upon  the  surface  and  also  in  the  interior.  In  char- 
acter it  was  rather  solid  than  cystic,  but  microscopically  both 
sides  were  found  to  consist  of  arborescent  papillary  growths 
covered  Avith  a  single  layer  of  regular  columnar  epithelium  shoAv- 
ing  cilia.  Psannnomata  Avere  very  numerous.  Path.  No.  237 
shoAved  upon  the  right  side  a  large  multilocular  cyst  Aveighing 
1.450  grammes;  the  pedicle  Avas  firmly  tAA^sted  a  number  of 
times  and  the  vessels  in  it  AA'ere  thrombosed.  The  cyst  Avas  adhe- 
rent upon  all  sides  to  the  intestines,  and  the  only  parts  of  the 
tumor  Avhich  took  the  stain  Avere  in  the  immediate  A'icinity  of 
these  adhesions.  The  great  bulk  of  the  tissue  shoAA-ed  no  nuclear 
staining,  although  the  papillary  structure  was  plainly  visible. 
Both  the  tissue  and  the  cyst  fluid  Avere  hemorrhagic.  The  left 
C3^st  AA'cighed  1,105  grammes  and  Avas  also  multilocular.  The 
tissue  stained  Avell  and  showed  a  well-marked  papillary  structure 
coA'ered  by  a  single  layer  of  columnar  epithelium.  Psammomata 
Avere  found  in  small  numbers.  No  microscopic  e\ddence  of  car- 
cinomatous change  AV'as  found  in  either  of  these  cases,  and  clini- 
cally they  AA'ould  appear  benign,  since,  although  the  condition 
Avas  far  advanced,  at  the  present  time,  more  than  tAA'o  years  after 
the  operations,  the  patients  are  alive  and  A\^ell  and  shoAv  no  evi- 
dence of  recurrence. 

]\Iultilocular  papillary  adeno-cysto-carciiionia  occurred  tAvice. 
Path.  No.  28  w^as  an  advanced  case  and  proved  to  be  inoperable. 
When  an  exploratory  incision  AA'as  made  the  ascitic  fluid  and  a 
small  nodule  for  pathological  examination  AACre  alone  removed. 
Shortly  afterAA^ard  the  patient  died,  and  a  subsequent  autopsy 
revealed  a  very  extensive  implication,  the  uterine  Avail,  bladder, 
and  rectum  being  invaded,  and  diffuse  implantations  being  found 
throughout  the  abdomen.  Microscopically  the  papillary  growth 
Avas  very  luxuriant,  completely  filling  most  of  the  cyst  cavities. 
The  epithelium  shoAved  actlA'e  proliferation  and  Avas  stratified, 
irregular  in  shape,  SAvollen,  and  Avith  dark  nuclei  frequently 
shoAving  karyokineses.     No  psammomata  Avere  found. 
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Path.  No.  160  Avas  also  an  advanced  case  in  a  woman  aged  67. 
The  cyst  Avas  miiltilocular  and  16  centimetres  in  diameter.  The 
papillary  processes  extending  into  the  cyst  cavities  were  covered, 
as#a  rnle,  Avith  stratified  epithelium  as  in  the  preceding  case,  hut 
in  some  areas  the  appearance  resembled  that  of  a  simple  papillary 
cyst,  the  epithelium  being  regular,  columnar,  and  in  a  single 
layer.  Large  areas  of  the  tumor  were  degenerated  and  did  not 
stain :  no  psammomata  were  found.  This  patient  died  some 
three  months  after  operation,  numerous  metastases  being  found 
at  autopsy. 

In  both  of  these  cases  the  appearance  was  typically  carcinoma- 
tous, and  it  is  of  interest  to  note  that  no  psammomata  were  found 
in  them,  Avhile  these  bodies  occurred  in  the  two  simple  papillary 
cysts  mentioned  above.  This,  however,  is  by  no  means  always  the 
case,  since  they  are  usually  found  in  the  malignant  cases  as  well. 

Papilloma  of  the  ovary  was  found  twice.  This  condition  really 
corresponds  Avith  the  papillary  adenocystoma,  and  one  of  the  in- 
stances occurred  in  Case  No.  164,  mentioned  under  the  latter 
heading. 

Path.  No.  439  shoAved  a  small  superficial  papilloma  of  the  ovary 
covered  in  by  adhesions  Avhich  bound  the  tube  and  OA'ary  to- 
gether. The  papilla?  Avere  not  complex ;  the  epithelium  Avas  reg- 
ular columnar  and  in  a  single  layer ;  psammoma  bodies  Avere  also 
noted.  In  this  case  the  point  of  origin  seemed  to  be  in  the  ger- 
minal epithelium  upon  the  surface  of  the  ovary. 

Corpus-luteum  cysts  Avere  frecpiently  found,  but  Avere  usually 
of  small  size.  In  many  instances  it  AA^as  impossible  to  distinguish 
betAA'cen  these  cysts  and  Graafian  follicles  Avhich  had  lost  the 
membrana  granulosa  and  into  the  caA'ities  of  AA'hich  hemorrhage 
had  occurred.  Eosinophiles  were  noted  quite  often  in  the  Avails 
of  the  cysts  of  the  corpus  luteum. 

Follicular  hypertrophy  (hydrops  folliculorum).  —A  number 
of  cases  occurred  in  AA'hich  a  single  Graafian  follicle  had  become 
much  enlarged,  5  or  6  centimetres  in  diameter,  the  ovarian  tissue 
being  stretched  out  so  as  to  form  a  thin  iiiA'esting  shell.  ]Micro- 
scopically  many  of  these  shoAved  an  apparently  normal  lining  of 
membrana  granulosa ;  in  others  this  Avas  misvsing,  and  in  still 
others  hemorrhage  had  taken  place  into  the  cysts.  This  diag- 
nosis Avas  also  made  in  a  fcAV  cases  Avhere  the  ovary  Avas  consider- 
ably enlarged  and  filled  Avith  a  large  number  of  Graafian  folli- 
cles up  to  1  centimetre  in  diameter.  Ovaries  shoAving  this  latter 
condition  alone  Avere  rarely  removed  at  operation  in  our  serA'ice. 
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Ovarian  abscess  was  found  in  30  ovaries;  in  some  cases  the 
condition  was  bilateral  and  it  was  usually  associated  with  pyosal- 
pinx.  Streptococcus  pyogenes  was  found  in  two  cases :  in  most 
of  the  others  there  was  a  gonorrheal  history,  and  although  the 
gonococci  could  not  be  found  in  the  abscess,  they  were  occasion- 
ally demonstrable  in  the  tubes  in  the  same  cases.  In  almost  every 
case  of  ovarian  abscess  there  was  very  marked  cellular  infiltra- 
tion with  eosinophiles.^ 

Oophoritis.  —  Inflammatory  cellular  infiltration  of  any  con- 
siderable extent  was  seldom  found,  except  in  association  with 
ovarian  abscess,  only  12  instances  being  noted,  although  in  cases 
of  perioophoritis  the  process  might  be  very  active  and  intense. 
The  inflammatory  infiltration  was  usually  sharply  defined  by  the 
tunica  albuginea  and  rarely  had  invaded  the  ovarian  tissue 
proper.  The  small-celled  infiltration  found  in  advanced  corpora 
lutea  and  around  small  corpus-luteum  cysts  was  hardly  consid- 
ered as  pathological. 

Perioophoritis  was  the  most  frequent  condition  found  in  the 
ovary.  It  was  usually  limited  to  the  outer  surface  and  rarely 
invaded  the  ovary  itself.  As  an  acute  condition  it  occurred  in 
9  ovaries,  not  including  cases  of  ovarian  abscess,  while  a  more 
chronic  form  occurred  in  119  ovaries.  In  these  latter  fibrous 
adhesions  were  found  binding  the  ovary  to  the  surrounding 
structures:  beneath  the  adhesions  were  frequently  seen  inclu- 
sions of  germinal  epithelium  and  peritoneal  cells  which  presented 
a  most  varied  appearance  as  to  type  of  cell  and  arrangement.  A 
series  of  changes  was  noted  quite  frequently  by  which  there 
resulted  from  these  epithelial  inclusions  well-marked  calcified 
concentric  bodies,  identical  with  the  psammomata  found  in  papil- 
lomatous cysts  of  the  ovary.  These  bodies  were  found  31  times, 
in  7  instances  the  condition  being  bilateral.  No  doubt  they 
occur  far  more  frequently  than  these  figures  would  suggest, 
since  in  a  single  ovary  they  are  not  very  numerous  and  are  apt 
to  be  torn  out  of  the  section  during  cutting.  The  psammomata, 
as  a  rule,  occur  near  the  surface,  but  in  a  few  instances  they  were 
found  deep  down  in  the  ovary  in  connection  Avith  tubular  epithe- 
lial structures.  Path.  No.  466  showed  this  condition  well;  the 
tubes  and  ovaries  on  both  sides  were  adherent;  there  was  a  small 
hydrosalpinx  upon  the  right  side  and  a  pyosalpinx  upon  the  left. 

'Weir:   Eosinophiles,  etc.  (to  appear  shortljO- 
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Throughout  all  parts  of  the  ovaries  were  found  narrow  tubules 
Avhich  occasionally  branched ;  they  were  lined  with  a  single  layer 
of  deeply  staining  irregular  columnar  cells;  they  closely  resem- 
Ijled  the  Wolffian  ducts  in  the  mesosalpinx,  and  also  seemed 
similar  to  down-growths  from  the  germinal  epithelium.  The  con- 
dition was  neither  cystic  nor  papillary,  and  there  was  no  sugges- 
tion of  malignancy.  In  a  few  places  psammoma  formation  was 
noticed  in  relation  to  the  tubules;  a  somewhat  similar  appear- 
ance, but  limited  to  the  outer  part  of  the  ovary,  was  found  in 
3  other  cases,  in  which  they  were  apparently  formed  by  down- 
growths  from  the  germinal  epithelium. 

FarovarioH  cysts  occurred  in  three  cases.  Path.  No.  457 
showed  a  small  cyst  containing  about  3  ounces  of  fluid  with  a 
large  amount  of  cholesterin.  The  epithelium  was  flattened  and 
in  a  single  layer. 

Path.  No.  461.  The  cyst  measured  10  x  10  x  7  centimetres  in 
three  diameters  and  weighed  270  grammes.  It  presented  a 
typical  appearance,  the  tube  being  stretched  out  over  the  cyst 
and  the  ovary  being  normal.  The  epithelial  lining  in  a  single 
layer  was  columnar  or  cuboidal  and  non-ciliated. 

Path.  No.  487.  This  cyst  was  torn  to  pieces  during  removal, 
owing  to  the  numerous  adhesions.  The  epithelium  was  flattened 
and  in  a  single  layer. 

Numerous  instances  of  parovarian  cysts  of  small  sizes  were 
met  with ;  some  of  these  it  was  very  difficult,  or  even  impossible, 
to  differentiate  from  pei'itoneal  formations  due  to  inclusion  of 
cells  beneath  adhesions. 

Senile  ovary  was  the  diagnosis  in  34  instances  and  normal 
ovary  in  21.  In  these  there  was  no  appreciable  pathological 
lesion :  many  were  removed  with  uterine  fibromyomata.  others 
in  tubal  disease  such  as  ectopic  gestation,  or  more  rarely  for 
symptomatic  reasons. 

III.  Tubal  Lesions.  — Tubo-ovarian  cysts  occurred  in  two  in- 
stances. Path.  No.  178  showed  a  tumor  weighing  885  grammes 
and  measuring  in  circumference  in  two  diameters  37  centimetres 
and  32  centimetres.  The  tube  was  greatly  distended,  and  in  the 
cavity  formed  ])y  the  tube  and  ovary  were  775  cubic  centimetres 
of  dark  fluid.  The  epithelium  in  the  tube  was  lower  than  usual 
and  in  the  ovarian  portion  of  the  cyst  consisted  of  a  single  layer 
of  cuboidal  or  flattened  cells.  In  this  situation  were  found  sev- 
eral flattened  plaques,  1  to  1.5  centimetres  in  diameter,  slightly 
elevated  from  the  surface  and  black  in  color.     On  microscopic 
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examination  these  seemed  due  to  subepithelial  hemorrhages  which 
had  become  organized. 

Path.  No.  219.  This  cyst  Avas  ruptured  during  removal,  owing 
to  the  numerous  adhesions.  It  was  smaller  than  the  other  ease, 
but  the  character  of  the  epithelium  was  the  same. 

Hydrosalpinx  was  found  in  23  tubes.  In  some  cases  the  con- 
dition was  bilateral :  in  one  case  there  was  torsion  at  the  cornual 
end  with  resulting  infarction.  The  ovary  was  not  involved  in 
the  constriction.  This  accident  in  the  tube  alone  is  of  rare 
occurrence,  and  this  ease  is  more  fully  reported  elsewhere.^ 

Hematosalpinx.  —  Three  eases  are  recorded.  In  one  there  was 
a  ruptured  ectopic  gestation  in  the  other  tube,  which  probably 
accounted  for  the  blood  in  the  hematosalpinx,  the  closure  of  the 
fimbriated  extremity  having  i)robably  resulted  from  the  subse- 
quent inflammatory  action.  Another  case  occurred  in  connection 
■with  a  myoma  of  the  uterus;  the  infarctecl  hydrosalpinx  just 
mentioned  was  practically  a  hematosalpinx,  but  is  not  included 
in  the  above  three  cases. 

Tiilial  pregnancy. — Five  cases  were  met  with.  Path.  No.  221 
was  operated  upon  per  vaginam.  The  condition  was  very 
chronic  and  unsuspected.  The  chorionic  villi  were  much  degen- 
erated and  dif^cult  to  recognize.  The  other  tube  showed  a  pyo- 
salpinx  containing  B.  mucosus  capsulatus.  In  two  of  the  cases 
rupture  had  occurred  through  the  dorsal  surface  about  midway 
between  the  cornu  and  the  fimbriated  extremity,  but,  although 
the  clots  were  carefully  examined,  no  fetus  could  be  found.  In 
another  case  there  had  been  a  tubal  abortion  with  the  formation 
of  a  large  hematoma  at  the  fimbriated  extremity,  limited  in 
extent  by  the  formation  of  adhesions.  The  rupture  had  occurred 
some  time  before  operation,  and  the  true  condition  was  unsus- 
pected. Upon  careful  inquiry  there  proved  to  have  been  no  sug- 
gestive symptoms.  ^ 

Sarcoma  of  the  tube  Avas  found  as  a  metastasis  in  the  mucosa 
occurring  in  a  case  of  uterine  sarcoma  previously  mentioned. 

Tuberculosis  occurred  in  three  instances.  Path.  No.  266 
showed  a  right  pyosalpinx  and  a  left  salpingitis,  the  condition 
answering  to  the  so-called  salpingitis  isthmica  nodosa.  The 
epithelial  tubercles  were  well  marked,  but.no  giant-cell  forma- 
tion was  noted.     The  endometrium  showed  a  very  intense  inter- 

^Weir:  Torsion  of  a  Hydrosalpinx  Resulting  in  Infarction.  Amer- 
ican JoiRXAL  OF  Obstetrics,  vol.  xlvi.,  No.  4.  1901. 
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stitial  endometritis,  but  without  recognizable  tubercular  lesions. 
The  other  two  cases  were  very  chronic. 

Path.  No.  144.  Both  tubes  were  removed  for  chronic  salpin- 
gitis and  a  small  myoma  was  excised  by  myomectomy.  The  left 
tube  showed  a  slight  grade  of  chronic  tuberculosis  unrecogniz- 
able from  the  gross  appearances.  •  Tubercular  lesions  could  not 
be  found  in  the  other  tube. 

Path.  No.  308  showed  at  operation  recent  small  tubercles  over 
the  intestines.  In  both  tubes  there  was  a  slight  but  very  chronic 
tuberculosis  with  calcification.  The  ovaries  failed  to  show  tuber- 
cular lesions.  Unless  our  attention  had  been  directed  to  the 
cause  by  the  peritoneal  lesions,  the  true  condition  might  readily 
have  been  overlooked. 

Pyosalpinx  was  found  in  65  cases,  most  of  these  being  bilateral. 
There  were  seven  other  tubes,  not  included  here,  removed  for 
presumptive  acute  salpingitis  in  which  there  was  a  small  amount 
of  purulent  exudate  between  the  folds— more  properly,  a  catar- 
rhal salpingitis.  The  infective  agent  in  7  cases  proved  to  be 
gonococcus  from  cover-slip  examination  and  stained  sections  of 
the  tissues.  The  history  in  a  great  many  other  cases  was  sug- 
gestive, but  not  proved  by  the  finding  of  the  organisms.  Strepto- 
coccus pyogenes  occurred  twice;  B.  mucosus  capsulatus  and 
staphylococcus  pyogenes  albus  and  B.  tuberculosis  once  each.  In 
the  histological  examination  of  these  cases  we  Avere  struck  by 
the  almost  invariable  presence  of  eosinophilic  cells  in  the  cellular 
infiltration.  A  special  article  dealing  with  this  has  been  referred 
to  under  the  head  of  ovarian  abscess. 

Another  point  of  interest  is  the  remarkable  persistence  of  the 
epithelium  upon  the  folds  of  the  mucosa  in  pyosalpinx.  The 
cells  may  be  so  swollen  and  pale,  and  the  intercellular  spaces  so 
filled  with  inflammatory  cells,  that  the  epithelium  is  scarcely  dis- 
tinguishable from  the  swollen  connective-tissue  cells  of  the  folds. 
A  certain  amount  is,  of  course,  lost,  as  is  shown  by  the  numerous 
adhesions  forming  between  the  folds ;  but  a  large  part  remains, 
and  in  the  least  affected  areas  the  cilia  are  often  retained.  In 
the  advanced  cases  the  outline  of  the  mucosa  becomes  much  dis- 
torted, and  consequently  epithelial  diverticula  from  the  mucosa 
are  often  found  at  some  distance  from  the  rest  of  the  mucosa. 

Salpingitis,  other  than  pyosalpinx,  occurred  in  the  tubes  as 
follows:  Acute  general  salpingitis,  14;  subacute  and  chronic 
general  salpingitis,  52.  In  other  tubes  the  process  seemed  limit- 
ed  as   follows:    Endosalpingitis   alone,   23:    perisalpingitis,   22; 
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interstitial  salpingitis,  sometimes  associated  with  a  perisalpin- 
gitis, 9.  Two  eases  of  chronic  salpingitis  were  tubercular  and 
have  been  already  mentioned.  In  the  examination  of  these  cases, 
as  well  as  those  of  the  pyosalpinx,  the  origin  of  certain  epithe- 
lial formations  in  the  wall  of  the  tube  was  sometimes  doubtful, 
but  they  could  usually  be  recognized  as  belonging  to  one  or 
other  of  the  following  conditions:  (a)  Diverticula  from  the  mu- 
cosa, especially  in  cases  of  pyosalpinx.  In  several  cases  these 
Avere  seen  to  be  accessory  ostia  to  the  tube,  Avhile  in  others  they 
probably  represented  the  so-called  perisalpinx,  i.e.,  a  more  or  less 
complete  lumen  lying  alongside  the  main  mucosa.  Very  fre- 
quently they  could  be  seen  to  be  due  to  sharp  convolutions  of 
the  tube,  as  a  result  of  which  there  seemed  to  be  two,  sometimes 
three,  distinct  and  well-formed  lumina.  (&)  Another  source 
was  from  peritoneal  inclusions  which  presented  a  most  varied 
appearance,  forming  cystic  spaces  lined  by  single  or  multiple 
layer  of  epithelium  varying  in  form  from  the  fiat  to  the  columnar 
type  or  as  solid  masses  of  cells,  (c)  A  third  source  was  from  the 
Wolffian  ducts,  so  often  seen  in  the  mesosalpinx  as  small  tubules 
or  cysts,  but  occasionally  these  occurred  in  the  wall  of  the  tube, 
and  in  one  instance  in  the  muscularis  on  the  dorsum  of  the  tube 
were  found  what  seemed  to  be  Wolffian  ducts. 

In  connection  with  the  perisalpingitis  in  four  instances  there 
occurred  psammoma  formations  similar  to  that  mentioned  under 
perioophoritis.  Two  of  these  cases  were  associated  with  papil- 
lomatous tumors  of  the  ovary;  in  two  others  these  bodies  were 
found  in  the  mucosa  of  the  tube. 

A  normal  condition  Avas  found  in  40  tubes,  most  of  which  had 
been  removed  in  case  of  hysterectomy  for  uterine  myomata. 
Others  Avere  removed  with  the  ovary  where  the  latter  was  dis- 
eased, as  in  ovarian  cysts;  22  tubes  showed  merely  an  acute 
hyperemia,  due  probably  to  traumatism  at  the  operation.  They 
were  removed  for  conditions  similar  to  those  mentioned  when 
speaking  of  normal  tubes. 

Vagina.— The  following  conditions  were  found:  Vaginitis,  2; 
epithelioma,  2 ;  normal  vagina,  4.  The  vaginal  mucosa  removed 
by  denudation  in  perineorrhaphy  Avas  rarely  examined. 

y^if a.— Tissue  from  vulvo-vaginal  abscess  of  Bartholin's 
gland,  1 ;  condylomata,  1 ;  syphilitic  elephantiasis,  1 ;  adenopapil- 
loma  of  labium  minus,  1  (this  last  had  an  ulcerated  surface  and 
Avas  formed  of  narrow  tubules,  suggesting  a  sudoriferous  origin)  ; 
cyst  of  labium  minus,  1— this  Avas  pedunculated,  1.5  centimetres 
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in  diameter,  and  lined,  by  a  single  layer  of  columnar  epithe- 
lium. 

Breast.  —  Two  intracanalicular  adeno-myxo-fibromata  were  ex- 
amined :  one  measuring  6.5  x  5  x  3.5  centimetres  and  weighing 
55*  grammes ;  the  other  measured  3x3x2  centimetres.  They 
were  removed  in  conjunction  with  other  operative  measures. 

Ap2)endix.  — This  was  removed  in  76  cases  as  a  supplementary 
procedure  to  some  other  abdominal  operation.  The  following 
conditions  were  found : 

Normal  appendices,  49.  jMost  of  these  were  removed  on  ac- 
count of  light  adhesions,  sharp  flexures,  etc. ;  microscopically, 
however,  the  appearances  were  normal. 

Total  occlusion,  13.  As  this  frequently  occurs  after  middle 
life,  it  might  almost  be  included  with  the  normal  cases. 

Foreign  bodies  and  concretions  were  found  in  5 ;  one  of  these 
containing  two  grape  seeds,  in  the  other  4  were  hard  concretions 
of  debris,  epithelium,  etc. 

Cystic  appendices,  2.  In  one  of  these,  above  a  constriction, 
there  was  a  dilated  area,  1  centimetre  in  diameter,  lined  by  a 
single  layer  of  columnar  epithelium.  The  tubular  glands  had 
disappeared  from  being  stretched  out  flat;  the  stroma  of  the 
mucosa  and  the  lymph  nodules  were  almost  entirely  gone.  The 
other  cystic  case  Avas  due  to  myxomatous  degeneration  of  the 
mucosa  and  the  submucosa. 

Myxomatous  degeneration  of  the  mucosa  occurred  in  one  other 
case. 

Periappendicitis  was  found  5  times,  once  in  connection  with  a 
marked  interstitial  inflammation,  and  in  another  case  with  an 
unruptured  abscess  of  the  appendix  occurring  with  bilateral 
pyosalpinx. 

A  lipoma  of  the  shoulder  measuring  8  x  5  x  2.25  centimetres 
was  removed  at  the  time  of  a  pelvic  operation. 

A  thrombosed  varicose  vein  of  the  leg  was  also  removed. 

Tissues  showing  proctitis,  2 ;  omentitis,  9 ;  papilloma  of  anus,  1 ; 
abdominal  sinus  wall,  2 ;  ischio-rectal  sinus  ivall,  1 ;  hemorrhoidal 
tissue,  1;  pelvic  abscess  wall  removed  by  vaginal  jjuncture,  6, 
Avere  also  examined. 

702  Rose  Buii.dino. 
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LIPOMA  OP  THE  VULVA. 


CHURCHn,L    CARMALT,   M.D., 
New  York  City. 


Kelly  in  his  "Operative  Gynecology"-  states  that  he  has 
found  but  twenty-one  cases  of  lipoma  of  the  vulva  reported  in 
literature.  Pozzi^  quotes  Stiegele  and  Bruntzel's  cases,  which 
are  the  ones  usually  cited  by  all  gynecologists.  The  pathologist 
Ziegier  says  that  lipoma  of  the  vulva  is  rare.  T.  Gaillard  Thomas 
cited  to  me  three  cases  in  his  private  practice,  as  did  W.  S.  Stone. 
Thomas  could  not  recall  his  cases  in  hospital  practice,  but  thought 
there  were  several. 

I  wish  to  report,  through  the  kindness  of  Dr.  Chambers,  JNIrs. 
K.  W.,  aged  25,  multipara,  housewife,  who  entered  Dr.  Cham- 
bers' service  at  the  Woman's  Hospital  August  14,  1901.  Her 
menstrual  and  general  histories  were  negative,  save  for  a  mis- 
carriage one  year  ago  and,  three  years  ago,  the  removal  of  her 
right  breast  by  T.  A.  Emmet  at  the  Woman's  Hospital.  The 
tumor  was  said  to  be  a  fibroma;  the  history  has  been  lost.  Some 
years  ago  she  fell  astride  a  chair,  striking  the  left  labium  majus. 
This  injury  was  followed  by  a  painful  swelling,  on  the  subsidence 
of  which  there  remained  a  rather  hard  nodule.  This  had  grad- 
ually increased  in  size  until  it  was  15  centimetres  long,  5  centi- 
metres wide,  and  2.5  centimetres  thick.  It  was  not  painful,  but 
interfered  with  walking  and  coitus.  Save  for  a  small  hairy 
mole  on  the  face,  there  Avas  no  other  evidence  of  disease  of  skin  or 
other  organs.  Three  years  ago  Dr.  Emmet  made  a  diagnosis  of 
hernia. 

Physical  Exami)iatio)i.— Heart,  lungs,  skin,  abdomen,  urine, 
and  blood  were  negative.  There  was  a  large,  insensitive,  pedun- 
culated mass  hanging  from  the  left  labium  majus,  over  which 
the  skin  moved  freely.  It  was  semi-solid  and  lobulated  in  feel- 
ing, apparently  not  attached  to  any  organ  and  not  edematous. 
There  was  no  impulse  on  coughing,  no  enlargement  of  internal 
or  external  inguinal  ring,  canal,  or  round  ligament.     The  uterus 

'Read  before  the  Woman's  Hospital  Society,  February  25,  1902. 
=Appleton,  1898,  vol.  i.,  p.  169.  =^Vol.  li.,  p.  405. 
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was  in  normal  position.     The  opening  of  Bartholin's  duct  was 
patent.     There  was  no  vaginitis. 

August  18,  1901 :  Anesthesia,  nitrous  oxide  and  ether ;  lithot- 
omy position ;  aseptic  precautions,  using  rubber  gloves.  Straight 
in<*ision  on  either  side  of  base  of  tumor.  Vessels  from  sciatic 
source,  small  vessel  with  round  ligament,  and  one  from  pudic 
tied.  Pedicle  was  not  attached  to  round  ligament,  side  of 
vagina,  or  ramus  of  pubes.  Deep  sutures  of  catgut,  superficial 
of  catgut  also.  Labium  after  operation  was  normal  in  appear- 
ance. No  dressing.  On  the  tenth  day,  small  stitch  abscess,  some 
edema.  On  the  eighteenth  day  patient  was  discharged  entirely 
healed ;  scar  beneath  hair  and  does  not  show,  movable.  Patholo- 
gical report  by  Dr.  Freeborn,  September  15,  1901 :  Lipoma ;  no 
peritoneal  covering. 

In  looking  over  the  literature  I  find  three  cases  since  Kelly's 
report  of  twenty-one  cases,  and  seven  cases  reported  among 
Hutchinson 's  cases  which  had  been  treated  for  hernias  before  the 
diagnosis  had  been  made.  Including  my  own  case  and  the  cases 
of  Thomas  and  Stone,  this  adds  fourteen  to  the  list.  With  the 
exception  of  three,  all  the  cases  were  on  the  left  side.  Berger 
says  that  the  large  majority  of  inguinal  hernias  in  females  are 
on  the  right  side.  Ball  Headley's  case,  quoted  by  Kelly,  was, 
without  apparent  doubt,  an  adherent  epiplocele  in  a  right  ingui- 
nal hernia,  while  Bruntzel's  case  was  an  apparent  epiplocele  in 
a  perineal  hernia. 

Lipoma^  is  rare  among  women  as  compared  with  men,  but  five 
of  these  thirty-eight  cases  had  lipomata  in  other  parts  of  the 
body.  Lipoma  is  as  rare,  however,  in  the  scrotum  (Park)  as  it 
is  in  the  labium. 

Jonathan  Hutchinson,  Jr.,  has  shown  that  lipoma  arising  from 
the  subperitoneal  tissues  may  wander  from  its  source  along  the 
inguinal  or  other  hernial  canal,  sometimes  itself  dragging  down 
peritoneum  and  producing  a  hernia.  .  The  enlargement  of  periph- 
eral portions  of  omentum  in  epiploceles  we  have  all  seen,  and 
Berger  mentions  cases  where  the  neck  of  a  hernial  sac  has  become 
obliterated  and  the  fatty  tumor  left.  Such  cases  Lockwood  and 
Hutchinson  say  leave  the  peritoneal  covering  as  evidence  of  the 
origin. 

Lipoma  of  the  round  ligament  is  rare  also,  but  only  nine  cases 
have  been  reported  on  the  spermatic  cord  either. 
'Warren's  Surgical  Pathology,  Madelung. 
44 
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Confusion  of  these  tumors  with  the  smooth  lymphangiectatic 
tumors  known  as  elephantiasis  would  probably  be  easy;  Avith 
omental  hernia ;  with  the  tumor  reported  by  Andrews  and 
quoted  by  Bland-Sutton  as  "adrenal  rest";  with  sebaceous  cysts 
which  "Winckel  reports  in  the  labia;  molluscum  pendulum  or 
fibrosum  (Mauclaire),  of  which  I  have  seen  one  case,  with,  how- 
ever, tumors  on  other  parts  of  the  body  to  clear  the  diagnosis. 
Myxoma  and  fibroma  are  almost  as  rare,  as  are  cysts  of  con- 
genital origin  cited  by  Pichevin.  Confusion  with  blind  inter- 
nal rectal  fistulae  entering  the  labia  I  have  seen  in  a  case  at  the 
New  York  Hospital. 

The  difficulties  in  diagnosis,  even  pathologically,  are  from 
epiplocele  or  omental  enlargements,  and  in  excision  the  surgeon 
should  avoid  making  a  pedicle  toward  the  inguinal  canal  without 
first  ascertaining  the  absence  of  a  hernial  pouch. 

40  East  Fifty-eighth  street. 

cases  of  lipoma  of  the  labt.v  jiajora. 

Kelly,  H.  A.:  Johns  Hopkins  Hospital  Reports,  1894,  iii.,  p.  321. 
He  quotes  twenty  references  and  cases. 

Hill,  A.  A.:  Med.  Times  and  Hosp.  Gazette,  London,  1894,  xxii., 
p.  431. 

Fenno,  H.  M.:  Jour.  Amer.  Med.  Assoc,  Chicago,  1899,  xxxii.,  p.  658; 
Boldt's  case  in  Keating  and  Coe's  "Clinical  Gynecology." 

Olivier:   Ann.  de  la  Policlin.  de  Paris,  1899,  ix.,  pp.  49-56. 

CASES    OF    LIPOMA    HERXIOSA. 

HuTCHiNSOiS'.  J.,  Jr.:  Trans.  Path.  Soc.  London,  xxxvii.,  p.  451.  He 
quotes:  Maunder,  London  Hosp.  Reports,  vol.  i.,  p.  121;  Butlin,  Trans. 
Path.  Soc.  London,  xxvi.,  p.  186;  Cooper,  Sir  A.,  On  Hernia,  three 
cases;  Annandale,  Brit.  Med.  Jour.,  February  22,  1868. 

Kaufmaxn:    Specielle  pathologische  Anatomie,  p.  399. 

LITERATURE   ON    THE   DEATLOPMEXT    OF   LIPOMATA. 

Madelung:     Arch.  f.  klin.  Chirurg.,  xxxvii.,  188. 

CASES  OF  SEBACEOUS  CYSTS  OF  LABIA. 

Winckel:   Lehrbuch  der  Frauenkrankheiten,  1886,  p.  28. 

CASES  OF  adrenal  "RESTS"  OF  LABIA. 

Marchand:   Quoted  by  Ziegler  in  Text  Book  of  Special  Pathological 
Anatomy. 
Andrews:   Quoted  by  Bland-Sutton,  Tumors  Innocent  and  Malignant. 

CASES  OF  LIPOMATA  OF   SPERMATIC  CORD  AND   SCROTUM. 

Gabbyszewski:  Deutsche  Zeit.  f.  Chir.,  Bd.  xlvii.,  p.  317. 

CASES   OF   ELEPHANTIASIS. 

Kelly,  H.  A.:     Operative  Gynecology. 
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Mayer,  L.:  Berl.  Beitr.  z.  Geb.  u.  Gyn.,  Bd.  i.,  p.  363;  Literature  on 
Lymphangiectasia  other  than  Elephantiasis. 

Klob:   Path.  Anat.,  p.  465. 

White,  J.  C:  Jour.  Cutan.  and  Genito-Urin.  Diseases,  New  York, 
1898,  vol.  xvi.,  pp.  67-72. 

CASES  OF  MOLLrSCUJI  PE>"DrLUM. 

Mauclaire:  Ann.  de  Gyn.  at  d'Obst.,  Paris,  Dec,  1893;  Brit.  Med. 
Jour.,  London,  Feb.,  1894. 

Holzman;   Inaugural  Dissert.,  Marburg,  1896. 

cases  of  myxoma  of  labia. 
Koutright:   Brooklyn  Med.  Jour.,  April,  1894. 
case  of  fibroma  of  labia. 
Stoker:   Bost.  Gyn.  Jour.,  vol.  iv.,  pp.  271,  325,  336. 

literature  ox  cysts  in  vulva  of  wolffian-body  origin. 
PicHEvix  et  Weber:   Bull,  et  Mem.  Soc.  Obst.  et  Gyn.  de  Paris,  1898, 
pp.  33-82;   also,  Semaine  gynecol.  de  Paris,  1898,  iii.,  pp.  105  and  113. 

literature  ox   HERXIA. 

Berger.  p.:   Hernies,  second  edition.     Paris,  1900,  Masson  et  Cie. 
LocKwooD,  C.  B.:   The  Radical  Cure  of  Hernia,  Hydrocele,  and  Varico- 
cele.    Edinburgh  and  London,  1898. 

Allbutt  axd  Playfair:   Gynecology,  p.  380.     Macmillan,  1897. 


CORRESPONDENCE. 


CESAREAN  SECTION. 


To  THE  Editor  of  The  American  Jourxal  of  Obstetrics,  etc. 


Sir: — Having  noticed  the  report  of  a  large  number  of  cases 
of  Cesarean  section  in  your  Journal  the  past  year,  and  as 
this  operation  is  opening  up  a  new  field  for  thfi  management 
of  cases  of  labor  which  have  succumbed  under  the  older  methods, 
I  feel  it  my  duty  to  report  a  case  which  I  operated  upon  on 
April  3,  1900.  I  was  called  on  April  2,  1900,  to  see  :\Irs.  G., 
aged  39 ;  family  history  good.  She  had  given  birth  to  eleven 
children  previous  to  this  pregnancy,  all  labors  easy,  lasting 
from  one  to  three  hours,  she  being  a  very  large  woman  with 
an  exceptionally  large  pelvis.  I  neglected  to  take  the  pelvic 
measurements.  When  I  was  called  the  patient  had  been  in 
labor  five  days,  and  upon  examination  I  found  attached  to  the 
right  side  of  the  cervix  a  fibroid  tumor  about  three  inches  thick 
and  Avedge-shaped,  with  the  base  extending  downward.    -After 
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several  ineffectual  attempts  I  succeeded  in  adjusting  the  forceps, 
but  upon  making  traction  the  tumor  descended  so  as  to  com- 
pletely block  the  pelvic  outlet.  The  only  recourse  was  an  abdom- 
inal operation.  The  necessary  preparations  were  made  for  a 
Cesarean  section.  I  first  thought  of  doing  a  Sanger,  but  after 
the  child  was  removed  it  was  apparent  that  the  tumor  had  begun 
to  degenerate.  Under  the  circumstances  a  Porro  was  imperative. 
A  Koeberle's  serre-neud  was  passed  around  the  neck  of  the 
uterus  and  the  stump  treated  extraperitoneally.  The  work  was 
done  at  the  patient's  home.  The  operation  lasted  fifty  minutes. 
The  patient  suffered  somewhat  from  shock  for  twelve  hours,  but 
rapidly  recovered  from  its  effects.  Her  temperature  rose  to 
101°  on  the  second  day,  but  after  that  never  got  above  100°. 
AYithin  two  months  she  was  attending  to  her  household  duties. 
The  child  was  a  male  weighing  twelve  pounds  and  had  been  dead, 
at  the  time  of  the  operation,  for  about  fifteen  hours. 

I  consider  this  case  interesting  on  account  of  the  peculiar 
fibrous  growth  that  had  formed  in  the  cervix  during  pregnancy 
in  a  woman  who  had  given  birth  to  eleven  full-term  children 
during  a  period  of  eighteen  years  previous  to  her  last  conception. 

H.  M.  Hepperlen,  M.D. 

Beatrice.  Neb.,  February  17,  1902. 


IN  MEMORIAM. 


ERVIN    ALDEN    TUCKER,    A.M.,    M.D. 

BORN     FEBRUARY     2,     1862;     DIED     MARCH     3,     1902. 


After  a  short  illness  with  pneumonia.  Dr.  Ervin  Alden  Tucker 
entered  into  his  rest  on  ^Nlarch  3,  1902.  In  his  death  the  medical 
profession  has  lost  a  member  who,  while  standing  as  yet  on  the 
very  threshold  of  his  career,  had  attained  at  the  early  age  of  40 
a  position  of  great  distinction  in  his  chosen  specialty  of  obstet- 
rics. Years  of  arduous  and  careful  preparation  for  his  lifework, 
together  with  wonderful  capacity  and  exceptional  ability,  enabled 
him  to  take  his  place  in  the  front  rank  of  obstetricians  from  the 
very  outset  of  his  professional  career.  Precise,  methodical, 
painstaking,  and  trained  to  the  observance  of  every  detail  M^hich 
would  contribute  to  success,  he  perfected  a  marvellous  technique, 
blending  Avith  his  skill  rare  judgment  ripened  by  long  experi- 
ence. 
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ERVIN  ALDEN  TUCKER,  A.M.,  M.D. 
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.  '  Dr.  Tucker  was  born  at  Attleboro,  ]\Iass..  February  2,  1862, 
and,  after  his  early  education  in  the  common  schools  of  Attle- 
boro, he  was  prepared  for  college  in  Mowry  and  Goff's  Classi- 
cal* School  at  Providence,  R.  I.  lie  entered  Amherst  College  in 
1881,  taking  the  scientific  course  in  order  to  perfect  himself  in 
the  sciences  and  modern  languages,  which  he  knew  would  be  of 
the  very  greatest  benefit  to  him  in  his  medical  course.  At  the 
end  of  his  junior  year  he  received  a  prize  for  proficiency  in 
French,  Italian,  and  Spanish.  He  was  graduated  from  Amherst 
in  1885  with  the  degree  of  B.S.,  and  received  the  degree  of  A.M. 
from  the  same  college  in  1888.  His  course  in  medicine  was 
taken  at  the  Columbia  College  of  Physicians  and  Surgeons  in 
New  York  City,  from  which  he  graduated  in  1889,  taking  the 
second  Ilarsen  prize  for  ' '  proficiency  in  all  the  branches  of  medi- 
cal teaching."  After  graduation  he  was  appointed  Assistant 
Resident  Physician  in  the  Nursery  and  Child's  Hospital,  New 
York  City,  and  then  spent  a  year  abroad,  where  he  studied  in. 
Berlin,  Munich,  and  Paris,  under  Olshausen,  Winter,  Diihrssen, 
and  Winckel.  In  December,  1890,  he  took  up  his  work  as 
Instructor  in  Practical  Obstetrics  in  the  College  of  Physicians 
and  Surgeons,  and  Resident  Physician  in  the  Sloane  Maternity 
Hospital,  New  York  City.  During  his  service  of  five  years  from 
1890  to  1895  the  Sloane  Maternity  Hospital  became  the  largest 
obstetric  hospital  in  this  country.  In  order  to  enter  private  prac- 
tice as  a  specialist  in  obstetrics,  he  resigned  the  position  of  Resi- 
dent Physician,  and  was  immediately  appointed  Assistant  Visit- 
ing Physician  to  the  Sloane  Hospital,  and  was  also  appointed 
Tutor  in  Obstetrics  and  Gynecology  in  the  College  of  Physicians 
and  Surgeons. 

In  1895  Dr.  Tucker  became  Attending  Obstetrician  to  the 
^Maternity  Hospital  on  Blackwell's  Island — a  position  which  he 
held  for  a  number  of  years.  He  was  a  member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of  the  County  of 
New  York,  the  New  York  County  Medical  Association,  the 
New  York  Obstetrical  Society,  the  West  End  Medical  Society, 
the  Alumni  Association  of  the  Sloane  Maternity  Hospital,  the 
Physicians'  Mutual  Aid  Association,  the  Hospital  Graduates  and 
the  New  York  Athletic  Clubs.  Among  his  publications  were 
"Fetal  Dystocia,"  published  in  the  Medical  Record,  September 
7,  1895;  "Deformed  Coccyx  Causing  Dystocia  and  Death  of 
Child,"  published  in  The  American  Journal  of  Obstetrics, 
vol.  xxxi.,  No.  6,  1895;  and  an  essay,  "Birth  of  the  Seeundines, " 
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which  was  awai'ded  the  "Stevens  Triennial  Prize"  of  the  College 
of  Phj'sieians  and  Surgeons,  June,  1897,  and  which  was  pub- 
lished in  the  American  Gynecological  and  Obstetrical  Journal 
for  May,  1898. 

Appreciating  to  the  highest  degree  the  advantages  and  oppor- 
tunities which  the  large  service  at  the  Sloane  Maternity  Hospital 
afforded.  Dr.  Tucker  succeeded  not  only  in  bringing  the  work  of 
the  institution  to  a  high  state  of  efficiency  and  winning  the  ever- 
lasting- gratitude  of  the  patients  entrusted  to  his  care,  but  also 
in  establishing  for  himself  the  foundation  upon  which  was 
builded  his  wide  reputation  as  a  teacher  and  his  fame  as  one  of 
the  leading  obstetricians  of  this  country.  In  his  speech  he  was 
quiet  and  direct,  inspiring  the  greatest  confidence  in  pupils  and 
patients  alike  by  the  absolute  faith  which  he  had  both  in  himself 
and  in  the  truth  of  all  he  said.  In  his  private  life  he  was  the 
devoted  husband,  son,  and  friend,  modest  and  unaffected  by  any 
•of  the  honors  which  were  heaped  upon  him,  and  richly  deserving 
the  words  with  which  his  Master  welcomed  him,  "Well  done, 
good  and  faithful  servant." 

George  L.  Brodhead,  M.D. 

60  West  Fifty-eighth  street. 


Whereas,  An  inscrutable  Providence  has  removed  from  our 
fellowship  an  honored  member,  Ervin  Al,den  Tucker,  A.M., 
M.D.,  suddenly,  in  his  prime,  with  only  the  first  sheaf  of  life's 
harvest  garnered;  and 

Whereas,  The  Fellows  of  the  New  York  Obstetrical  Society, 
from  long  association,  have  grown  into  a  knowledge  of  his  rare 
qualities  and  exceptional  equipment  for  the  high  sphere  of  use- 
fulness he  had  made  for  himself  in  his  profession ;  and 

Whereas,  As  members  of  his  own  guild  and  calling,  thereby 
entering  into  a  juster  appraisement  of  his  skill  and  capacity,  the 
Fellows  of  the  New  York  Obstetrical  Society  especially  esteem 
their  departed  brother  for  his  unusually  long,  painfully  laborious, 
and  self-contained  preparation  in  the  hospital  wards ;  his  tireless 
fidelity  as  observer  and  statistician ;  his  methodical  evolution  of  a 
technique  in  obstetrics ;  his  soundness  and  directness  as  a  teacher, 
carrying  his  formative  influence,  through  medical  graduates  of 
the  last  decade,  to  bedsides  far  beyond  his  personal  ken ;  his  kindl}^ 
active,  almost  paternal  interest  in  each  individual  of  the  large 
family  of  medical  men  he  himself  selected  from  the  city  hospital? 
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and  trained  as  obstetricians;  his  cohesive  power  in  holding  the 
hospital  alumni  in  fraternal  bond;  his  quiet,  self -poised  yea  and 
nay.  which  inspired  in  patients  a  merited  confidence,  marvellously 
rooted ;  his  clean  life ;  his  high  conception  of  the  responsibility 
and  dignity  of  the  holy  office  of  ministrant  at  the  threshold  of 
life ; 

Therefore  he  it  Resolved,  That  the  Fellows  of  the  New  York 
Obstetrical  Society  spread  upon  their  records  their  pride  in  the 
fame  of  their  honored  Fellow,  their  appreciation  not  only  of  his 
individual  work  but  also  of  the  spiritual  power  of  his  completed 
and  crystallized  life  lesson,  w^hich  will  ever  be  a  stimulus  to 
youiiger  men  in  the  profession ; 

B(  it  further  Resolved,  That  a  copy  of  these  resolutions  be 
conveyed  to  the  bereaved  family  as  a  token  of  sympathy,  appre- 
ciation, and  consolation  in  that  our  brother,  "though  dead,  yet 
speaketh. ' ' 

In  witness  whereof,  E.  C.  Savidge,  M.D., 

J.  C.  Edgar,  M.D., 
G.  L.   Brodhead^  M.D. 


TRANSACTIONS  OF  THE  SECTION    ON 

GYNECOLOaY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  February  20,  1902. 
John  C.  Da  Costa,  M.D.,  in  the  Chair. 
Dr.  H.  D.  Beyea  presented  a  paper  on 

ACC^UIRED    INCOMPLETE    AND    COMPLETE    PROLAPSE    OF    THE    UTERUS 
AND    VAGINA    IN    NULLIPAROUS    WOMEN. ^ 

Dr.  Charles  P.  Noble.— I  feel  that  Dr.  Beyea 's  estimate  that 
not  more  than  one  per  cent  of  the  cases  of  prolapse  occur  in  nulli- 
parous  women  is  undoubtedly  correct.  It  has  been  my  experi- 
ence, as  his,  that  the  men  I  have  known  have  never  seen  more 
than  a  single  case.  I  personally  have  seen  one  case,  that  of  a 
mill  girl  Avho  had  to  drag  rolls  of  carpet  across  the  floor. 

I  have  seen  a  number  of  cases  in  which  the  pelvic  floor  was 
intact  but  in  which  a  tumor  pushed  the  uterus  down.  I  would 
ask  Dr.  Beyea  in  closing  to  state  whether,  in  his  opinion,  supra- 
'See  original  article,  p.  654. 
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vaginal  elongation  and  hypertrophy  of  the  oervix  is  a  factor  in 
some  of  the  cases.  I  have  seen  a  number  of  cases  of  hypertrophy 
and  elongation  of  the  cervix,  in  which  the  cervix  was  pushed 
down  into  the  vagina,  in  which  it  was  quite  conceivable  that  the 
hypertrophy,  with  increased  abdominal  pressure  from  work, 
might  make  the  cervix  protrude  from  the  vulva.  I  recently  have 
had  sucli  a  case.  The  uterine  cavity  measured  six  inches  and 
the  size  of  the  uterus  was  as  great  as  a  three-months  pregnancy. 
It  was  the  largest  hypertrophied  uterus  I  have  ever  seen.  I  think 
that  factor  might  explain  some  of  the  cases.  I  do  not  think, 
however,  that  it  is  a  frequent  cause. 

The  operation  I  would  do  in  a  case  of  prolapse  in  a  nullipara 
would  be  to  supplement  the  ordinary  plastic  operation  with  the 
hysterorrhaphy,  as  was  done  by  Dr.  Beyea.  A  marked  feature 
of  these  cases  is  that  the  vagina  is  inverted,  the  lateral  and  pos- 
terior connections  of  the  vagina  are  torn  loose;  and  one  of  the 
chief  things  to  be  done  by  the  operation  is  not  only  to  do  away 
with  the  redundant  vaginal  tissue,  but  to  fasten  the  vaginal 
Avails  laterally  to  the  fascia  and  levator  ani  and  give  it  fresh 
attachment.  This  should  be  supplemented,  except  in  young  wo- 
men, Avith  abdominal  fixation ;  in  young  Avomen,  Avith  suspension 
of  the  uterus. 

Dr.  George  j\I.  Boyd. — In  the  majority  of  cases  of  procidentia 
occurring  in  childbearing  A\'omen  it  can  be  seen  that  the  injuries 
folloAving  delivery  Avere  the  causative  factors.  When  Ave  hear 
of  prolapse  in  nulliparous  AA'omen  Ave  must  take  another  view  of 
tlie  condition.  In  the  cases  A\diich  I  have  studied  there  has  been 
a  history  of  laborious  duties.  We  all  see  cases  of  very  extensive 
laceration  Avithoat  uterine  prolapse.  I  aa-ouIcI  like  to  hear  in  the 
discussion  the  opinions  of  the  Avisdom  of  doing  vaginal  hyster- 
ectomy for  the  relief  of  the  condition.  Those  Avho  object  to 
A'entral  fixation  will  probably  resort  frecpiently  to  hysterectomy. 
I  Avould  like  to  knoAV  Avh ether  or  not  after  the  removal  of  the 
uterus  they  make  a  repair  of  the  peh'ic  floor. 

Dr.  J.  M.  Baldy.  —  I  aaouM  not  like  to  agree  Avith  either  Dr. 
Beyea  or  Dr.  Noble  in  their  estimate  of  one  per  cent  of  prolapse 
in  nulliparous  Avomen  being  the  proper  one.  I  do  not  believe 
that  Ave  can  give  an  exact  idea  of  the  proportion.  My  experi- 
ence is  that  they  are  not  so  rare  as  Ave  Avould  be  led  to  belicA^e 
from  Dr.  Beyea 's  paper.  That  they  are  quite  rare  in  comparison 
Avith  the  ordinary  prolapse  is  undoubtedly  true,  but  they  are, 
on  the  Avhole,  of  fairly  common  occurrence. 

So  far  as  operative  procedure  is  concerned,  I  cannot  see  Avhy 
one  would  do  an  operation  on  the  vagina  such  as  has  been  dis- 
cussed. There  is  no  laceration  of  the  perineum.  There  is  no 
more  distension  than  occurs  during  copulation.  In  my  experi- 
ence there  is  but  one  thing  to  do :  either  do  some  operation  on 
the  ligaments  or  uterus  itself,  or  do  a  hysterectomy.  Personally 
I  Avould  not,  consider  a  hysterectomy,  though  that  Avould  be  in 
the  rational  line  of  permanent  relief  in  certain  rare  cases.     In 
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both  the  cases  I  operated  upon  hysterorrhaphy  was  done  with 
the  idea  of  making-  a  permanently  strong  adhesion  to  the  abdom- 
inal wall,  thereby  holding  the  uterus  up.  The  hope  was  that 
the  broad  ligament  would  contract  and  in  time  the  great  relax- 
ation disappear.  Whether  it  did  or  not  we  do  not  know.  We 
only  know  that  these  cases  never  came  back  for  treatment,  and 
therefore  presume  they  remained  cured.  There  is  no  reason  to 
suppose,  with  the  general  history  of  hysterorrhaphy,  that  there 
was  any  return,  because  there  is  no  undue  weight  of  these  cases. 
The  uterus  is  not  unduly  heavy,  although  it  is  unduly  deep. 
I  cannot  see  how  any  good  is  to  be  done  by  operation  on  the 
vagina,  unless  we  would  practically  close  the  canal. 

Dr.  R.  G.  Le  Conte.— The  subject  which  Dr.  Beyea  has 
brought  up  has  ahvays  seemed  to  me  to  be  similar  to  that  of  in^i- 
nal  hernia.  AVe  have  an  opening,  and  when  this  opening  is  re- 
laxed the  abdominal  pressure  very  readily  will  protrude  some- 
thing, and  the  most  movable  thing  in  that  region  is  certainly  the 
uterus,  and  that,  not  on  account  of  its  weight  but  on  account  of 
its  position,  is  extruded  by  abdominal  pressure.  To  my  mind 
this  occurrence  is  not  more  difficult  to  explain  in  a  woman  who 
does  hard  work  in  a  relaxed  condition  than  the  occurrence  of 
hernia  in  a  man  who,  after  having  arrived  at  a  certain  age  when 
the  tissues  are  relaxed,  by  a  sudden  strain  from  heavy  work  will 
have  hernia  produced.  In  the  case  referred  to  by  Dr.  Baldy  in 
my  service  the  woman  was  not  over  23  and  there  was  no  evi- 
dence of  any  previous  pregnancy. 

I  would  like  to  say,  in  reference  to  Dr.  Noble's  suggestion  that 
lengthening  of  the  supravaginal  portion  of  the  cervix  might 
cause  prolapse,  that  it  strikes  me  such  is  not  the  cause,  but 
rather  the  result,  and  that  the  uterus  does  not  undergo  any 
change  either  in  the  supravaginal  or  infravaginal  portion  of  the 
cervix  until  some  form  of  prolapse  has  taken  place. 

Dr.  R.  p.  McReynolds.  —  I  have  had  an  opportunity  to  see  one 
case  of  complete  prolapse  in  a  nuUiparous  woman.  I  think  the 
history  of  this  case  helps  to  prove  the  theory  which  Dr.  Le  Conte 
has  suggested.  She  was  a  blind  girl,  who  had  been  perfectly 
healthy  up  to  the  time  of  her  injury.  She  undertook  to  lift  her 
mother,  who  was  sick,  and  said  that  she  felt  something  give  way. 
When  I  examined  her  I  found  complete  prolapse  of  the  uterus. 
It  was  some  time  after  the  injury  when  I  saw  her,  and  during  tliia 
time  there  had  been  considerable  hypertrophy  and  elongation  of 
the  cervix.  I  think  the  uterus  measured  between  four  and  five 
inches.  I  adopted  the  plan,  sometimes  used  in  these  cases,  of 
putting  the  patient  to  bed,  elevating  the  bed  gradually  from 
six  inches  to  a  foot,  douching  each  day,  putting  the  uterus  back 
by  tampons,  and,  after  getting  the  parts  in  a  good  condition, 
doing  a  perineorrhaphy  and  amputation  of  the  cervix.  I  did 
not  do  a  ventral  fixation  in  this  case,  and  the  result  was  not  as 
satisfactory  as  I  hoped  for.  I  think  it  is  necessary  to  amputate 
the  cervix  and  to  do  either  a  ventral  fixation  or  suspension  to 
get  good  results. 
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Dr.  John  B.  Shober.  —  I  have  had  no  personal  experience  with 
prolapse  in  nulliparous  women,  but  from  what  I  have  heard  and 
read  it  seems  to  me  that  the  idea  of  hernia  in  these  cases  ought 
to  be  more  carefully  considered.  As  Dr.  Le  Conte  says,  this  is 
practically  a  hernia  of  the  perineal  floor,  occurring  in  women 
with  relaxed  tissues,  usually  induced  bj'  hard  labor  or  by  sudden 
strain. 

The  first  factor  occurring  in  such  cases  is  not  so  much  a  pro- 
lapse of  the  uterus  as  it  is  inversion  of  the  vaginal  walls,  and 
for  that  reason  alone,  it  seems  to  me,  we  have  clear  indications 
as  to  operative  treatment.  It  would  appear  that  something 
must  be  done  to  restore  the  vagina  to  its  proper  position.  It 
has  become  torn  from  its  attachment  by  protrusion  through  the 
hernial  opening,  and  therefore  it  appears  to  me  that  plastic 
surgery  can  do  more  to  hold  these  vaginal  walls  in  proper  posi- 
tion than  anything  else.  I  would  be  strongly  inclined  to  per- 
form perineorrhaphy  by  deep  suturing,  as  suggested  by  Dr. 
Beyea.  Hysteropexia  should  also  be  done.  I  would  not  do  a 
ventral  fixation  any  more  than  in  an  ordinarj-  case  where  hyster- 
orrhaphy  was  indicated.  A  woman  might  become  pregnant  and 
the  ventral  fixation  would  interfere  Avith  the  progress  of  preg- 
nancy. 

Dr.  Johx  H.  Gir\7x.— I  can  onlj'  recall  having  seen  one  case 
of  complete  prolapse  in  a  nulliparous  woman,  but  the  discus- 
sion to-night  has  suggested  to  me  a  case,  seen  recently,  in  which 
there  is  not  a  complete  prolapse,  but  in  Avhich  the  uterus  is 
resting  upon  a  very  much  relaxed  perineum,  and  in  which  I 
feel  there  is  only  needed  some  exciting  cause  to  bring  the  uterus 
outside  the  body.  In  this  case  the  condition  is  associated  with 
a  general  enteroptosis. 

There  is  gastroptosis,  movable  kidney,  and  general  relaxation 
of  all  the  abdominal  contents.  Cases  with  generally  relaxed 
muscular  tissues  are  the  ones  in  which  we  get  the  complete  pro- 
lapse in  nulliparous  women.  In  these  cases  there  is  just  as  much 
relaxation  of  the  perineal  support  as  in  certain  cases  after  labor 
that  give  us  the  characteristic  symptoms  of  laceration,  although 
we  do  not  get  the  scar  of  external  laceration.  There  is  an  over- 
stretching of  the  muscular  supports,  and  I  feel  that  plastic  ope- 
rations are  necessary,  as  well  as  some  abdominal  operation  to 
hold  the  uterus  in  proper  position. 

Dr.  Johx  C.  Da  Costa.— I  would  like  to  cite  two  cases.  One 
is  that  of  a  young  woman,  24  or  25,  a  nullipara,  in  which  there 
was  very  great  elongation  of  the  cervix.  The  case  was  cured 
by  simply  amputating  the  neck  of  the  uterus.  Possibly  four 
inches  were  cut  off.  The  second  case  was  also  a  nullipara,  past 
the  menopause,  in  which  the  protrusion  was  even  greater  than 
that  shown  in  the  photographs  exhibited  by  Dr.  Beyea.  This 
case  was  treated  first  by  rest,  elevation  of  the  bed,  and  covering 
the  uterus  with  cloths  wet  with  strong  solution  of  alum  until 
the  uterus  could  be  replaced.  After  the  uterus  was  replaced 
tampons  wet  in  alum  solution  were  employed.     After  amputa- 


SECTION    ON    GYNECOLOGY.  699 

tion  of  cervix  and  auterior  and  posterior  colporrhaphy  the  abdo- 
men -was  opened  and  a  ventral  fixation  done.  The  woman  appa- 
rently made  a  good  recovery.  Three  or  four  months  after  she 
returned  with  the  uterus  again  protruding.  A  second  abdom- 
inal operation  was  done,  the  uterus  was  amputated,  the  ligaments 
shortened  and  attached  to  the  stump.  I  mean  to  say  that  a 
fixaiion  was  done  in  the  first  operation,  because  when  the  abdo- 
men was  opened  the  second  time  it  was  with  difficulty  that  the 
uterus  could  be  detached  from  the  abdominal  wall. 

Dr.  Charles  P.  Noble. — I  rise  especially  to  speak  of  Dr.  Le 
Conte's  remarks.  We  recognize  the  distinction  between  hyper- 
trophy of  the  cervix  and  the  stretching-out  of  the  cervix. 
Stretching-out  is  much  more  common,  yet  hypertrophy  of  the 
supravaginal  portion  of  the  cervix  is  well  recognized  as  a  dis- 
tinctive condition. 

I  Avould  also  like  to  say  a  word  about  firm  fixation  in  young  wo- 
men. The  operation  is  not  likely  to  do  much  damage,  because  the 
eases  are  verj^  rare.  Nevertheless  if  these  women  are  in  the 
ehildbearing  period  fixation  should  not  be  done.  The  important 
thing  in  the  operation  is  to  amputate  the  cervix  and  do  a  radical 
operation  upon  the  vagina  by  extending  the  denudation  of  the 
Emmet  operation  as  far  up  the  sulci  as  possible,  and  then  to  add 
a  hysterorrhaphy. 

Dr.  J.  ]\I.  Baldy.  — I  have  seen  anywhere  from  three  to  six 
cases.  I  will  only  insist  on  three,  however,  as  they  are  all  I  can 
on  the  spur  of  the  moment  recall  distinctly.  Two  of  these  I  ope- 
rated upon.  I  would  further  like  to  call  attention  to  the  fact 
that  nine  cases  have  been  reported  here  to-night  by  the  ten  mem- 
bers present.  If  so  few  men,  ten  in  number,  have  seen  nine 
cases,  one  can  readily  imagine  the  number  the  eighty  thousand 
or  more  doctors  in  America  alone  have  seen,  and  my  contention 
that  this  condition  is  not  so  rare  after  all  is  correct. 

From  what  has  been  said  of  the  pathological  lesion  I  can  see 
why  there  is  such  a  difference  of  opinion  in  regard  to  the  proper 
method  of  repair.  Dr.  Shober's  remarks  have  borne  out  the 
idea  of  some  of  the  other  gentlemen  that  the  vagina  was  torn 
loose  from  its  attachments.  I  have  never  seen  a  case  in  which 
the  vagina  was  torn  loose  from  its  attachments.  Neither  have  I 
seen  a  case  in  which  there  was  a  trace  of  rectocele  or  cystocele. 
I  have  seen  no  reports  of  such  cases.  They  are,  as  pointed  out 
by  Dr.  Le  Conte,  in  tlie  nature  of  a  hernia.  In  these  cases  there 
is  no  tear  of  the  levator  ani  or  sphincter  ani  muscle,  and  if  there 
is  relaxation  in  these  muscles  it  is  but  slight  and  will  be  cor- 
rected when  the  cause  is  removed  and  the  general  muscular  sys- 
tem is  toned  up.  The  relaxation  is  often  a  general  one.  I  can- 
not, therefore,  see  the  rationale  of  any  operation  on  the  vagina. 
I  would  be  loath  to  do  a  plastic  operation  in  a  woman  whom  I 
expected  to  become  pregnant,  unless  the  relaxation  was  great, 
which  is  not  true  in  these  cases. 

Dr.  Beyea  (closing).  — In  reply  to  Dr.  Noble's  inquiry  I  would 
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say  that  a  true  hypertrophy,  and  thus  au  elongation  of  the 
supravaginal  cervix  to  the  production  of  prolapse,  was  not  de- 
scribed in  any  case,  and  only  twice  was  a  supravaginal  elonga- 
tion, the  common  elongation,  described. 

I  believe,  with  Dr.  Girvin,  that  a  prolapse  of  the  uterus  in 
nulliparae  is  to  be  classed  as  ptosis  of  this  organ  and  the  vagina, 
and  is  comparable  with  the  ptosis  of  the  kidney  and  gastroptosis. 

The  occurrence  of  such  cases  of  prolapse  may  be  explained 
theoretically,  but  no  more  satisfactorily  than  are  the  two  con- 
ditions just  referred  to.  I  am  unable  to  offer  other  explanation 
than  I  have  described  in  my  paper. 

I  have  practised  plastic  operations  upon  this  case  because,  as 
said,  my  experience  with  the  operative  treatment  of  the  same 
condition  in  multipara?  has  taught  me  that  the  cause  of  the  de- 
scent is  to  a  very  great  extent  a  detachment  of  the  vaginal  walls 
and  loss  of  support  in  the  pelvic  floor,  and  that  the  application 
of  these  plastic  operations  alone  in  a  large  number  of  cases  has 
been  permanently  sufficient  to  maintain  the  uterus  in  position. 
I  have  only  in  exceptional  instances  found  it  necessary  to  sub- 
ject the  patient  to  an  abdominal  suspen.sion  or  fixation  of  the 
uterus,  which  operation  would  much  lengthen  the  operation  and 
make  it  associated  with  an  element  of  danger.  The  abdominal 
operation  is  unnecessary,  for  the  prolapse  is  permanently  cured 
without  it.  Only  in  two  instances  have  I  found  it  necessary  to 
ventrosuspend  or  ventrofixate  the  uterus.  In  the  ease  here  re- 
ported the  prolapse  seemed  much  more  like  a  hernia  or  ptosis  of 
the  uterus,  was  strongly  influenced  by  the  intra-abdominal  pres- 
sure, and  therefore  I  deemed  it  Avise  and  best  to  ventrofixate  the 
uterus. 

Dr.  J.  ]\I.  Baldy  read  a  paper  on 

A  NEW"  OPERATION  FOR  RETRODISPLACEMENT.^ 

Dr.  C.  p.  Noble. — Every  new  procedure  has  to  be  judged  by 
its  merits.  As  I  have  not  done  the  operation,  I  can  only  look  at 
it  theoretically.  As  this  is  a  new  operation,  sufKcient  time  has 
not  elapsed  to  judge  it  from  the  standpoint  of  permanent  results. 
I  have  no  doubt  but  that  the  operation  has  merit.  On  the  nega- 
tive side  it  substitutes  a  new  attachment  of  the  round  ligament 
for  the  one  Nature  intended,  and  the  question  arises,  how  will  it 
stand  the  strain?  The  only  way  to  determine  this  will  be  to 
wait  until  some  of  the  patients  have  been  pregnant.  So  far  as 
the  profession  in  general  are  concerned,  I  am  satisfied  that  the 
Alexander  operation  has  value,  since  it  is  steadily  becoming  more 
popular.  In  an  experience  of  150  operations  of  shortening  the 
round  ligament  the  value  of  the  operation  has  been  increasingly 
manifest.  This,  too,  has  been  the  experience  of  those  with  whose 
work  I  am  familiar. 

Dr.  H.  D.  Beyea.— Like  Dr.  Noble,  I  am  unable  to  criticise 
this  operation,  as  it  has  been  done  only  two  or  three  times  and 
'See  original   article,  p.   050. 
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has  not  yet  encountered  the  influence  of  pregnancy.  I  believe 
any  operation  for  the  cure  of  retrodisplacement  of  the  uterus 
is  of  doubtful  value  which  mutilates  a  support  of  the  uterus; 
and  this  does,  as  the  round  ligament  is  cut  off  and  a  new  attach- 
ment made. 

The  operation  which  I  think  of  the  greatest  value,  and  which 
experience  has  made  me  thoroughly  satisfied  with,  is  that  of 
ventrosuspension ;  two  silk  sutures  being  introduced  through 
a  few  fibres  of  the  rectus  muscle  on  each  side,  the  peritoneum, 
and  a  small  portion  of  the  uterus  at  the  posterior  portion  of  the 
fundus.  We  have  recently  made  a  study  of  the  results  of  this 
operation  by  writing  to  over  three  hundred  women  upon  whom 
it  was  performed  during  the  last  seven  years — from  1893  to  1901. 
Answers  have  been  received  from  211.  I  may  say  also  that  this 
statistical  study  Avas  not  made  by  the  operator,  and  therefore 
the  estimate  of  cures  ought  to  be  accurate.  One  hundred  and 
thirty-one  positive  statements  were  made  of  entire  relief;  49 
were  improved,  31  not  improved.  Further  to  show  that  this  ope- 
ration has  no  deleterious  influence  upon  pregnancy  and  that  it 
in  no  way  complicates  labor,  we  have  reports  from  20  women  who 
have  become  pregnant,  went  to  full  term,  and  had  children  born 
alive.  In  none  was  the  labor  complicated  in  any  way  by  the 
operation.  One  woman  had  a  long  and  difficult  labor.  Forceps 
Avas  not  used.  In  one  case  forceps  was  used  to  deliver  a  ten- 
pound  child  presenting  in  an  occipito-posterior  position.  One 
woman  twice  gave  birth  to  twins,  another  has  twice  been  preg- 
nant and  gone  to  term.  In  both  women  the  labors  were  uncom- 
plicated. I  have  made  a  pelvic  examination  in  both  instances 
and  found  the  uterus  in  excellent  position.  Eight  women  mis- 
carried, but  eight  miscarriages  among  211  women  are  not  more 
than  normally  occurs.  Thirty-one  women  stated  that  they  were 
not  improved ;  these,  however,  include  a  number  of  women  having 
an  essential  neurasthenia. 

Dr.  Baldy  (closing).  — I  recognize  the  necessity  of  time  to 
establish  the  worth  of  any  operation.  As  I  have  stated,  I  have 
only  done  the  operation  two  or  three  times  myself.  It  is  very 
similar  to  other  operations  on  the  round  ligament  and  of  which 
I  have  done  two  or  three  dozen.  Theoretically  it  does  all  I  say, 
and  the  only  point  in  question  is  that  of  pregnancy.  I  simply 
present  it  as  it  is,  leaving  the  future  to  decide  its  merit.  In 
spite  of  all  Dr.  Noble  has  said  for  the  Alexander  operation  and 
Dr.  Beyea  for  hysterorrhaphy.  all  must  admit  that  there  is  much 
dissatisfaction  with  both  operations. 

Dr.  John  H.  Girvin  presented  a  paper  on 

TWO  HYSTERECTOMIES  FOR  FIBROID  TUMOR  WITH   MARKED  ANEMIA.^ 

Dr.  John  B.  Shober.— My  experience  with  cases  of  fibroid 
tumor  brought  to  us  by  reason  of  hemorrhage  leads  me  to  the 
conclusion  that  I  would  operate  at  once.     The  degree  of  ane- 
'See  original  article,  p.   666. 
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mia  is  to  be  considered,  but  the  longer  the  woman  carries  the 
tumor  and  bleeds  the  more  anemic  will  she  become.  I  have  had 
several  instances  of  this  class  of  cases  which  have  been  instructive 
to  me.  A  year  and  a  half  ago  I  went  to  a  case  in  the  middle  of 
the  night.  I  was  told  that  the  woman  had  flooded  the  l)ed.  I 
found  a  fibroid  tumor ;  I  tamponed  at  once  and  stayed  all  night. 
The  next  day  I  advised  sending  the  patient  to  the  hospital.  She 
was  sent  about  a  week  later.  In  the  meantime  she  had  several 
hemorrhages,  and  upon  her  arrival  at  the  hospital  lier  hemoglo- 
bin was  35  per  cent,  with  an  equal  depreciation  in  the  blood 
count.  I  felt  that  we  should  wait  and  endeavor  to  build  up  the 
patient.  Time,  however,  was  wasted.  She  stayed  in  the  hos- 
pital for  a  week  or  ten  days  and  had  another  flooding.  I  deter- 
mined to  curette  and  tampon  the  uterus.  I  found  the  woman 
suffering  from  a  submucous  fibroid.  The  uterine  cavity  meas- 
ured not  less  than  eleven  or  twelve  inches  over  the  rounded  por- 
tion of  the  tumor.  In  view  of  the  extremely  reduced  condition 
of  the  patient,  she  was  not  operated  upon.  She  left  the  hospital 
and  later  came  into  the  hands  of  another  operator.  He  removed 
the  tumor  and  I  happened  to  be  present  at  the  operation. 

That  and  other  experiences  have  taught  me  that,  if  we  want  to 
stop  the  bleeding,  the  sooner  the  operation  is  done  the  lietter. 
We  ought  to  operate  at  once,  without  temporizing. 

Dr.  C.  p.  Noble.  —  The  most  extreme  case  of  anemia  I  ever  ope- 
rated upon  was  reported  in  a  paper  last  year  on  a  study  of 
fibroid  tumors.  In  this  case,  if  the  blood  count  had  been  made 
before  operation,  I  am  quite  sure  I  would  have  hesitated  to  give 
an  anesthetic.  The  hemoglobin  was  reduced  to  10  per  cent.  The 
woman  was  exsanguinated  from  the  fibroid  tumor.  I  did  a  curet- 
tage to  control  the  bleeding,  after  which  the  patient  nearly  died. 
She  recoA^ered  and  I  sent  her  home,  where  she  was  built  up  until 
the  hemoglobin  reached  50  per  cent.  I  then  did  a  hysterectomy 
and  she  made  a  good  recovery. 

It  has  been  my  observation  that  manj'  of  these  cases  with  low 
percentage  of  hemoglobin  do  well,  particularly  the  fibroid-tumor 
cases.  These  do  much  better  than  the  cancer  cases.  In  cancer 
cases  with  anemia  my  results  have  shown  a  high  mortality. 
This  is  probably  because,  in  addition  to  the  anemia,  there  is  a 
certain  amount  of  toxemia  from  the  cancer  itself.  With  the  hemo- 
globin percentage  at  40  and  a  corresponding  drop  in  the  blood 
count,  in  a  feeble  patient,  I  would  be  inclined  to  temporize.  I 
have  a  woman  in  the  hospital  now  on  whom  I  have  done  curettage. 
There  had  been  dribbling  of  blood  for  over  three  months.  The 
hemoglobin  has  increased  from  31  per  cent  to  70,  and  I  intend 
to  operate  on  Saturday.  I  think  the  question  of  operation  should 
be  decided  partly  by  the  general  condition  of  the  patient,  with 
reference  to  heart  and  pulse  and  the  location  of  the  tumor.  If 
the  tumor  is  submucous  and  the  examination  indicates  that  curet- 
tage is  not  practicable,  I  would  be  much  more  inclined  to  operate 
than  in  a  case  in  which  there  was  a  good  chance  to  stop  the  bleed- 
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ing  temporarily  by  curetting.  I  do  not  mean  by  that  that  I  have 
curetted  often  under  these  circumstances.  I  have  curetted  sel- 
dom, and  in  only  one  case  have  I  allowed  a  patient  to  go  out  of 
the  hospital  without  operation  because  of  extreme  anemia.  I 
hj^ve  seen  many  of  the  very  anemic  cases  get  well,  but  I  believe  it 
is  a  safe  rule  to  be  chary  about  a  radical  operation  if  the  hemo- 
globin is  below  40  per  cent. 

Dr.  R.  G.  Le  Conte.  —  I  recall  one  case,  a  woman  of  36  who 
had  had  bleeding  for  years  of  increasing  severity.  The  patient 
was  a  trained  nurse,  who  knew  her  case  would  have  to  come  to 
operation.  A  diagnosis  of  fibroid  was  made  years  before.  AVhen 
I  saw  her,  and  Avhen  she  had  made  up  her  mind  that  operation 
would  have  to  be  done  or  that  death  would  take  place,  she  had 
14  per  cent  of  hemoglobin.  After  a  few  weeks  I  was  able  to 
get  a  percentage  of  26  or  27.  I  then  operated.  The  operation 
was  difficult  and  lasted  nearly  two  hours.  With  the  exception 
of  the  first  tAventy-four  hours,  when  she  was  considerably  shocked 
from  the  prolonged  etherization,  her  convalescence  was  entirely 
uneventful.  At  the  time  of  operation  the  hemoglobin  was  not 
over  27  or  28  per  cent. 

Dr.  J.  ]\I.  Baldy. — In  a  paj)er  by  Dr.  Deaver  upon  the  value  of 
the  blood  count  in  operations,  and  in  which  he  reported  two 
cases,  I  would  hesitate  about  giving  the  exact  figures  of  percent- 
age of  hemoglobin,  but  my  recollection  is  that  they  were  between 
10  and  20.  In  criticism  of  this  paper  the  statement  was  made 
that  one  or  tAVO  cases  counted  but  little,  and  that  these  Avere 
probably  unique  instances  of  so  Ioav  a  percentage  of  hemoglobin 
Avith  recovery  after  operation.  This  evening  almost  eA'ery  man 
present  has  related  a  case  of  operation  Avith  Ioav  percentage  (30 
or  loAver)  of  hemoglobin  Avith  uneventful  recovery.  I  think  all 
of  us  can  revicAv  our  experience  and  recall  many  cases  such  as 
these,  in  AA-hich,  hoAVCA^er,  Ave  have  not  had  the  blood  count  to 
make  it  a  certainty.  I  am  certain  that  I  have  operated  on  many 
cases  Avith  the  hemoglobin  at  30  per  cent  or  beloAV.  I  Avould  not 
hesitate  to  operate  Avith  any  amount  of  anemia,  if  the  condition 
required  it.  In  extrauterine  pregnancy  bleeding,  no  matter  if 
the  hemoglobin  Avere  but  tAvo  or  three  per  cent,  I  Avould  operate. 
The  risk  is  apparently  small  in  practice,  and  I  think  respect  for 
the  laboratory  is  going  to  do  a  considerable  amount  of  harm  in 
staying  the  hands  of  the  surgeon  Avhen  he  ought  not  to  be  influ- 
enced. This  is  particularly  true  among  the  younger  men,  Avho 
will  not  depend  upon  their  oaa'u  experience,  but  accept  the  dictum 
of  the  laboratory.  We  are  greatly  indebted  to  the  laboratory, 
hut  it  is  a  graA^e  matter  for  it  to  put  itself  in  a  position  AA'hich 
seems  to  be  absolutely  opposed  to  the  experience  of  the  men  AA'ho 
are  practising.  It  is  not  the  percentage  of  hemoglobin  Avhich 
should  influence  us ;  it  is  the  general  condition  of  the  patient, 
irrespective  of  the  hemoglobin. 

Dr.  R.  p.  McReynolds.— I  think  the  question  of  Dr.  Girvin, 
AA-hen  to  operate,  is  a  valuable  one.    The  best  surgeon  is  the  one 
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who  knows  the  best  time  to  operate.  At  the  time  I  saw  the  case 
mentioned  by  Dr.  Girvin  he  was  in  donbt  whether  to  operate  at 
once  or  not.  The  temperature  was  high,  and  had  the  operation 
been  done  at  that  time  I  think  the  result  would  not  have  been  so 
good,  not  on  account  of  the  anemia,  but  on  account  of  the  inflam- 
mation and  peritonitis. 

Last  summer  I  had  a  case  of  the  same  kind  as  Dr.  Girvin  re- 
ports— a  submucous  fibroid  with  marked  anemia  from  excessive 
hemorrhage.  I  did  first  a  palliative  operation  (curetting  the 
uterus)  ;  the  result  was  not  good.  Hysterectomy  was  afterward 
done,  and  I  was  surprised  to  find  how  quickly  and  completely  the 
woman  recovered  from  the  operation  and  from  the  anemia.  The 
hemoglobin  was  very  low  and  I  expected  she  would  probably  die 
from  the  shock  of  the  operation.  I  think  one  reason  that  the 
anemic  cases  from  fibroid  tumors  recover  so  quickly  after  hys- 
terectomy is  because  the  Avomen  are  generally  young  and  as  soon 
as  the  bleeding  is  stopped  the  blood-making  organs  supply  new 
blood,  and  the  body  soon  regains  its  normal  condition. 

Dr.  H.  D.  Beyea.  —  It  is  my  experience  that  there  is  a  distinct 
difference  in  anemias.  I  believe,  with  Dr.  Noble,  that  in  the  ane- 
mia produced  by  the  toxemia  of  carcinoma  of  the  uterus  operation 
is  very  dangerous,  often  the  cause  of  death.  That  produced  by 
suppurative  conditions,  a  staphylococcus  or  streptococcus  toxe- 
mia, is  very  much  less  dangerous  and  is  not  to  be  considered  a 
contraindication  to  operation.  In  the  two  cases  reported  by  Dr. 
Girvin,  one  of  which  I  saw  and  assisted  in  the  operation,  the 
anemia  was  not  due  to  profuse  hemorrhage,  but  appeared  to  be 
a  simple  anemia  to  be  accounted  for  only  by  the  deleterious  influ- 
ences of  a  large  tumor.  Where  excessive  bleeding  has  occurred 
in  a  myoma  of  the  uterus,  I  would  thoroughly  curette  and  pack 
the  uterus,  allow  some  weeks  to  elapse,  thereby  increasing  the 
percentage  of  hemoglobin  and  making  operation  safer.  When 
this  is  not  practicable,  operation  is  imperative ;  the  added  risk  is 
not  very  great.  However,  it  must  be  admitted  that  there  is  dis- 
tinctly more  risk  in  operating  on  a  woman  having  a  low  per- 
centage of  hemoglobin  than  upon  one  with  the  hemoglobin  at 
70,  and  therefore  we  should  eliminate  this  risk  whenever  possible. 
The  question,  to  my  mind,  is  one  to  be  settled  by  the  surgeon's 
experience  in  each  individual  case,  and  the  estimation  of  the  per- 
centage of  hemoglobin  and  a  blood  count  are  factors  which  should 
influence  him  in  his  decision  the  one  way  or  the  other. 

Dr.  Girvin  (closing). — These  two  cases  demonstrated  very 
nicely  the  question  of  anemia  in  fibroid  tumors.  One  was  a  sub- 
mucous fibroid,  the  other  an  interstitial ;  one  was  associated  with 
a  considerable  amount  of  hemorrhage  for  some  time— in  fact,  for 
years— before  operation,  the  other  had  no  more  than  the  normal 
amount  of  menstrual  discharge.  Neither  of  them  was  associated 
with  that  condition  of  the  heart  which  makes  operation  in  these 
cases  of  fibroid  so  dangerous.  I  agree  that  when  we  have  heart 
symptoms  associated  with  anemia  the  greatest  care  must  be  used, 
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for  here  we  often  see  a  rapidly  failing  heart  with  death  on  the 
eighth  or  tenth  day.  In  both  of  these  cases  the  heart  sounds 
and  the  tone  of  the  pulse  were  good.  The  question  was  simply 
that  of  anemia  and  not  of  the  condition  of  the  circulation.  Un- 
dpubtedly  in  these  anemic  cases  there  is  a  difference  in  the  re- 
sults, dependent  upon  the  disorganization  of  the  blood.  We  all 
recognize  the  danger  in  anemia  associated^  with  cancer.  The 
cases  of  acute  anemia  are  much  more  likely  to  do  well;  that  is, 
Avhen  the  anemia  is  mechanical,  due  to  loss  of  blood  immediately 
before  the  operation  or  for  a  protracted  period.  The  blood-mak- 
ing organs  are  in  good  condition,  and  as  soon  as  the  patient  is 
relieved  of  the  cause  the  blood  returns  to  the  normal. 

In  one  of  the  cases  referred  to  mention  is  made  of  the  dis- 
organization of  the  blood  taking  place  after  the  administration 
of  ether.  I  have  rarely  seen  any  symptoms  of  that.  In  both 
of  my  cases  the  percentage  of  hemoglobin  almost  immediately 
began  to  improve  and  continued  steadily  without  interruption. 

I  am  glad  that  the  consensus  of  opinion  seems  to  agree  with 
what  I  have  felt  in  these  cases,  that  in  fibroid  tumors  associated 
with  anemia,  no  matter  how  severe,  if  not  associated  with  bad 
heart  symptoms,  under  early  operation  they  do  remarkably  well. 

Dr.  J.  M.  Baldy  presented 

PESSARY  AND  STONES  REMOVED  FROM  FEMALE  BLADDER. 

The  patient,  a  woman  of  63  years,  came  to  me  complaining  of 
pain  in  the  bladder,  freciuent  and  bloody  urination.  A  perfunc- 
tory examination  of  the  vagina  showed  a  tumor  apparently 
closely  attached  to  the  bladder  walls.  I  instructed  the  nurse  to 
prepare  the  case  for  a  cystoscopic  examination.  Through  the 
cystoscope  calculi  were  seen.  The  bladder  was  opened  through 
the  vaginal  wall  from  the  neck  of  the  bladder  to  the  cervix  uteri, 
and  there  was  removed  Avhat  you  see :  these  two  large  phosphatic 
stones  and  this  pessary.  I  concluded  that  the  case  was  one  in 
which,  after  a  number  of  years,  the  pessary  had  ulcerated  through 
the  vagina  into  the  bladder.  The  history,  however,  showed  that 
this  was  not  the  case.  The  patient  is  a  very  intelligent  Welsh 
woman,  and  she  declared  at  no  time  until  thirteen  months  ago 
had  she  been  even  examined  by  a  physician  (when  a  pessary 
could  have  been  introduced),  except  at  the  birth  of  her  children. 
A  year  or  more  ago  she  complained  of  prolapse  of  the  uterus.  A 
pessary  was  introduced,  which  she  describes  as  a  three-sided  pes- 
sary without  any  lower  bar.  This  was  introduced  on  a  Saturday 
and  she  was  instructed  to  lie  still  for  a  day  or  two.  On  Monday 
she  got  up  to  go  to  the  closet.  She  had  much  discomfort,  and  on 
the  next  day  a  terrific  colic.  A  search  was  made  for  the  pessary, 
but  it  could  not  be  found.  She  was  in  bed  for  three  months  and 
tells  me  that  she  was  told  she  had  pleurisy.  Since  that  time  she 
has  had  a  miserable  time  of  it.  As  she  expresses  it,  she  has  dur- 
ing the  day  prayed  for  night,  and  during  the  night  prayed  for 
daylight. 

45 
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The  only  possible  assumption  is  that  the  pessary  was  intro- 
duced into  the  bladder.  It  is  the  only  shaped  pessary  in  which 
such  an  accident  could  have  occurred.  The  pessary  was  embed- 
ded in  the  thickened  Avails  of  the  bladder,  and  I  was  forced  to 
tear  it  out,  leaving  a  considerable  wound.  I  shall  keep  the  open- 
ing in  the  bladder  open  for  a  few  weeks  until  the  bladder  walls 
have  had  a  chance  to  become  repaired,  and  will  then  close  it  in 
the  usual  way.  The  Avomau  is  completely  relieved  of  all  her 
symptoms. 


TRANSACTIONS  OF  THE 
NEW  YORK  OBSTETRICAL  SOCIETY. 


Meeting  of  Fehruary  11,  1902. 
The  President,  Malcolm  McLean,  M.D.,  in  the  Chair. 

PRIMARY  epithelioma  OF  THE  POSTERIOR  WALL  OP  THE  VAGINA. 

Dr.  Le  Roy  Broun.— Miss  S.,  aet.  37,  was  sent  to  me  by  her 
physician  to  determine  the  nature  of  an  ulcer  located  on  the 
posterior  wall  of  the  vagina.  At  my  request  her  physician  at 
a  later  time  removed  a  portion  for  pathological  examination. 
This  examination  Avas  made  by  Dr.  George  P.  Biggs,  who  re- 
turned the  folloAving  report:  "The  small  pieces  of  tissue  from 
induration  of  the  vaginal  wall  have  the  typical  structure  of  an 
epithelioma.  Judging  from  the  slight  tendency  to  pearl  forma- 
tion and  the  lack  of  sharp  outlines  to  the  lobules  of  epithelial 
cells,  the  growth  Avould  appear  to  haA^e  been  comparatiA^ely  rapid 
in  its  development." 

The  patient  Avas  immediately  placed  in  the  hospital  and  the 
operation  done  on  February  4.  When  seen  in  my  office  the  ulcer- 
ating mass  Avas  slightly  raised  above  the  surrounding  healthy 
portions  of  the  vagina.  The  mass  was  about  an  inch  in  diameter 
and  located  on  the  posterior  Avail  of  the  vagina  midway  between 
the  vulva  and  the  cervix.  At  the  operation  the  mass  had  rapidly 
increased  in  size.  The  separation  Avas  not  difficult,  the  rectum 
not  being  attached.  On  account  of  the  tension  developed  I 
deemed  it  best  not  to  make  the  effort  to  cover  over  the  raAv  sur- 
face by  the  vaginal  healthy  tissue,  but  to  leave  a  considerable  por- 
tion to  granulate. 

cerebral   embolism   IMMEDIATELY  FOLLOWING  PROLONGED  ABDOM- 
INAL SECTION  IN  WHICH,  AS  CUSTOMARY,  THE  TREN- 
DELENBURG POSITION  WAS  USED. 

Dr.  Le  Roy  Broun.— Louise  B.,  45  years  old,  married  23  years, 
was  admitted  to  the  hospital  January  14.  Her  first  menses 
appeared  at  the  age  of  14 ;  her  last  occurred  January  1  last.  Her 
menses  had  been  regular,  of  the  three-Aveekly  type,  floAving  three 
or  four  days,  up  to  last  September;  since  that  time  her  floAving 
has  been  very  profuse,  lasting  from  seven  to  eleven  days.     She 
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has  had  no  children.  She  hgd  an  abortion  at  the  second  month 
twenty-three  years  ago.  At  intervals  of  three  to  four  years  she 
has  been  subject  to  attacks  similar  to  the  present  one.  Physical 
examination  of  heart  showed  a  large,  full  blowing  mitral  regur- 
gitant murmur.  She  complains  of  severe  dull  pain  across  the 
lower  part  of  her  abdomen.  She  has  backache  and  a  slight  leu- 
corrhea.  Urine  normal.  Diagnosis  was  made  before  operation 
of  myoma  uteri ;  after  operation,  double  pyosalpinx. 

January  20 :  After  the  usual  preparations  the  patient  went  to 
operating  room;  temperature  99°  F.,  pulse  88,  respiration  22, 
During  the  operation  she  received  strychnine  sulphate,  one- 
thirtieth  grain.  At  close  of  operation  she  was  in  good  condition ; 
temperature  99.2°  F.,  pulse  96,  respiration  30.  Pulse  good  vol- 
ume. 

As  the  patient  recovered  from  the  effects  of  the  ether  it  was 
noted  that  she  seemed  unable  to  speak,  and  the  tongue,  when 
protruded,  was  drawn  to  the  right  side  of  the  face,  and  that  she 
Avas  unable  to  completely  close  the  left  eyelids,  showing  paraly- 
sis of  the  left  side  of  the  face.  Mobility  of  right  extremities 
was  greatly  impaired,  the  patient  being  unable  to  move  them 
slightly,  showing  paralysis  of  the  right  side  of  body.  Patellar 
reflexes  were  normal  of  both  sides.  Examination  showed  an 
almost  entire  absence  of  sensation  on  left  side  of  face  and  right 
side  of  the  body. 

January  28 :  Gradual  improvement  noted  in  movements  of 
arms  and  legs.  Is  able  to  exert  slight  pressure  with  the  right 
hand.     Cannot  speak. 

January  29 :  Abdominal  stitches  removed. 

January  31 :  Marked  improvement  in  movements  of  the  ex- 
tremities. Able  to  say  "water"  and  a  few  other  simple  words 
with  great  effort. 

February  9 :  Tongue  not  drawn  to  either  side  when  put  out. 
Speech  fairly  good.  Movements  of  extremities  show  great  im- 
provement. The  only  remains  of  the  hemiplegia  is  the  impedi- 
ment to  speech,  which  is  slight,  the  words  being  spoken  with  a 
jerk,  and  the  weakness  of  the  right  extremities. 

This  unusual  complication  is  reported  on  account  of  the  rarity 
of  such.  I  cannot  for  a  moment  think  that  the  prolonged  Tren- 
delenburg position  had  any  exciting  influence. 

REPORT  OF  THE  RUPTURE  OF  A  SIX-WEEKS  PREGNANT  UTERUS  AT  ITS 
HORN  DURING  A  DIVULSION   WITH  A  FAULTY  DILATOR  PRE- 
PARATORY  TO  EMPTYING   THE   UTERUS  OF   THE 
REMAINS  OF  A  MISCARRIAGE. 

Dr.  Le  Roy  Broun.— On  January  15  I  was  sent  for  by  a 
f]'iend,  the  physician,  on  account  of  the  rupture  of  the  uterus 
of  his  patient  when  he  was  divulsing  preparatory  to  emptying 
it  after  a  miscarriage.  Upon  arrival  at  the  house  I  found  the 
patient  with  a  pulse  not  greatly  accelerated,  but  very  poor  in 
quality.  The  patient  was  evidently  at  that  time  in  considerable 
shock.     I  was  told  that  her  condition  was  much  improved  over 


708  TRANSACTIONS    OP    THE 

two  hours  previous.  Her  physician  gave  me  the  following  his- 
tory :  Mrs.  S.,  aged  24.  One  child  of  eight  months.  At  present 
about  six  weeks  advanced  in  pregnancy.  Some  ten  days  pre- 
viovisly,  while  playing  with  her  child,  she  allowed  him  to  fall 
into  her  lap  and  against  the  lower  part  of  the  abdomen.  This 
was  immediately  followed  by  a  free  flow  of  discolored  water 
from  the  vagina.  This  was  followed  by  a  constant,  though 
slight,  sanious  flow  for  the  following  ten  days.  He  proceeded 
to  clear  the  uterus.  When  divulsing  prior  to  curettage  the 
cervix  was  torn  into  the  broad  ligament.  Regarding  the  tear 
of  the  cervix  as  the  extent  of  the  accident,  he  completed  the  ope- 
ration and  washed  out  the  uterus  with  1 :10,000  bichloride  of 
mercury.  He  then  found  that  the  tear  through  the  cervix 
extended  up  to  the  left  horn  of  the  uterus  and  that  through  this 
a  large  instrument  would  easily  pass  into  the  general  peritoneal 
cavity. 

After  all  the  arrangements  had  been  made  for  operation,  the 
Trendelenburg  position  being  improvised  by  the  aid  of  an  in- 
verted chair  placed  on  the  operating  table,  the  abdomen  was 
opened.  A  small  amount  of  blood  was  found  in  the  abdominal 
cavity.  The  upper  end  of  the  tear  in  the  body  of  the  uterus 
was  just  below  the  insertion  of  the  Fallopian  tube  and  easily 
admitted  the  middle  finger.  The  lower  portion  of  the  tear  was 
between  the  folds  of  the  broad  ligament.  The  folds  of  the  broad 
ligament  were  separated.  The  rent  in  the  uterus  was  united 
with  two  layers  of  catgut  sutures,  and  finally  the  peritoneum  was 
stitched  over  all.  On  account  of  the  tear  having  occurred  prior 
to  the  curettage  and  the  probability  of  a  mild  sepsis  having 
existed  (there  had  been  a  ten-days  flow),  I  made  a  liberal  in- 
cision in  the  cul-de-sac  and  lightly  filled  with  sterile  gauze  the 
space  behind  the  uterus  and  above  the  site  of  the  tear.  This  gauze 
was  removed,  as  customary,  by  the  seventh  day.  The  patient's 
recovery  was  uneventful. 

I  report  this  case  not  only  on  account  of  the  pleasure  the  happy 
outcome  has  been  to  me,  but  to  call  attention  to  the  faulty  method 
of  manufacture  of  some  divulsors,  and  especially  in  the  one  I 
show  you  and  by  the  use  of  which  this  tear  happened.  As  will 
be  seen,  this  is  an  ordinary  "VVathen  divulsor,  but  faultily  made 
in  not  being  furnished  with  a  shoulder  where  the  blades  join  the 
body  of  the  instrument.  The  absence  of  this  shoulder  permits 
the  operator  to  pass  the  instrument  fully  three  inches  into  the 
uterus,  and,  on  opening  the  blades,  they  must  necessarily,  on  the 
side  Avails  of  the  uterus  near  the  fundus,  do  damage  even  to  the 
point  of  rupturing  the  uterus,  as  in  this  instance,  if  the  body 
is  soft  and  friable. 

Dr.  E.  H.  Grandin.— I  first  saw  this  instrument  of  destruc- 
tion used  by  a  colleague  when  he  divulsed  the  uterus  into  the  pos- 
terior fornix,  the  intestines  coming  down  through  the  opening. 
An  abdominal  section  was  not  performed,  but  the  tear  was 
packed  with  gauze  and  the  woman  made  a  good  recovery.     I 
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think  this  instrument  is  unnecessarily  powerful.  AYe  should 
bear  in  mind  that  divulsion  really  means  causing  the  muscle  to 
yield  under  the  pressure  applied,  not  torn. 

Dr.  J.  Riddle  Goffe.  — I  rise  to  defend  the  instrument  devised 
by  Dr.  Wathen,  of  Louisville,  and  criticised  by  Dr.  Broun  as 
being  the  cause  of  the  accident  which  occurred  in  the  case  de- 
scribed by  him.  I  use  this  instmment  constantly  and  I  have 
been  using  it  for  the  past  ten  years.  I  have  two  of  them  in  my 
possession,  one  that  I  use  in  my  hospital  work  and  one  in  my  pri- 
vate work.  I  have  never  seen  any  bad  results  from  their  use  in 
my  hands.  Ordinarily  in  dilating  a  nulliparous  uterus  or  a 
cervix  invaded  by  cicatricial  tissue  there  is  difficulty  in  overcom- 
ing the  tendenc}^  of  the  instrument  to  slip  out,  but  never  to  slip 
in ;  therefore  I  see  no  necessity  for  the  presence  of  a  shoulder.  It 
makes  little  difference  what  instrument  is  used,  provided  it  is 
strong  enough  to  do  the  work.  The  safe  and  efficient  use  of  the 
dilator  depends  upon  the  experience  and  judgment  of  ''the  man 
behind  the  gun."  There  is  no  power  in  the  instrument  itself;  it 
resides  in  the  operator,  and  should  be  nicely  adjusted  to  the  con- 
ditions of  each  case.  The  screw  power  should  never  be  used  to 
do  the  dilating,  but  to  secure  in  gradual  stages  what  has  been 
attained  by  approximating  the  handles  with  the  hand,  gently 
or  forcibly  as  the  conditions  require. 

Dr.  Henry  C.  Coe.  — It  seems  to  me  that  the  condition  of  the 
uterine  tissue  is  the  most  important  factor  in  cases  such  as  the 
one  reported.  It  is  well  known  that  the  uterus  is  often  so  soft 
and  friable  that  a  minimum  amount  of  force  applied  with  a 
steel  dilator  will  cause  a  laceration.  I  have  known  a  most  care- 
ful and  experienced  man  rupture  through  the  cervix  and  actually 
tear  the  uterine  artery.  He  grasped  the  torn  artery  between 
thumb  and  finger  and  held  it  until  my  arrival,  when  I  was  able  to 
clamp  it.  A  gauze  drain  was  passed  through  the  rent  into  the 
peritoneal  cavity  and  the  patient  made  an  afebrile  recovery.  It 
is  unfair  to  criticise  either  a  particular  instrument  or  the  ope- 
rator when  the  accident  is  really  due  to  an  unsuspected  patholo- 
gical change  in  the  uterine  muscle. 

Dr.  Ralph  Waldo.  — I  saw  a  gentleman  who  Avas  about  to  ope- 
rate upon  a  patient  for  laceration  of  the  cervix  use  a  simple,  inof- 
fensive dilator  and  go  right  through  the  uterus  into  the  abdom- 
inal cavity  without  using  much  force ;  the  rent  was  large  enough 
to  admit  my  finger.  Gauze  was  introduced  and  the  patient  did 
well.  The  tissues  in  this  instance  were  very  friable.  The  suc- 
cessful use  of  these  instruments,  I  think,  depends,  not  upon  the 
instrument,  but  upon  the  man  and  the  condition  of  the  cervix 
that  is  to  be  dilated. 

Dr.  a.  Palmer  Dudley.— It  seems  to  me  that  it  is  unnecessary 
to  use  such  powerful  instruments  to  dilate  the  cervix.  It  is 
entirely  unnecessary,  too,  to  use  the  dilator  prior  to  doing  curet- 
tage. By  using  the  thumbscrew  in  the  Goodell  instrument  the 
bodv  of  the  uterus  as  well  as  the  cervix  is  dilated,  and  this  fea- 
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ture  makes  it  a  dangerous  instrument.  It  is  only  necessary  to 
dilate  the  cervix  sufficiently  to  permit  the  introduction  of  the 
curette  into  the  body  of  that  organ.  A  great  danger  attending 
dilatation  of  the  lower  segment  of  the  uterus  arises  from  this  fact, 
that  the  great  majority  of  men  will  grasp  the  cervix  with  the 
volsella  forceps  and  drag  it  down;  as  a  result  it  places  upon  the 
stretch  a  band  of  fibres  of  the  uterus  which  nmst  be  overcome. 
There  are  three  layers  of  muscular  fibres  to  be  considered  in  the 
structure  of  this  organ,  viz.,  the  circular,  the  longitudinal,  and 
the  oblique ;  therefore,  if  traction  be  made  upon  the  cervix,  more 
force  will  be  required  than  if  we  allow  the  uterus  to  rise  in 
the  pelvis.  If  the  instrument  slips  out  it  is  because  of  this  trac- 
tion made  upon  the  cervix.  No  smooth  instrument  will  slip  out 
unless  such  traction  is  made  upon  the  cervix,  and  the  rupture 
reported  by  the  doctor  was  due  to  this  fact.  These  ruptures  are 
due  to  the  "man  behind  the  gun." 

Dr.  Herman  J.  Boldt.  —  I  have  taken  the  opportunity  on  pre- 
vious occasions  to  oppose  the  use  of  the  curette  in  a  puerperal 
uterus  because  of  the  liability  of  perforating  the  organ.  If,  how- 
ever, determined  upon,  we  should  not  introduce  the  instrument 
into  the  uterine  cavity  until  it  has  first  been  explored  by  the 
finger.  Again,  there  is  no  occasion  for  dilatation  in  a  post- 
partum uterus,  because  it  can  be  explored  without  such  instru- 
mental dilatation.  So  far  as  dilating  the  uterus  is  concerned 
for  purposes  of  curetting,  I  do  not  think  it  will  be  found  neces- 
sary once  in  fifteen  times.  In  my  opinion  the  use  of  the  dilator 
is  only  necessary  when  we  \visli  to  dilate  to  overcome  stenosis 
in  patients  suffering  from  dysmenorrhea.  In  the  majority  of 
instances  the  dilator  should  be  condemned.  I  have  seen  a  gentle- 
man perforate  the  uterus,  and  tear  the  intestines  which  prolapsed 
through  the  perforation,  in  a  uterus  after  abortion  at  the  third 
month ;  for  certain  reasons  this  case  was  not  published. 

Dr.  Joseph  Brettauer.— AVhile  I  agree  in  the  main  with  what 
has  just  been  stated  by  Dr.  Boldt,  yet  I  should  like  to  say  that 
this  instrument  is  a  very  good  and  useful  one  in  cases  of  rigid 
cervices  preliminary  to  introducing  the  curette.  I  think  it  is 
absolutely  reliable  and  devoid  of  danger  if  properly  used. 

Dr.  Joseph  E.  Janvrin.— So  far  as  my  observation  goes,  it 
proves  that  the  use  of  this  instrument  in  cases  of  abortion  is  an 
outrage,  for  the  tissues  are  so  soft  that  we  cannot  help  cutting 
through  and  injuring  them.  I  never  make  use  of  the  steel 
dilator,  preferring  the  finger  or  the  Barnes  dilators.  I  think  the 
Wathen  instrument  an  excellent  one  for  use  in  dilating  a  rigid 
cervix,  and  also  where  we  wish  to  curette  for  chronic  endome- 
tritis; without  such  dilatation  a  curette  large  enough  to  do 
good  work  cannot  be  passed  up.  I  always  steady  the  cervix  with 
volsella  forceps,  and  I  cannot  see  how  the  least  possible  harm  can 
result  from  its  use. 

Dr.  E.  B.  Cragin.— There  is  one  point  that  I  should  like  to 
make  and  which  should  be  emphasized,  and  that  is,  the  uterus 
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should  be  steadied.  In  cases  of  rupture  such  injury  is  often  due 
to  the  sudden  motion  of  that  organ;  if  the  uterus  be  steadied 
from  below  with  the  volsella  forceps  and  above  by  the  hand  of 
an  assistant,  the  motion  of  the  uterus  is  much  less  and  there  is 
l^ss  likelihood  of  the  instrument  slipping  and  causing  laceration. 

CARCINOMA  OF   THE   CERVIX  AND  TUBERCULOSIS  OF  THE 
FALLOPIAN  TUBES. 

Dr.  Egbert  H.  Grandin.— I  wish  to  present  specimens  (uterus 
and  appendages)  showing  the  unusual  combination  of  carcino- 
ma of  the  cervix  and  tuberculosis  of  the  Fallopian  tubes.  The 
patient  from  whom  this  was  removed  entered  my  service  at  the 
Columbus  Hospital  and  gave  the  following  history:  She  was 
36  years  old  and  had  been  married  twenty  years,  having  had 
two  children  and  one  miscarriage.  For  a  number  of  months  she 
has  been  sutfering  from  hemorrhages  and  entered  the  hospital 
on  that  account.  On  local  examination  the  cervix  was  found 
to  be  dense  and  eroded  anteriorly,  the  uterus  movable,  the  appen- 
dages slightly  enlarged.  On  January  24  I  removed  a  section 
from  the  cervix  for  examination,  and  the  report  of  the  patholo- 
gist, Dr.  "VV.  B.  Noyes,  was  "carcinoma  cervicis."  On  January 
31  abdominal  hysterectomy  Avas  performed.  The  tubes  were 
found  to  be  studded  with  miliary  tubercles  and  a  few  were  pres- 
ent on  the  bladder  peritoneum.  The  following  is  the  report  of 
the  pathologist,  Dr.  Noyes:  "Uterus  enlarged;  ovaries  and 
tubes  thickened ;  broad  ligaments  and  tubes  studded  with  tuber- 
cles ;  recent  and  old  adhesions ;  tubes  congested ;  fimbriaB  oblit-< 
erated;  ovaries  sclej'osed.     Diagnosis,  tuberculosis  of  the  tubes." 

Dr.  Joseph  E.  Janvrin.— I  should  like  to  ask  the  doctor  if  he 
had  any  idea  of  the  existence  of  tuberculosis. 

Dr.  E.  H.  Grandin. — Absolutely  none.  In  a  relatively  large 
number  of  cases  of  tuberculosis  of  the  female  organs  which  I 
have  seen  the  diagnosis  was  made  at  the  operation  or  by  the 
pathologist ;  a  very  few  such  diagnoses  are  made  prior  to  ope- 
ration. 

FIBROIDS  complicating  PREGNANCY. 

Dr.  Henry  C.  Coe.  — I  wish  to  report  three  ca.?es,  seen  in  the 
course  of  ten  days,  which  illustrate  the  influence  upon  early 
pregnancy  of  each  of  the  varieties  of  uterine  fibromyomata. 

In  the  first  case  I  was  called  out  of  town  at  night  to  see  a 
young  woman,  married  only  five  months,  who  had  just  aborted 
at  two  months.  She  had  never  had  any  symptoms  referable  to 
pelvic  trouble.  On  introducing  his  finger  into  the  uterine  cavity 
the  attending  physician  felt  a  soft  body  which  he  thought  might 
be  a  second  ovum.  Under  chloroform  I  found  that  it  was  a 
polypus  the  size  of  a  golf  ball,  with  a  broad  pedicle  attached 
near  the  fundus.  The  cervix  was  well  dilated  and  I  was  strongly 
tempted  to  remove  the  growth  on  the  spot;  but  as  the  light 
was  bad  and  the  surroundings  unfavorable,  and  the  patient  in 
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poor  condition,  it  was  considered  more  prudent  to  defer  the  ope- 
ration for  a  month,  especially  as  the  tumor  showed  no  evidence 
of  sloughing.  In  this  instance  the  abortion  was  clearly  due  to 
the  presence  of  the  growth,  no  other  exciting  cause  being  known, 
and  the  main  indication  for  operation  was  the  interference  with 
pregnancy  which  would  doubtless  occur  in  the  event  of  subse- 
quent conceptions. 

In  the  second  case  the  patient  was  pregnant  four  and  a  half 
months  for  the  first  time  and  she  was  anxious  to  be  allowed  to  go 
on  to  term,  if  possible.  A  sessile  subperitoneal  fibroid,  the  size 
of  an  orange,  could  be  felt  on  the  left  side  of  the  corpus  uteri 
midway  between  the  fundus  and  the  lower  segment.  It  had  in- 
creased in  size  considerably  under  the  influence  of  pregnancy, 
but,  as  the  enlargement  of  the  uterus  was  normal  and  there  were 
no  urgent  symptoms,  a  favorable  prognosis  was  given  and  the 
patient  was  assured  that  there  was  no  reason  to  apprehend  any 
complication  during  pregnancy  or  labor.  Her  j^hysician  was 
advised  to  keep  her  under  careful  observation. 

The  third  patient  was  nearly  three  months  pregnant  when  she 
consulted  me.  and  was  (like  the  other  two  former  patients)  a 
young  primipara,  recently  married  and  desirous  of  having  a 
child.  In  her  case,  also,  the  tumor  had  never  given  rise  to  symp- 
toms and  she  was  unaware  of  its  presence  until  her  attention  was 
called  to  a  hard  body  in  the  lower  abdomen.  This  was  a  multi- 
ple fibroid,  pai-tly  interstitial  and  partly  subperitoneal,  the 
entire  mass  being  as  large  as  a  cocoanut  and  firmly  impacted  in 
the  pelvis.  The  cervix  was  long  and  rigid.  An  unfavorable 
prognosis  was  given  with  regard  to  the  continuance  of  preg- 
nancy, but  no  thought  was  entertained  of  a  radical  operation 
at  the  time.  A  few  days  later  severe  contraction  pains  began 
and  continued  for  thirty-six  hours,  without  hemorrhage  or  any 
dilatation  of  the  cervix.  It  was  then  decided  to  empty  the 
uterus,  which  was  accomplished  with  some  difficulty  and  profuse 
bleeding.  The  patient  made  an  afebrile  recovery,  but  the  con- 
tractions (of  an  unusually  severe  type)  persisted  for  ten  days, 
at  the  end  of  which  time  the  tumor  was  more  firmly  impacted 
than  before  and  but  slightly  diminished  in  size.  Although  one 
hesitates  about  proposing  hysterectomy  in  the  case  of  a  young 
woman  only  22  years  old,  without  previous  symptoms,  the  dan- 
ger of  a  subsequent  pregnancy  is  self-evident  and  it  is  probable 
that  the  operation  may  eventually  be  necessary. 

I  report  these  cases,  not  because  of  any  unusual  features.  Init 
because  of  their  practical  bearing,  and  also  of  the  fact  that  they 
form  rather  an  interesting  group,  occurring  in  newly  married 
women,  ^^dthout  any  previous  symptoms  referable  to  the  tumor. 

Dr.  Joseph  Brettauer.— A  few  weeks  ago  I  operated  upon  a 
primipara  who  was  seven  months  pregnant,  who  suddenly  com- 
plained of  severe  disturbance  during  micturition.  There  was  a 
pedunculated  fibroid  which  had  dropped  into  the  pelvis  and 
caused  severe  pressure.     It  was  impossible  to  push  it  back,  even 
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Avhen  the  patient  was  under  the  influence  of  a  narcotic.  There 
were  two  other  distinct  nodules  to  be  felt  higher  up  in  the 
anterior  wall  of  the  uterus.  I  at  once  made  an  incision  and 
removed  it  easily  by  excising  the  pedicle  and  stopping  the  hem- 
orrhage by  suture.  Convalescence  was  undisturbed ;  no  uterine 
contractions  Avere  exerted  at  any  time. 

Dr.  Herman  J.  Boldt.  — I  recall  a  recent  instance  of  a  sub- 
peritoneal fibroid,  the  pedicle  of  which  was  twisted,  this  causing 
a  localized  peritonitis.  Such  intense  symptoms  were  caused  that 
it  Avas  deemed  advisable  to  operate;  there  Avere  found  adhesions 
betAveen  the  tumor  and  the  intestines.  The  patient  Avas  five 
months  pregnant  at  the  time.  There  Avas  no  interruption  to  the 
course  of  the  pregnancy. 

Dr.  Ralph  Waldo.  — I  do  not  think  that  so  much  depends 
upon  the  exact  location  of  the  fibroid  as  upon  the  extent  of  the 
tumor  and  Avhether  it  blocks  the  outlet.  Only  to-day  I  looked 
at  a  specimen  in  my  possession ;  this  tumor  had  nearly  filled 
the  peh'is  and  I  found  it  necessary  to  perform  a  hysterectomy, 
though  the  Avoman  Avas  pregnant.  Fibroids  may  occupy  one 
position  or  another  and  the  patients  go  to  term.  In  many  cases 
of  large  subperitoneal  fibroids,  if  the  fibroids  are  remoA-ed.  the 
patients  may  go  to  term  and  be  deli\'ered  normally. 

THE  anatomy   of   THE   LEA'ATOR   ANI. 

Dr.  A\".  E.  Studdiford. — The  relatiA'e  importance  of  the  struc- 
tures that  make  up  the  pelvic  floor,  to  Avithstand  the  varying 
pressure  to  AA'hich  they  are  subjected,  has  been  a  fruitful  sub- 
ject for  discussion  to  both  gynecologists  and  obstetricians.  The 
numerous  operations  for  repair  of  the  injuries  folloAving  child- 
birth all  testify  to  this  difiCerence  of  opinion  as  to  the  tissues 
injured  and  the  method  by  Avhieh  such  injuries  should  be  cor- 
rected. FolloAving  the  teaching  of  Emmet,  many  Avriters  have 
insisted  that  the  fascia  attached  to  the  sides  of  the  vagina  and 
rectum  and  forming  a  sheath  for  the  muscles  of  the  pelvis  is  the 
essential  supporting  structure. 

E.  C.  Dudley  and  BroAvning  state  that  the  recto-vesical  fascia, 
AA'hen  intact,  is  in  itself  sufficient  to  furnish  the  required  sup- 
port; that  the  levator  ani  muscle  is  rudimentary  in  character; 
the  Aveakness  of  its  origin,  as  Avell  as  the  direction  of  its  fibres, 
is  inconsistent  Avith  supporting  poAver,  and  thus  it  is  unphysiolog- 
ical  for  a  muscle  to  furnish  continuous  support.  If  the.se  obser- 
vations are  true  the  mechanism  of  the  pelvic  floor  must  be  greatly 
inferior  to  the  perfect  mechanism  found  in  other  parts  of  the 
body,  in  that  an  unyielding  fascia  that  can  make  no  intelligent 
resistance  is  expected  to  Avithstand  the  many  accidental  and 
physiological  strains  that  are  placed  upon  it. 

Another  class  of  Avriters  have  considered  the  levator  ani  nuis- 
cle  the  real  supporting  structure  of  the  pelvic  outlet,  especially 
its  anterior  fibres ;  the  supporting  poAver  of  the  muscle  being 
attributed  to  its  action  in  draAving  the  loAver  end  of  the  rectum 
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forward  under  the  pubic  areli  and  thus  narrowing  the  vaginal 
opening.  It  was  this  difference  of  opinion  as  to  the  mechanism 
of  the  pelvic  floor  and  the  parts  affected  by  the  injuries  of  child- 
birth that  led  the  writer  to  make  a  series  of  dissections  and 
frozen  sections  of  this  region.  This  paper  is  offered  as  a  pre- 
liminary report  of  some  of  the  findings  of  this  investigation. 
The  report  is  incomplete  in  some  of  its  details,  and  it  remains 
for  future  investigation  to  prove  conclusively  some  of  the  state- 
ments that  will  be  advanced.  The  levator  ani  muscle,  together 
with  the  external  anal  sphincter,  undoubtedly  forms  the  chief 
supporting  structures  of  the  pelvic  floor,  and  the  layers  of  the 
pelvic  fascia,  except  in  so  far  as  they  form  a  sheath  for  the  mus- 
cles, may  be  disregarded.  The  levator  ani  is  usually  described 
as  forming  with  its  fellow^  of  the  opposite  side  a  sling,  or  horse- 
shoe-shaped muscle,  consisting  of  numerous  thin,  flat  bundles  of 
muscular  fibres  that  are  often  separated  from  one  another  by 
bands  of  connective  tissue,  and  the  whole  bound  together  by  the 
recto-vesical  and  anal  fascia.  The  origin  of  the  muscle  is  partly 
bony  and  partly  fascial.  The  posterior  portion,  rising  from  the 
inner  side  of  the  spine  of  the  ischium,  is  inserted  into  the  third 
or  fourth  coccygeal  vertebra.  The  middle  or  fascial  portion  of 
the  muscle  rises  from  the  tendinous  arch  that  makes  the  division 
of  the  pelvic  fascia  into  the  recto-vesical  and  obturator  fascise; 
though  fibres  are  often  widely  separated,  and  passing  downward 
and  backward,  becoming  tendinous,  are  inserted  into  the  tip  of 
the  coccyx. 

These  two  portions  of  the  muscles,  on  section  made  in  the 
planes  of  the  pelvis,  have  the  shape  of  a  wide  V  which  narrows 
as  we  approach  the  outlet.  They  are  probably  not  required  to 
bear  much  of  the  strain  placed  upon  the  pelvic  floor,  and,  al- 
though weak  muscles,  they  help  to  draw  the  coccyx  forward,  and 
are  protected  posteriorly  by  the  strong  gluteus  muscles,  and  at 
the  side  by  the  firm,  fatty  tissue  of  the  ischio-rectal  fasciae.  The 
anterior  portion  of  the  levator  ani  is  the  important  portion  of 
the  muscle.  It  rises  from  the  inner  surface  of  the  horizontal 
portion  of  the  pubic  ramus,  about  half  an  inch  from  the  middle 
of  the  symphysis  and  three-fourths  of  an  inch  from  the  lower 
border  of  the  ramus.  The  fibres  pass  almost  horizontally  back- 
ward, forming  a  well-rounded  band  that  is  in  marked  contrast 
to  the  other  portions  of  the  levator.  The  muscle  passes  along 
the  side  walls  of  the  vagina,  with  which  its  fibres  are  strongly 
united.  The  belly  of  the  muscle  sweeps  backward  in  close  rela- 
tion with  the  external  anal  sphincter,  is  closely  attached  to  the 
rectum,  and,  surrounding  its  lower  end,  unites  with  its  fellow 
of  the  opposite  side.  The  relations  of  the  fibres  to  the  external 
anal  sphincter  have  not  been  sufficiently  emphasized.  The  fibres 
interlace  so  intimately  that  separation  of  the  two  muscles  by 
dissection  is  almost  impossible.  The  insertion  of  the  anterior 
fibres  of  the  levator  also  seems  to  vary  in  different  subjects. 
"While  many  of  the  fibres  occasionally  surround  the  lower  end 
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of  the  rectum,  a  distinct  portion  of  them  usually  passes  directly 
backward  to  the  tip  of  the  coccyx.  This  variation,  it  seems  prob- 
able, depends  largely  upon  the  size  and  strength  of  the  external 
sphincter.  AVhere  it  is  small  the  levator  fibres  pass  around  the 
lowel^  end  of  the  rectum  and  aid  the  action  of  the  sphincter,  so 
that  a  distinct  strong  band  of  muscle  passes  from  the  pubis  to 
the  coccyx,  most  frequently  by  direct  fibres,  but  often  to  the 
attachment  of  the  external  sphincter.  On  making  sections  paral- 
lel to  the  long  axis  of  this  muscle,  it  is  seen  that  they  do  not 
form  the  sling-like  muscles  so  often  described,  bvit  are  more  like 
a  narrow  V,  the  sides  of  which  have  a  slight  converging  toward 
the  median  line,  and  its  apex  situated  at  the  top  of  the  coccyx. 
The  vagina  appears  as  a  crescentic  opening,  the  rectum  as  a  slit 
parallel  to  the  long  axis  of  the  muscles.  In  the  space  between 
the  vagina  and  rectum  is  a  spindle-shaped  band  of  tissue,  distinct 
to  the  naked  eye,  lying  between  the  two  halves  of  the  levator  ani. 
It  is  about  one-fourth  of  an  inch  in  width  in  the  median  line 
and  three-eighths  of  an  inch  where  it  joins  the  levator.  This 
band  of  tissue  upon  microscopical  examination  seems  to  be  made 
up  almost  entirely  of  involuntary  muscles,  the  fibres  running 
in  every  direction  and  closely  attached  to  the  levator  ani. 

That  these  fibres  are  important  a  study  of  their  relation  to 
neighboring  structures  and  their  probable  action  will  at  once 
determine.  Clinically,  as  shown  by  Dickinson,  the  levator  ani 
muscles  can  be  felt  about  half  an  inch  inside  the  vaginal  opening 
as  they  pass  along  the  sides  of  the  vagina.  Continuous  with 
these,  where  the  pelvic  floor  is  intact,  a  muscular  band  seems  to 
surround  the  posterior  portion  of  the  vagina.  This  band  of 
tissue  is  capable  of  great  distension,  and  also  has  power  of 
marked  contraction,  as  seen  in  cases  of  vaginismus.  These  fibres 
correspond  in  location  to  the  involuntary  fibres  already  de- 
scribed. By  their  action  the  two  portions  of  the  levator  ani  are 
drawn  closer  together  and  the  posterior  portion  of  the  vagina 
is  drawn  upward  under  the  pubes.  AVith  the  halves  of  the 
levator  approximated  the  muscle  is  in  a  better  position  to  draw 
the  rectum  and  coccyx  forward.  These  fibres  also  seem  to  be  in 
close  relation  with  the  anterior  end  of  the  external  sphincter 
and  tend  to  draw  it  nearer  the  pubes. 

The  presence  of  this  band  of  involuntary  muscle  would  seem 
to  put  an  end  to  the  criticism  that  it  is  unphysiological  for  the 
levator  to  furnish  a  continuous  support.  The  probabilities  are 
that  under  normal  conditions  the  supporting  mechanism  is  so 
nicely  adjusted  that  little  action  on  the  part  of  the  levator  is 
required,  and  that  when  action  is  necessary  it  is  regulated  by 
these  involuntary  fibres  that  act  automatically. 

We  know  that  during  pregnancy  there  is  an  increase  in  the 
pelvic-floor  projection  and  that  the  perineal  body  is  increased  in 
length  and  bulk.  It  seems  reasonable  to  suppose,  although  as 
yet  opportunity  has  not  been  given  to  prove  the  proposition,  that 
lliis  involuntary  band  of  fibres  increases  in  size  and  thickness 
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the  same  as  the  iTterus.  As  a  result  the  levator  ani  muscles  are 
strengthened  to  withstand  the  added  pressure  of  the  antipostum. 
At  the  same  time  dilatation  of  the  vulva  during:  labor  is  more 
readily  explained  and  seems  to  be  analogous  to  dilatation  of  the 
cervix.  When  injury  to  the  pelvic  floor  occurs  it  is  these  fibres 
that  are  torn,  usually  at  or  near  their  junction  with  the  levator 
ani. 

Involution  probably  takes  place  in  these  fibres  just  as  it  does 
in  the  uterus,  and  the  process  is  interfered  with  if  laceration 
takes  place,  unless  such  injury  is  at  once  repaired  or  heals 
spontaneously.  If  the  injury  persists,  relaxation  of  the  pelvic 
floor  must  be  the  inevitable  result,  the  degree  depending  on  the 
extent  of  the  injury  to  these  fibres.  The  levator  fibres  are  no 
longer  bound  together  and  cannot  act  with  the  same  force.  The 
vagina  cannot  be  draAvn  as  close  to  the  symphysis,  and  the  exter- 
nal sphincter,  having  lost  more  or  less  of  its  anterior  attach- 
ments, sags  downward  and  backward,  and  the  normal  sigmoid 
curve  found  in  the  lower  end  of  the  rectum  becomes  straightened 
or  lost  entirely.  The  levator  muscles  are  no  longer  as  well  regu- 
lated in  their  action,  and  the  pelvic  contents,  losing  their  equi- 
librium, begin  to  gravitate  toward  the  outlet,  until  we  get  the 
inevitable  prolapse  of  the  vaginal  walls  with  all  the  uncomfort- 
able symptoms  attending  it. 

Having  these  anatomical  relations  in  mind,  how  shall  such 
injuries  be  repaired?  The  success  of  Emmet's  operation,  when 
properly  done,  seems  to  be  due,  not  to  the  restoration  of  the 
fascia,  but  because  the  sutures  drew  some  of  the  torn  involun- 
tary fibres  together  and  restored  the  relation  of  the  external 
sphincter  to  the  levator.  During  the  past  eighteen  months  in 
Dr.  Coe's  service  at  Bellevue  Hospital  the  following  procedure 
has  been  practised  with  success :  The  usual  triangular  or  butter- 
fly denudation  has  been  made,  choice  depending  on  the  amount 
of  relaxation,  depth  of  the  sulci,  and  increase  in  surface  area  of 
the  vaginal  mucous  membrane.  After  drawing  together  the 
upper  angles  of  the  denudation  by  Emmet's  method,  one  or  two 
sutures  of  either  chromic  or  large-sized  plain  catgut  are  buried 
in  the  following  manner:  The  suture  enters  the  upper  margin 
of  the  external  sphincter.  The  sphincter  is  then  drawn  forward 
and  the  needle  reintroduced  under  the  denuded  tissues  and 
passed  out  to  or  through  the  levator  fibres  on  one  side,  then  across 
to  the  opposite  side  through  the  muscle  of  that  side,  and  then 
down  to  the  point  of  entrance.  When  this  suture  is  tied,  not 
too  tightly,  the  pelvic  floor  is  drawn  up  and  the  levator  fibres 
are  approximated.  The  mucous  membrane  is  now  united  by 
interrupted  sutures.  The  suture  is  somewhat  similar  to  the 
crown  suture  of  Emmet,  except  that  it  has  three  definite  points 
at  which  it  is  attached. 

AYhile  some  of  the  points  brought  out  are  in  a  measure  new 
and  are  not  absolutely  proved,  they  seem  to  explain  some  of  the 
mechanism  of  the  pelvic  floor  that  heretofore  has  been  obscure. 
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The  extent  aud  direction  of  involuntary  muscle  fibres  can  only 
be  determined  by  serial  sections  in  normal  pregnant  and  post- 
partum subjects.  INIaterial  and  apparatus  for  such  investiga- 
tion have  not  been  at  hand,  but  when  these  are  obtained  the  re- 
sult'will  be  reported  to  the  Society. 

Dr.  Robert  L.  Dickinson.  —  This  contribution  of  Dr.  Studdi- 
ford's  is  of  great  value  and  importance.  Dr.  W.  W.  Browning, 
after  numerous  and  careful  dissections,  made  the  statement  that 
no  muscle  fibres  cross  the  median  line,  and  that  it  is  an  anatom- 
ical impossibility  that  any  should  cross.  The  statement  does 
away  with  the  belief  that  the  levator  ani  is  a  loop.  Anatomically 
it  is  impossible  that  the  levator  ani  should  make  a  loop.  Clini- 
cally I  can  see  every  reason  for  considering  it  as  such  a  sling. 
This  muscle  is  of  V  shape,  and,  when  contracting,  often  presents 
a  distinct  bulging  on  one  or  the  other  side,  just  as  the  biceps 
bulges.  In  cases  of  vaginismus  I  have  seen  cases  which,  con- 
tracting unequally,  showed  the  left  bulge  larger  than  the  right. 
Again,  the  muscle  is  different  when  seen  in  the  dead-house  and 
when  seen  in  actual  life ;  in  the  dead-house  one  cannot  make  this 
muscle  look  as  it  does  in  actual  life.  I  have  made  a  great  many 
drawings,  and  models  in  plaster  and  wax,  and  I  find  that  it  is 
impossible  to  get  an  accurate  conception  of  this  muscle  from  the 
cadaver.  The  dissecting  table  is  a  poor  place  to  form  any  judg- 
ment of  the  levator  ani.  This  muscle  may  be  considered  as  a 
diaphragm;  like  the  midriff,  it  stands  an  enormous  amount  of 
pressure,  being  strongly  backed  by  the  levator  fascia.  Now,  we 
make  a  difference  between  the  levator  ani  dead  and  the  levator 
ani  living;  also,  between  this  muscle  when  examined  with  the 
woman  lying  upon  a  table  and  with  the  woman  in  the  upright 
position.  With  the  woman  standing  and  balancing,  the  levator  is 
in  a  state  of  contraction,  just  as  much  as  are  the  thigh  muscles, 
which  act  to  balance  the  body,  etc.  When  the  Avoman  is  standing 
the  levator  ani  muscle  is  never  entirely  relaxed,  and  especially 
in  nervous  women ;  then  two  lower  edges  of  the  levator  ani 
bulge  inward.  Thus  the  levator  ani  in  action  in  a  woman  stand- 
ing, possibly,  too,  in  a  woman  sitting,  is  different  from  the 
levator  in  a  woman  lying  on  her  back  perfectly  relaxed.  The 
different  parts  of  the  levator  ani  vary  very  much  in  thickness 
and  in  strength.  Ask  a  patient  to  contract  her  levator,  and,  if 
she  is  strong  and  healthy,  thick  bands  are  felt  near  its  lower 
edge.  In  other  patients  the  middle  section  of  the  levator  is  the 
part  that  contracts  most  vigorously.  I  should  be  glad  to  know 
if  any  muscle  fibres  actually  cross  the  median  line.  I  was  glad 
to  hear  what  was  said  about  the  tear  of  the  sphincter  away  from 
the  median  line.  I  wish  to  make  the  bald  statement  that  there 
is  no  such  thing  as  a  tear  of  any  perineal  muscle  directly  in  the 
median  line.  These  tears  go  through  the  skin  along  the  median 
line,  but  deeper;  they  travel  in  a  zigzag  manner  and  must 
run  through  one  or  the  other  lateral  half  of  any  muscle  in  the 
perineal  body. 
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Dr.  J.  C.  Edgar.  — I  have  known  of  the  work  of  Dr.  Studdi- 
ford  and  I  have  had  an  opportunity  of  examining  the  frozen 
sections  and  the  prepared  slides  as  well.  The  part  of  his  work 
that  interests  me  the  most  is  contained  in  a  statement  made  by 
him  about  one  year  ago  regarding  the  smooth  muscular  fibres 
between  the  vagina  and  rectum.  These  fibres  do  pass  from  one 
side  to  the  other,  and  such  was  shown  to  be  the  case  in  the  sec- 
tions looked  at.  It  seems  to  me,  from  an  obstetrical  standpoint, 
that  this  is  especially  interesting  in  endeavoring  to  harmonize 
the  action  of  the  cervix  with  that  of  the  vulva.  I  never  could 
understand  the  mechanism  of  vulval  dilatation ;  it  is  certainly 
much  more  easy  to  understand  the  action  of  the  cervix.  It  is 
thought  that  the  uterus  itself  takes  on  the  function  of  the 
striated  muscular  fibre  toward  the  end  of  gestation.  We  all 
know  how  the  cervix  will  act  after  labor;  in  a  few  hours  the 
cervix  closes  down  and  after  a  few  days  one  cannot  introduce 
two  fingers.  The  vulva  will  remain  patulous  for  days.  It  is 
common  to  get  an  irritable  state  of  the  cervix  from  half  a  dozen 
examinations.  That  is  a  point  I  never  could  heretofore  har- 
monize with  the  action  of  the  muscular  fibres  at  the  outlet.  I 
hope  that  Dr.  Studdiford  will  continue  his  investigations. 

Dr.  Dickinson.— What  is  the  relation  of  these  muscular  fibres 
with  those  in  the  waUs  of  the  rectum  and  vagina? 

Dr.  Studdiford.— I  have  here  sections  under  slides  which  will 
show  the  relation. 

Dr.  Charles  Jewett.— Every  gynecologist  will  be  gratified  to 
have  the  anatomy  of  the  levator  ani  in  its  relation  to  the  pelvic- 
floor  injuries  more  clearly  defined.  Every  one  must  have  felt 
dissatisfied  with  the  present  knowledge  of  the  precise  nature  and 
extent  of  such  injuries,  and  sometimes  with  the  imperfect  results 
of  his  attempts  to  relieve  them. 

Dr.  Studdiford 's  discovery  of  the  unstriped  muscular  fibres  as 
the  possible  missing  link  in  the  complete  muscular  sling  is  a 
matter  of  very  great  practical  interest  and  value.  Yet  the  sling- 
like action  of  the  levator  ani  may  be  explained  without  invoking 
this  new  finding.  I  saw  most  of  Dr.  Browning's  work.  It  in- 
cluded several  dissections  of  the  human  subject  and  some  re- 
searches upon  the  lower  animals.  At  the  time  of  his  death  it  was 
incomplete,  several  points  still  remaining  to  be  w'orked  out. 
Among  them  was  the  distribution  of  fibres  from  the  pubic  por- 
tion of  the  muscle  to  the  external  sphincter  ani  and  to  the  so- 
caUed  perineal  body. 

In  explanation  of  the  sling-like  action  of  the  levator,  it  should 
be  remembered  that  the  recto-vesical  fascia,  while  not  a  part  of 
the  sheath  of  that  muscle,  is  intimately  blended  with  it.  The 
same  is  true  of  the  deep  laj^er  of  the  triangular  ligament.  In 
the  bisischial  line  the  tv/o  layers  of  the  triangular  ligament  are 
blended  with  the  superficial  fascia  forming  the  perineal  ledge. 
The  recto-vesical  fascia  gives  off  three  leaflets,  described  by  Web- 
ster, one  of  which  extends  between  the  bladder  and  the  vagina, 
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one  between  the  vagina  and  rectum,  and  one  behind  the  rectum. 
Moreover,  the  recto-vesical  fascia  blends  with  the  muscular 
sheath  in  the  median  line  and  at  the  sides  of  the  vagina  and  the 
rectum.  Thus  the  contraction  of  the  levators  lifts  the  pelvic 
floor  toward  the  pubic  arch.  This  is  mainly  the  function  of  the 
pubic  portion  of  the  muscle.  "With  the  other  segments  of  the 
muscle  the  gynecologist  is  less  concerned. 

All  obstetric  lacerations  of  the  pelvic  floor  run  up  one  or  both, 
vaginal  sulci.  It  would  seem  that  such  injuries  consist  essen- 
tially in  a  partial  separation  of  the  levator  from  its  relation  to 
the  other  pelvic-floor  structures  by  fascial  tears.  It  may  also  be 
true  that  the  involuntary  muscle  fibres  of  Dr.  Studdiford  have 
much  to  do  with  the  matter. 

Dr.  Henry  C.  Coe.— I  have  followed  Dr.  Studdiford 's  work 
with  great  interest.  His  dissections  have  certainly  enabled  me 
to  gain  a  clearer  idea  of  the  true  nature  of  the  lesion  in  cases  of 
injury  to  the  pelvic  floor.  AYe  must  acknowledge  the  great  debt 
which  we  owe  to  Dr.  Emmet  for  his  work  in  this  line,  which  is 
too  well  known  to  need  comment.  In  Dr.  Studdiford 's  dissec- 
tions Ave  can  actually  see  the  separation  of  the  muscular  or  fibrous 
attachments,  and  so  can  see  just  where  the  sutures  should  be 
passed.  I  have  operated  at  least  twenty  times  by  this  method, 
and  have  been  impressed  with  the  fact  that  by  tightening  the 
circular  suture  we  always  obliterate  the  sulci  and  lift  up  the  anal 
sphincter.  How  permanent  the  result  I  am  not  prepared  to 
state.  The  buried  suture  of  chromic  catgut  may  not  keep  the 
parts  long  enough  in  position,  and  therefore  it  may  be  necessary 
to  devise  some  more  permanent  suture.  Undoubtedly  our  im- 
mediate operation  for  repair  of  this  extravaginal  lesion  is  an 
imperfect  one.  In  a  difficult  forceps  case,  for  instance,  when 
we  have  delivered  the  head  and  are  congratulating  ourselves  upon 
having  a  comparatively  slight  injury,  which  we  close  in  the 
usual  way,  we  find,  after  the  lapse  of  a  few  weeks,  that  we  have 
not  recognized  or  repaired  the  real  lesion.  In  the  immediate 
operation,  therefore,  greater  care  should  be  taken  than  in  the 
past  if  we  expect  to  get  permanent  results.  Here  the  circular 
buried  suture  w^ould  doubtless  have  a  useful  application. 

Dr.  James  N.  West.— In  regard  to  the  subject  of  the  study 
of  the  perineal  fascia  or  muscles,  I  think  that  we  ought  not  to 
pass  too  lightly  over  the  work  of  a  man  who,  during  forty  years 
of  his  life,  devoted  the  greater  part  of  it  to  the  study  of  that 
subject.  Dr.  Emmet's  operation  for  the  repair  of  the  perineum 
does  correct  the  injury.  I  have  followed  his  cases  in  the  clinics, 
and  I  have  seen  the  anterior  and  the  posterior  walls  brought 
together,  remaining  so,  with  beautiful  results.  The  fact  is  that 
the  Emmet  operation  is  based  upon  a  correct  appreciation  of  the 
planes  of  muscle  and  fascia  of  the  levator  ani  and  perinei,  and 
when  the  operation  is  performed  according  to  the  general  prin- 
ciples formulated  by  Emmet  it  will  cure  any  case  of  laceration  of 
the  perineum  or  posterior  wall  which  may  be  cured  by  operation. 
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Dr.  a.  Palmer  Dudley.  — I  rise  for  information,  and  I  should 
like  to  ask  the  doctor,  if  he  is  correct  in  his  theory,  why  do  we 
have  a  separation  of  the  fascia  if  the  levator  ani  is  considered  a 
muscle  from  the  pubic  arch  and  coccyx?  A  fair  amount  of 
dissection  during  my  earlier  life — T  have  dissected  out  for  demon- 
stration one  hundred  and  fifty  pelves  showing  the  levator  ani 
and  its  connections  and  actions— enables  me  to  speak  with  pretty 
positive  knowledge.  Now,  if  you  will  take  the  precaution  and 
properly  treat  the  muscle,  I  think  you  will  find  that  the  authors 
on  anatomy  have  this  muscle  well  demonstrated.  It  is  a  fan- 
shaped  muscle,  surrounding  the  vagina  and  rectum  and  attached 
to  the  coccyx ;  it  is  a  sister  to  the  diaphragm  in  its  muscular  action, 
in  its  construction,  in  everything.  I  should  like  to  ask  if  there 
is  any  muscle  known  in  the  body  attached  at  one  end  to  bone 
and  at  the  other  to  fascia.  The  levator  ani  is  a  muscle  attached 
at  one  end  to  bone  and  to  elastic  tissue  at  the  other.  This  is 
the  perineal  body,  made  up  of  unstriped  muscular  fibres.  Now, 
if  this  theory  is  perfectly  correct,  then  why  should  the  perineum 
separate  if  injured?  Why  should  it  not  unite  at  once?  It  is 
easy  to  demonstrate  that  the  levator  ani  is  a  fan-shaped  muscle, 
passing  from  bone  to  yellow  elastic  tissue  in  the  perineal  body, 
that  some  unstriated  fibres  pass  around  it.  If  any  gentleman 
here  will  take  the  trouble  to  dissect  off  the  skin  from  the  pelvis 
and  take  out  the  cellular  tissue  and  treat  it  with  Jamaica  rum, 
the  yellow  elastic  tissue  will  be  seen  to  become  colored  by  the 
rum.  Whatever  I  may  have  said  is  based  upon  my  own  dissec- 
tions. The  levator  ani  is  a  fan-shaped  muscle ;  a  certain  portion 
of  it  crosses  the  perineum  and  is  attached  to  the  coccyx,  and  cer- 
tain portions  form  the  external  sphincter.  The  levator  ani  is 
the  pelvic  diaphragm  and  is  similar  to  the  diaphragm  above. 
The  tear,  I  think,  depends  upon  the  position  of  the  long  axis  of 
the  child's  head  as  it  passes  under  the  pubic  arch.  I  must  take 
exceptions  to  some  of  the  theories  that  Dr.  Studdiford  has  ad- 
vanced. 

Dr.  a.  Flint,  Jr.  — I  have  seen  much  of  the  work  of  Dr.  Stud- 
diford, have  examined  some  of  the  dissections  and  also  some  of 
the  microscopical  preparations.  The  essential  point  in  the  paper 
is  that  there  are  some  unstriated,  or  involuntary,  muscular  fibres 
in  close  relation  to  the  pelvic  portion  of  the  levator  ani  muscle. 
These  unstriated  muscular  fibres  apparently  are  in  front  of, 
or  between,  the  muscles  of  either  side,  have  no  definite  ar- 
rangement, but  interlace  in  every  direction  and  probably  bind 
the  muscles  of  the  two  sides  together.  Exactly  what  their  func- 
tion is  I  do  not  Imow ;  this  point  must  be  further  studied. 

In  regard  to  the  permanent  results  of  the  operation  for  repair 
of  lacerations  of  the  perineum,  which  has  been  spoken  of  in  the 
discussion,  I  think  the  following  case  will  throw  some  light 
upon  it :  During  the  early  part  of  the  winter  I  delivered  a  wo- 
man at  the  clinic  who  I  thought  was  a  primipara.  She  was 
delivered  of  a  full-term  child  weighing  eight  or  nine  pounds, 
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without  producing  the  slightest  laceration  of  the  vulvar  orifice. 
I  after-vvard  discovered  that  she  had  been  operated  upon  about 
a  year  before  by  Dr.  Studdiford  for  a  slight  tear  in  the  perineum. 
The  result  of  this  operation  was  so  good  that  I  thought  she  was 
a  primipara. 

I  hope  that  further  observations  can  soon  be  made  upon  this 
interesting  point  and  that  our  knowledge  of  the  anatomy  of  the 
levator  and  its  relation  to  thes-^  new  fibres  can  be  more  exact. 

Dr.  J.  Riddle  Gopfe.— What  interests  me  the  most  is  the  clin- 
ical side  of  the  question,  and  I  must  say  that  I  cannot  see  -what 
effect  the  deep  buried  suture  has  that  differs  from  the  effect  of 
the  non-buried  suture  when  passed  through  the  same  fasciae. 
In  performing  perineorrhaphy  my  plan  of  passing  sutures  is  to 
begin  at  the  apex  of  the  rectocele  and  sew  together  the  two 
lines  reaching  from  this  point  to  the  hj^meneal  caruncle  of  each 
side,  burying  the  suture  throughout  in  the  denuded  tissue.  The 
first  two  sutures,  after  entering  the  mucous  membrane,  arc 
passed  downward  toward  the  anus  sufficiently  far  to  gather  up 
the  rectocele  and  tuck  it  back  into  the  pelvis,  and  then  passed 
back  in  a  corresponding  manner  on  the  opposite  side.  The  suc- 
ceeding two  or  three  sutures  are  passed  out  on  the  side  suffi- 
ciently to  catch  the  fibres  and  fascia  of  the  levator  ani.  then 
buried  in  the  tissue  down  to  the  median  line,  where  it  picks  up 
the  fascia  of  the  sphincter  ani,  then  back  in  corresponding  direc- 
tion on  the  opposite  side.  This  procedure  draws  together  the 
torn  edges  of  the  levator  in  front  of  the  rectocele  and  at  the 
same  time  lifts  the  anus. 

Dr.  Studdiford.  — I  presented  this  paper  to  the  Society  to- 
night simply  as  a  preliminary  report.  Regarding  the  presence 
of  the  unstriped  muscular  fibres,  there  can  be  no  doubt  about  it ; 
the  sections  that  I  have  mounted  here  will  prove  this  to  you; 
these  fibres  apparently  make  part  of  the  perineal  body.  Just 
how  far  anteriorly  they  run  I  am  unable  as  yet  to  say,  but  they 
probably  run  into  ancl  beyond  portions  of  the  triangular  liga- 
ment ;  they  certainly  pass  between  the  two  portions  of  the  levator 
ani  muscle.  In  frozen  sections  they  seem  to  draw  the  anterior 
portions  of  the  levator  toward  the  median  line.  In  studying 
this  part  clinically,  with  the  woman  in  the  upright  position,  I 
have  found  that  the  fibres  came  closer  together,  making  it  appear 
as  though  there  was  a  distinct  band  to  be  felt.  In  cases  of  pro- 
lapse of  the  posterior  wall  or  relaxation  of  the  pelvic  floor,  it 
seems  to  be  almost  impossible  for  the  woman  to  draw  the  pos- 
terior portion  of  the  vagina  forward ;  w^'hen  the  levator  ani  mus- 
cle contracts  then  it  works  at  a  great  disadvantage.  If  involun- 
tary fibres  did  pass  across  the  median  line  they  would  tend  to 
pull  the  vagina  upward  and  draw  the  levator  together  so  as  to 
act  to  the  best  advantage. 
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TRANSACTIONS  OF 
THE    WOMAN'S    HOSPITAL  SOCIETY. 


Meeting  of  February  25,  1902. 
The  President,  Le  Roy  Broun,  M.D.,  in  the  Chair. 
Dr.  James  N.  West  exhibited  a  specimen  of  an 

UNUSUALLY  LARGE   HYDROSALPINX. 

This  specimen  was  removed  to-day  at  the  Post-Graduate  Hos- 
pital from  a  woman  25  years  old  who  had  one  child  three  years 
ago  and  one  pregnancy  about  eighteen  months  ago,  after  which 
she  aborted  at  three  months.  It  had  all  the  feeling  of  an  ova- 
rian cyst  and  its  location  was  that  of  a  cyst.  I  made  a  diagnosis 
of  ovarian  cyst  of  the  left  side  as  well  as  a  small  ovarian  cyst  of 
the  right  side.  It,  however,  proved  to  be  hydrosalpinx.  The 
operation  was  very  simple  and  easy,  and  the  patient  scarcely 
showed  any  reaction  from  the  operation.  The  ovaries  seemed 
to  be  perfectly  healthy  and  were  not  removed. 

Dr.  Churchill  Carmalt  reported  a  case  of 

LIPOMA  OP  the  VULVA.^ 

Dr.  John  Aspell  exhibited  a  postmortem  specimen-, 

death  from  hemorrhage  following  ectopic  gestation. 

The  sac  had  not  been  ruptured:  the  point  of  bleeding  was  a 
ruptured  vein  in  the  wall  of  the  tube.  A  girl  of  22  years  was 
apparently  well  until  half -past  1  or  2  o  'clock  Friday  afternoon  a 
week  ago.  She  was  employed  in  a  downtown  store.  She  was 
taken  with  pain  in  the  abdomen  and  walked  home,  six  or  seven 
blocks  away.  A  physician  was  called,  but  she  became  worse  and 
was  sent  to  the  hospital  almost  exsanguinated.  The  mother  re- 
fused to  allow  an  operation  and  the  girl  died.  There  was  an 
ectopic  gestation  with  rupture  of  a  vein  in  the  wall  of  the  sac. 
Dr.  Baker.  — It  is  a  most  rare  specimen.  I  recall  a  similar 
case,  the  wife  of  a  Congressman  from  Massachusetts.  I  admin- 
istered ether  to  make  a  diagnosis  with  a  view  of  operating.  She 
died  before  she  had  taken  enough  of  the  anesthetic  to  produce 
relaxation.  The  autopsy  revealed  ectopic  gestation,  two  months 
advanced,  unruptured,  with  two  quarts  of  blood  in  the  abdominal 
cavity.  The  blood  came  from  a  ruptured  vessel  at  the  end  of 
the  Fallopian  tube.  It  was  very  similar  to  this  case,  only  further 
advanced  in  pregnancy. 

'See   original   article,   p.    688. 
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Dr.  Clement  Cleveland  presented  a  specimen  of 

probable  doltble  extrauterine  pregnancy. 

The  patient,  Mrs.  M.,  a  native  of  Roumania,  was  received  at 
the  Woman 's  Hospital  February  23  as  a  case  of  emergency.  She 
was  22  years  of  age  and  had  been  married  two  years.  From  the 
time  of  her  first  menstruation,  at  the  age  of  13,  up  to  about  three 
months  ago  her  menses  had  been  perfectly  normal  in  character. 
Since  that  time  they  have  been  irregular,  with  intervals  of  flow- 
ing of  two,  four,  and  six  weeks.  The  loss  of  blood  has  been  pro- 
fuse, sometimes  continuing  for  six  and  seven  days,  but  has  not 
been  attended  with  pain.  She  wished  to  know  the  cause  of  the 
irregularity.  As  far  as  could  be  learned,  there  has  been  no  dis- 
charge of  decidua,  but  the  patient  is  not  very  intelligent  and 
very  little  could  be  learned  from  the  history  of  the  case. 

Bimanual  examination  disclosed  an  anteflexed  uterus,  not  much 
enlarged,  with  the  cervix  fixed,  with  a  mass  posterior  and  to  the 
right.  On  the  left  a  small  ovarian  cyst,  with  probably  an  en- 
larged tube.  I  made  a  diagnosis  of  either  ectopic  gestation  or 
dermoid  cyst  on  the  right  and  a  small  ovarian  cyst  on  the  left. 
The  case  did  not  seem  to  be  urgent,  but  as  in  tubal  pregnancy 
urgent  symptoms  might  appear  at  any  moment  I  decided  to  ope- 
rate the  next  day. 

The  abdomen  was  opened  by  the  median  incision.  The  patient 
was  put  at  once  in  the  Trendelenburg  posture,  the  intestines  com- 
pletely covered  by  gauze  pads  and  pressed  toward  the  diaphragm 
out  of  the  way.  Thus  the  pelvic  conditions  were  plainly  brought 
into  view.  On  the  right  was  a  mass  buried  in  dense  adhesions, 
which,  I  feared,  was  a  tubo-ovarian  abscess;  on  the  left,  a  small 
ovarian  tumor  with  a  large  tube.  I  found  by  manipulation  that 
the  adhesions  were  very  dense  on  the  right  side,  which  made  it 
probable  that  rupture  would  take  place  during  the  enucleation. 
I  therefore  decided  to  bisect  the  uterus  and  to  amputate  it  just 
below  the  level  of  the  internal  os,  in  order  to  enable  me  to  begin 
enucleation  with  plenty  of  room.  This  was  accordingly  done. 
The  uterus  was  divided  by  transverse  incision  and  the  uterine 
arteries  ligated.  The  body  of  the  uterus  was  then  bisected  from 
below  upward.  The  right  half  of  the  body  of  the  uterus  with 
the  adjoining  mass  was  then  removed  without  rupture  of  the 
latter.  On  bisecting  the  uterus  the  nature  of  the  trouble  was 
disclosed  by  the  presence  of  decidua  attached  to  the  endome- 
trium. The  left  half  of  the  uterus,  wnth  the  accompanying  cyst 
and  tube,  was  then  removed.  The  cervix  was  sewed  up  from  the 
bottom  with  several  layers  of  catgut  and  afterward  covered  with 
peritoneum.  The  large  mass,  as  its  appearance  shows,  was  evi- 
dently a  tubal  gestation.  To  make  sure,  however,  that  its  con- 
tents were  not  pus,  I  made  a  small  opening,  which  was  after- 
ward sewed  up  with  catgut  to  preserve  the  integrity  of  the  mass. 
The  enlarged  left  tube  appears  to  be  filled  with  blood  at  its  distal 
extremity,  and  gives  one  the  impression  that  that  tube  may  be 
an  ectopic  gestation. 
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The  interesting  features  about  the  case  are  the  entire  freedom 
from  pain  and  tenderness,  and  the  possible  dual  features  of  the 
case.  I  have  seen  a  large  number  of  cases  of  extrauterine  preg- 
nancy, but  have  never  met  with  a  case  where  there  was  such  total 
absence  of  tenderness  during  examination.  It  is  usual,  more- 
over, when  a  ease  is  advanced  as  far  as  this,  from  six  weeks  to 
two  months,  that  there  should  be  attacks  of  severe  pain  as  the 
condition  develops. 

The  patient  rallied  very  well  after  the  operation  and  at  the 
end  of  twenty-four  hours  is  doing  very  well.  I  believe  she  will 
recover  Avithout  incident. 

Dr.  Harrison.  — I  do  not  think  it  necessary  to  assume  gestation 
in  the  second  tube.  When  there  is  ectopic  gestation  in  one  tube 
there  is  often  found  hematosalpinx  on  the  other  side.  I  think 
it  is  a  very  interesting  ease.  "When  in  doubt  about  the  diagnosis 
of  ectvipic  gestation,  it  certainly  helps  the  diagnosis  wonderfully 
when  the  uterus  discliarges  decidual  membrane.  In  this  case 
there  Avas  no  decidual  membrane  extruded,  no  pain  whatever.  I 
think  one  of  the  interesting  features  of  the  case  is  to  note  how 
ectopic  gestation  can  go  on  to  that  point  and  show  so  few  objec- 
tive symptoms. 

A  very  important  point  to  which  attention  is  not  generally 
drawn  is  that  when  the  fetus  is  alive  you  have  a  soft,  elastic 
feeling  that  is  simulated  by  hardly  anything  else,  except  possibly 
hematosalpinx  or  small  ovarian  tumor. 

Dr.  West.  —  I  have  never  had  a  case  of  pyosalpinx  in  which  I 
have  been  compelled  to  remove  the  uterus.  I  have  had  several 
cases  in  which  the  uterus  seemed  in  bad  condition,  but  they  have 
come  out  satisfactorily,  and  in  some  of  these  cases  I  can  leave 
part  of  the  ovaries  with  a  pretty  good  uterus.  The  patient  is 
then  but  little  impaired,  except  as  to  fecundity.  She  cannot 
bear  children,  but  is  otherwise  healthy.  She  continues  to  men- 
struate and  has  none  of  the  disagreeable  symptoms  of  the  meno- 
pause. It  seems  to  me  desirable  to  leave  the  uterus  and  part  of 
the  ovary.  In  Dr.  Cleveland's  case  he  was  afraid  of  spilling 
pus,  and  he  thought  it  better  to  remove  the  uterus  and  all,  in 
order  to  avoid  the  chance  of  losing  the  patient's  life. 

Dr.  Broun.— In  regard  to  the  removal  of  the  uterus  with  the 
appendages  in  this  case,  I  decidedly  think  that  where  one  ovary 
and  tube  is  diseased,  and  the  other  tube  has  every  evidence  of 
being  diseased  on  account  of  thickening  and  adhesions  about  it, 
the  patient  will  be  a  more  healthy  woman  after  the  removal  of 
the  uterus.  The  uterus  becomes  a  useless  organ  after  the  tubes 
are  removed.  However,  this  is  a  ditference  of  opinion;  some 
doctors  think  one  way  and  some  another,  and  so  we  will  always 
go  on ;  but  such  is  my  vieAv  on  the  subject. 

Concerning  the  absence  of  pain  in  Dr.  Cleveland's  patient,  I 
had  just  such  a  case  some  years  ago  when  I  was  representing 
Dr.  Hanks  in  his  absence.  The  tumor  developed  under  our 
eyes  in  the  hospital.  The  patient  came  in  for  a  small  tumor  on 
one  side  of  the  uterus.     A  tentative  diagnosis  of  ectopic  gesta- 
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tion  Avas  made.  Patient  was  watched  for  at  least  four  weeks; 
she  did  not  have  an  ache  or  a  pain.  We  kept  her  in  bed :  she 
could  not  understand  why  she  was  ill  when  she  had  no  pain. 
Her  condition  was  explained  and  an  operation  Avas  done.  The 
tilmor  was  removed  unruptured.  Afterward  the  fetus  was 
shown. 

The  specimen  of  Dr.  Cleveland's," when  he  operated,  was  beau- 
tiful. When  the  uterus  was  bisected  the  decidua  was  seen  lying 
there  like  a  fetus.  Lifting  it  to  one  side,  it  was  found  attached 
to  the  uterus. 

Dr.  Cleveland. — There  is  a  great  deal  in  what  Dr.  West  has 
said.  Of  course  I  think  it  is  well  to  leave  a  portion  of  the  ovary 
or  tube,  if  one  can,  Avhere  the  uterus  does  not  appear  to  be  dis- 
eased. I  was  impressed  very  much  with  that  fact  a  year  or  two 
ago  when  I  had  a  case  come  into  the  hospital,  miscarrying  at 
the  fourth  month.  I  learned  that  she  had  been  in  the  hospital 
before,  in  Dr.  Hanks'  service.  I  found  from  the  history  that 
Dr.  Hanks  had  removed  both  tubes  and  ovaries,  yet  she  was  mis- 
carrying at  the  fourth  month.  Probably  he  left  a  small  portion 
of  the  ovary  and  tube,  which  became  patulous  and  the  woman 
conceived.  Dr.  West's  remarks  do  not  apply  to  this  case  of 
mine,  because  I  feel  positive  both  ovaries  and  tubes  were  de- 
stroyed by  disease.  There  was  no  possibility  of  rehabilitation 
of  any  portion  of  them,  and.  fearing  so  much  the  presence  of 
pus,  I  thought  I  was  right,  from  my  point  of  vicAV,  in  taking  off 
the  upper  portion  of  the  uterus. 

The  paper  of  the  evening, 

SOME    REMAKKS    as    TO    WHY    VAGINAL    HYSTERECTOMY    SHOULD    BE 
DONE  IN  CASES  OF  CANCER  OF  THE  UTERUS  IN  ITS  EARLY  STAGE,^ 

by  Dr.  Joseph  E.  Janvrin,  was  read  by  Dr.  Clement  Cleveland 
on  account  of  Dr.  Janvrin's  illness. 

Dr.  Baker. — I  can  readily  agree  Avith  Dr.  Janvrin  in  most 
that  he  has  said.  I  was  prepared  not  to  see  him  go  to  the  full 
extent  that  he  has  done,  in  advocating  the  combination  of  the 
vaginal  and  abdominal  methods.  I  think  this  combination 
rounds  out  the  operative  methods  perfectly,  and  makes  many 
operable  cases  Avliich,  under  the  selection  of  one  or  the  other 
route,  Avould  be  classed  as  inoperable.  It  starts  in  my  mind' 
many  queries. 

First  of  all,  it  Avould  seem  that,  an  organ  being  di.seased  in 
Avhole  or  in  part,  the  more  thorough  operation  Avould  be  the 
removal  of  it  as  a  Avhole,  either  by  the  vagina  or  by  the  abdomen. 
In  times  and  years  gone  by  I  tabulated  many  cases  and  reported 
such  in  a  Ncav  York  obstetrical  journal.  In  the  Tran.sactious  of 
the  Gynecological  Society  my  second  reports  appeared  on  the 
same  cases  after  a  lapse  of  not  less  than  four  and  up  to  tAvelve 
years  after  operation.     A  little  fraction  over  50  per  cent  Avere 

'See   original   article,   p.    647. 
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found  to  have  remained  cured.  Why  those  results  should  have 
been  obtained  with  the  removal  of  a  part  of  the  uterus  would 
seem  to  be  an  open  and  very  interesting  inquiry.  I  feel  that  it 
was  the  following  of  that  operation  of  high  amputation  with  the 
thorough  application  of  the  cautery — the  high  amputation  of 
the  uterus  which  has  received  my  name  being  the  removal  of  the 
entire  cervix,  both  infra-  and  supravaginal  portions,  together 
with  a  cone-shaped  portion  from  the  body  of  the  organ,  the  apex 
of  the  cone  being  at  the  fundus  of  the  uterus,  the  base  of  the 
cone  being  at  the  os  internum.  In  cauterization  there  must  have 
been  something  that  helped  to  secure  the  more  lasting  result. 
This  I  am  more  convinced  of  when  I  look  at  the  work  of  Dr. 
Byrne,  of  Brooklyn,  who  tabulated  a  large  number  of  cases 
treated  by  the  galvano-cautery.  The  results  showed  that  the 
destruction  of  a  certain  part  of  the  disease  by  the  cautery  follow- 
ing operation  seemed  to  have  had  some  decided  effect.  A  case 
in  my  series  which  would  prove  this  was  submitted  to  the  micro- 
scopist  after  operation,  for  his  opinion  as  to  whether  I  had  re- 
moved the  entire  disease.  He  reported  that  I  had,  except  at 
one  point.  That  one  point  had  a  cut  surface  which  showed  the  dis- 
ease. In  that  case  there  undoubtedly  would  have  been  a  recur- 
rence and  a  second  operation  would  have  been  necessary,  or  else 
the  patient  would  have  succumbed  to  the  disease.  The  patient 
recovered  and  was  one  of  my  series  for  eight  or  ten  years,  and 
I  believe  the  securing  of  the  result  was  the  effect  of  the  cauter- 
ization after  the  knife  had  been  used.  In  cutting  on  the  border 
line  you  may  go,  as  you  think,  far  outside  of  the  disease,  so  far 
as  sight  or  touch  will  reveal,  and  yet  you  may  leave  a  point  of  the 
growth,  which  I  believe  can  be  removed  by  thorough  cauteriza- 
tion. I  believe  that  there  is  still  improvement  to  be  made,  and 
that  we  can  use  the  cautery  more  with  our  hysterectomies  and 
by  so  doing  w'e  may  get  a  larger  percentage  of  cures. 

Dr.  Harrison. — I  am  very  glad  to  hear  Dr.  Baker's  remarks 
on  his  experience. 

I  have  seen  Dr.  Byrne  work.  I  know  he  has  accomplished 
wonderful  results  by  the  use  of  the  galvano-cautery.  One  thing 
is  certain:  if  we  do  not  get  cases  in  their  very  incipiency,  I 
believe  the  larger  percentage  will  die,  no  matter  what  method  is 
adopted,  unless  w^e  are  helped  out  by  the  means  mentioned  by 
Dr.  Baker.  Certainly  his  statistics  are  very  encouraging.  I 
know  of  no  one  else  who  has  such  good  results,  though  I  have 
heard  men  claim  results  of  60  and  70  per  cent  of  cures. 

Dr.  Baldwin. — I  agree  with  Dr.  Janvrin's  statements  in  the 
main.  It  is  a  question  in  my  mind  of  how  much  benefit  an  ope- 
ration is  in  those  cases  where  we  cannot  do  vaginal  hysterectomy, 
where  the  broad  ligaments  are  involved.  Personally  I  think 
cases  do  as  well  by  thorough  curetting  and  extensive  cauteriza- 
tion as  by  hysterectomy.  We  ought  not  always  to  think  such 
cases  hopeless.  It  is  no  doubt  the  experience  of  all  that  some- 
times apparently  hopeless  cases  do  better  than  those  that  seem 
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incipient.  It  has  been  so  with  me.  One  woman  had  been  curet- 
ted three  times  previous  to  coming  to  me;  the  disease  involved 
one  broad  ligament  at  the  time  the  operation  was  done,  and  we 
felt  pretty  certain  we  had  not  got  it  all  out.  After  using  the 
ligature  we  put  on  forceps.  It  is  now  five  years  since  the  opera- 
tion and  she  is  perfectly  well. 

In  the  matter  of  Dr.  Byrne's  treatment,  the  reason  that  many 
men  do  not  have  the  same  success  is  that  they  do  not  know  how  to 
apply  the  method.  No  one,  without  seeing  Dr.  Byrne  work, 
would  dare  attempt  it.  The  average  cauterization  that  is  done 
does  not  mean  what  Dr.  Byrne  calls  cauterization. 

Dr.  Charles  E.  Taft.— Dr.  Baldwin's  remark  about  operat- 
ing on  advanced  cases  reminds  me  that  in  stout  women  it  is  not 
weU  to  be  too  positive  as  to  the  degree  of  extension  of  the  can- 
cerous disease  into  the  broad  ligament.  This  is  well  illustrated 
by  a  patient  who  came  to  me  in  the  fall  of  1898  with  an  excavated 
ulceration  of  the  cervix  uteri  which  looked  unmistakably  malig- 
nant. She  had  previously  been  under  my  care  in  1896  for  endo- 
eervical  catarrh  due  to  a  slight  laceration  of  the  cervix  uteri,  for 
which  I  had  advised  a  trachelorrhaphy, but  which  she  had  refused 
to  have  done.  In  the  early  summer  of  1898,  during  my  absence, 
she  placed  herself  under  the  care  of  another  physician  for  the 
relief  of  a  persistent  metrorrhagia. 

The  patient  was  very  stout,  weighing  over  two  hundred  and 
fifty  pounds,  and  had  a  very  deep  vagina  with  the  uterus  appar- 
ently somewhat  fixed  high  up.  As  this  physician  always  treated 
her  on  the  back  with  a  bivalve  speculum,  it  is  not  surprising  that 
he  failed  to  recognize  her  condition,  for  the  diseased  part  could 
only  be  brought  into  view  by  placing  the  patient  in  the  knee- 
chest  and  Sims  positions.  At  first,  on  account  of  the  immobility 
of  the  uterus  and  the  impossibility  of  drawing  it  down,  I  could 
not  feel  certain  but  what  the  broad  ligaments  were  affected  by 
extension  of  the  disease.  The  great  thickness  of  the  abdominal 
wall  made  it  impossible  to  make  a  satisfactory  bimanual  examin- 
ation. That  this  condition  had  puzzled  others  besides  myself  was 
made  evident  to  me  when  this  patient  told  me,  a  short  time  ago, 
that  she  had  consulted  a  leading  New  York  gynecologist,  two 
days  before  I  made  my  operation,  who  strongly  urged  her  to 
have  nothing  done,  as  he  considered  her  case  inoperable. 

What  really  decided  me  to  advise  a  hysterectomy  vas  the  short 
duration  of  the  trouble— less  than  two  years— and  the  probability 
that  the  apparent  fixation  was  due  to  the  very  great  deposit  of 
fat  in  the  broad  ligaments.  After  confirming  my  diagnosis  of 
epithelioma  of  cervix  uteri  by  having  a  microscopical  examin- 
ation of  a  piece  of  tissue  from  the  diseased  area  made  by  Dr. 
P.  D.  Bunce,  of  Hartford,  I  made  the  operation  of  vaginal  hys- 
terectomy in  January,  1899.  The  difficulty  of  drawing  down 
the  cervix  uteri  and  of  sewing  up  the  cervical  canal,  which  I 
deemed  advisable  after  a  thorough  curetting,  together  with  a 
sharp  hemorrhage  from  one  of  the  ovarian  arteries  which  had 


728  TRANSACTIONS   OF    THE 

slipped  from  the  clamp  and  necessitated  opening  the  abdominal 
cavity  from  above  to  check  it,  prolonged  what  proved  to  be  one 
of  the  most  difficult  vaginal  operations  I  have  ever  had  or  seen. 

The  patient  made  a  good  recovery,  and  the  fact  that  she  shows 
no  return  now,  three  years  after  the  operation,  demonstrates 
what  examination  of  the  uterus  after  removal  seemed  also  to 
show— that  I  went  well  outside  of  all  diseased  tissue,  although 
obliged  to  leave  behind  the  ovaries.  Please  let  me  emphasize 
again  the  point  I  started  to  make— that  in  fat  women  with  epithe- 
lioma of  the  cervix  uteri,  not  involving  the  vaginal  walls,  where 
the  organ  is  immovable  and  the  bimanual  examination  inconclu- 
sive, it  is  advisable  to  operate  and  at  the  same  time  wise  to  give 
a  somewhat  guarded  prognosis. 

Dr.  Carmalt.  — The  men  do  not  give  the  pathologist  fair  play. 
Last  summer  Dr.  Ewing  reported,  in  regard  to  carcinoma,  of 
the  breast,  that  if  surgeons  would  divide  the  operations  into 
classes  they  would  find  statistics  as  to  epithelioma  exceedingly 
good ;  statistics  in  epithelioma  with  some  glandular  hypertrophy, 
fair;  carcinoma,  glandular  or  interstitial,  always  bad,  uniformly 
fatal,  no  matter  what  operation  was  done.  If  classification  were 
made  the  discussions  might  be  a  little  fairer. 

Last  year  I  saw  a  case  of  Dr.  Thomas' — recurrence  of  epithe- 
lioma in  the  body  of  the  uterus — where  he  had  removed  the  cer- 
vix twenty-six  years  ago;  diagnosis  made  by  Dr.  Delafield.  T 
had  the  same  month  three  patients  of  Dr.  Thomas',  one  with  the 
uterus  removed  and  two  with  the  cervix  removed,  one  fourteen 
years  and  two  twelve  years  ago,  without  any  recurrence.  Prob- 
ably the  condition  in  all  instances  had  been  that  of  epithelioma. 

Dr.  Harrison.  — I  doubt  whether  Dr.  Carmalt 's  remarks  would 
hold  good  in  practice.  Some  of  the  worst  cases  of  carcinoma  I 
have  seen  were  cases  of  the  epithelioma  variety.  I  remem- 
ber one  case,  for  example,  where  the  patient  was  first  operated 
on  to  have  the  uterus  removed,  the. ovaries  left  in;  next  she  had 
an  operation  for  the  removal  of  the  ovaries.  The  third  operation 
was  made  by  Dr.  Pryor  in  order  to  tie  off  the  arteries  in  the  hope 
that  that  would  save  her.  She  was  a  young  woman,  24  or  25 
years  old. 

Dr.  Carmai>t.— Was  that  epithelioma,  or  were  glands  in- 
volved ? 

Dr.  Harrison. — It  was  apparently  a  simple  case  of  epithe- 
lioma. 

Dr.  West.  —  I  should  like  to  make  one  or  two  remarks  in  the 
line  of  the  paper  and  what  Dr.  Carmalt  has  said.  I  think  that 
specimens  of  these  suspicious  cases  ought  to  be  examined  micro- 
scopically and  sufficiently  large  ones  given  for  the  pathologist  to 
work  upon.  A  competent  pathologist  should  then  be  selected  to 
do  the  work.  I  believe  a  good  deal  of  difference  in  statistics 
depends  upon  the  fact  that  mistakes  are  made  in  diagnosis.  I 
only  recently  had  a  case  in  which  I  certainly  would  have  removed 
the  whole  uterus  had  it  not  been  for  this  important  precaution 
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of  having  a  good  specimen  examined  under  the  microscope.  It 
was  found  to  be  adenomatous  hyperplasia,  which  sometimes 
borders  on  carcinoma  but  is  not  carcinoma.  Acting  on  the  path- 
ologist's report,  I  did  not  operate.  The  woman  has  borne  one 
child  since  that  time  and  is  now  well  advanced  in  a  second  preg- 
nancy.    She  had  all  the  symptoms  of  carcinoma. 

In  regard  to  the  paper,  I  at  one  time  held  that  a  patient  with 
considerable  extent  of  carcinoma  of  the  cervix  should  not  be  ope- 
rated upon.  I  have  changed  my  views,  not  from  one  case,  but 
from  two  under  observation.  Perhaps  that  is  not  a  sufficient 
number  to  cause  one  to  alter  his  views.  One  patient  came  in 
Avith  a  very  badly  diseased  cervix;  the  uterus  was  apparently 
fixed.  The  patient  consulted  me  privately,  not  at  the  hospital. 
She  desired  an  operation  and  would  have  paid  for  it.  With  a 
perfectly  conscientious  view  of  the  case  I  told  her  not  to  have 
an  operation;  that  I  believed  the  case  inoperable.  I  sent  her 
home  in  the  deepest  distress  and  despair,  for  I  had  told  her  that 
nothing  could  be  done.  Fortunately  she  went  to  an  older  man, 
who  did  operate  upon  her,  and  I  heard  of  her  last  autumn — a 
strong  German  woman  gardener  near  New  York,  digging  potatoes 
Avith  her  best  hands.  It  is  three  years  since  I  first  saw  her  and 
practically  condemned  her  to  death.  She  is  now  perfectly  well 
as  far  as  I  know.  I  know  of  a  similar  case  where  the  patient, 
so  far  as  I  know,  is  well,  doing  her  household  work.  I  had  no 
opportunity  to  examine  either  of  them  afterward,  therefore  I  do 
not  know  whether  there  has  been  a  recurrence  or  not.  For  a 
period  of  three  years  they  have  remained  apparently  well. 

I  believe  if  we  make  a  positive  diagnosis  of  carcinoma,  the  ova- 
ries, broad  ligaments,  and  uterus  should  be  removed  as  thorough- 
ly as  possible,  doing  the  combined  operation  by  vagina  and  abdo- 
men, and  making  an  incision  in  the  vagina  with  a  cautery,  going 
up  as  high  as  possible.  Where  the  diagnosis  is  positively  estab- 
lished, operate ;  but  I  do  insist  upon  positively  establishing  the 
diagnosis.  I  would  except  from  operation  only  those  cases  where 
the  disease  has  extended  into  the  bladder  or  rectum. 

Dr.  Cleveland. — I  do  not  know  that  I  have  very  much  to  say, 
except  to  place  myself  on  record  as  being  as  confirmed  an  advo- 
cate of  the  vaginal  route  as  Dr.  Janvrin  proclaims  himself.  I 
have  operated  by  both  methods  very  many  times.  I  believe  the 
first  thing  to  do  is  to  decide  whether  the  case  is  operable  or  in- 
operable. To  all  surgeons  this  might  not  mean  the  same  thing.  I 
do  not  consider  cases  operable  where  on  either  side,  beyond  the 
cervix,  the  broad  ligament  is  at  all  involved.  It  makes  very 
little  difference  about  the  involvement  of  the  vagina,  but  the 
involvement,  infiltration,  beyond  the  cervical  body  in  the  tissues, 
through  the  lymphatics,  does  make  the  case  inoperable  by  either 
route,  as  I  believe.  If  the  disease  be  carcinoma  of  the  body  I 
think  the  cases  are  usually  all  operable. 

I  wish  to  say  a  word  or  two  in  favor  of  the  cautery — and 
the  cautery  as  applied  by  our  late  friend  Di'.  Skene.     I  look  upon 
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his  electric  lamp  as  one  of  the  greatest  advances  in  modern  sur- 
gery. In  every  case  of  cancer  I  employ  it,  and  I  think  it  is 
carrying  out  the  same  treatment  that  our  friend  Dr.  Byrne  per- 
sisted in,  in  which  he  has  had  such  marked  results,  but  in  a  more 
thorough  and  more  scientific  manner. 

Official  transactions.  H.  Grad,  Editor. 


TRANSACTIONS  OF  THE  CINCINNATI 

OBSTETRICAL  SOCIETY. 

Meeting  of  December  12,  1901. 

The  President,  J.  M.  "Withrow,  M.D.,  m  the  Chair. 

Dr.  Rufus  B.  Hall  presented 

SPECIMENS  OF  GALLSTONES. 

I  have  here  five  gallstones,  each  resembling  the  other  and  well 
faceted.  The  patient  was  a  woman  45  years  of  age,  who  gave 
a  history  of  having  had  gallstones  twelve  or  fifteen  years  ago. 
She  suffered  after  that  for  a  year  or  two  and  then  had  a  quiescent 
period  until  seven  or  eight  months  ago.  Since  then  she  has  had 
several  attacks,  never  going  longer  than  five  or  six  weeks  without 
one.  For  the  past  four  weeks  she  has  suffered  almost  constant 
pain  with  slight  fever  and  high  temperature  about  once  in  every 
three  or  four  days.  Excess  of  adipose  tissue  in  her  abdominal 
wall  interfered  with  diagnosis  by  palpation.  No  enlargement  of 
the  gall  bladder  could  be  discovered.  There  was  rigidity  of  the 
abdominal  muscles  in  the  upper  half  of  the  abdomen  on  both  the 
right  and  left  sides.  The  pain  of  which  she  complained  was 
located  behind  over  the  region  of  the  right  kidney,  along  the 
lower  border  of  the  ribs,  about  two  and  a  half  inches  to  the  right 
of  the  spine.  Last  night  the  nurse  reported  that  the  patient  had 
been  having  terrific  pain  for  an  hour.  I  gave  her  a  hypoder- 
matic injection  of  one-quarter  grain  of  morphine,  which  did  not 
give  any  relief.  I  repeated  the  same  dose  in  a  half-hour  and  her 
pain  ceased.  This  patient  was  never  jaundiced.  I  opened  the 
abdomen  in  the  region  of  the  gall  bladder.  The  gallstones 
shown  and  about  one  and  a  half  drachms  of  yellowish,  thick  pus 
completely  filled  the  contracted  gall  bladder.  The  liver  was 
enlarged.  This  fact,  together  with  the  contraction  of  the  gaU 
bladder,  made  it  impossible  to  bring  the  latter  up  into  the  in- 
cision. I  packed  the  field  of  operation  with  gauze  and  inserted 
a  rubber  drainage  tube. 

Dr.  C.  L.  Bonifield  read  a  paper  on 

THE  undeveloped  UTERUS.^ 

Dr.  Byron  Stanton.— There  was  one  sentence  in  the  doctor's 
paper  which  covers  most  of  the  ground,  and  that  was,  "It  is 
'See  original  article,   p.   669. 
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fortunate  that  this  is  an  extremely  rare  condition,  for  so  little  or 
nothing  can  be  done  for  it. ' '  Nothing  can  be  done  for  the  develop- 
ment of  a  uterus  the  arrest  of  which  occurs  early  in  life.  The 
only  thing  is  to  treat  the  symptoms  which  are  likely  to  arise— 
dj*smenorrhea,  etc.— meeting  these  in  the  manner  described  by 
the  essayist.  In  some  of  the  cases,  however,  in  which  the  arrest 
occurs  later  in  life,  and  in  which  there  has  been  some  effort  at 
development  of  the  uterus,  some  attempt  should  be  made  to  estab- 
lish menstruation  when  it  is  not  established  at  the  proper  time. 
Improve  the  general  condition  of  health— of  course,  in  most  of 
these  cases,  the  treatment  will  depend  upon  the  condition  of  the 
patient  at  the  time.  This  is  one  of  the  few  conditions  in  which 
electricity  may  be  called  to  the  aid  of  the  gynecologist,  and  this 
form  of  local  treatment,  together  with  attention  to  other  condi- 
tions which  may  be  present,  will  sometimes  bring  about  the  estab- 
lishment of  the  menstrual  function.  It  is  incumbent  on  aU  of 
us  to  express  our  condemnation  of  the  examination  of  girls  at 
the  age  of  puberty.  I  wish  to  lay  particular  stress  upon  this  for 
the  reason  that  there  appeared  in  a  recent  issue  of  the  Lancet- 
Clinic  a  paper  in  which  it  was  advocated  that  all  females  should 
be  examined  by  the  family  physician. 

Dr.  C.  D.  Palmer.— AVe  can  with  perfect  propriety  speak  of 
the  different  forms  of  the  non-developed  uterus  as  infantile,  fetal, 
pubescent,  etc.  The  uterus,  of  all  the  genital  organs,  is  the  one 
which  is  most  frequently  ill-developed.  AVe  often  find  a  uterus 
that  is  less  than  two  and  a  half  inches  deep  in  young  women 
under  20  years  of  age.  and  I  believe  that  this  is  not  an  uncommon 
cause  of  sterility.  If  there  is  present  an  imperfect  menstrual  func- 
tion of  the  uterus,  there  is  also  imperfect  ability  for  impregnation. 
These  cases  usually  come  under  our  observation  for  dysmenor- 
rhea or  sterility.  In  time  the  dysmenorrhea  brings  about  the 
neurotic  condition  which  is  so  frequently  present  in  these  cases. 
In  reference  to  the  treatment,  aside  from  means  which  are  use- 
ful to  improve  the  general  health,  all  medication  is  useless. 
Curettage  may  be  done  in  certain  cases,  but  I  would  certainly 
not  think  of  doing  it  unless  there  was  some  evidence  of  endo- 
metritis or  a  catarrhal  discharge  in  connection  with  the  mal- 
formation of  the  organ.  Very  often  we  find  in  these  cases  an 
elongated  cervix  Avith  a  pinhole  os  and  anteflexion.  We  may 
also  have  an  ill  development  in  the  cervix  with  no  abnormality 
whatever  in  the  body  of  the  uterus,  and  vice  versa.  I  have 
much  confidence  in  electricity  for  certain  forms  of  ill  develop- 
ment of  the  uterus.  The  primary  faradic  current  will  act  very 
beneficially  in  relieving  this  condition.  The  negative  pole 
should  be*  applied  within  the  uterine  cavity,  as  common-sense 
would  suggest,  for  this  pole  causes  an  increase  in  the  blood 
supply  and  increase  in  contraction  of  the  organ,  while  the  posi- 
tive pole  is  more  or  less  analgesic  in  its  effect.  The  negative 
pole  should  be  inserted  within  the  whole  of  the  uterus  and 
properly  insulated  vaginally.     The  instrument  should,  of  course, 
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be  sterilized.  The  current  should  be  allowed  to  flow  from  ten 
to  fifteen  minutes  on  an  average  twice  a  week  during  the 
period  between  menstruations.  Under  this  treatment  a  uterus 
which  is  not  too  poorly  developed  may  be  induced  to  grow  and  be 
brought  up  to  a  point  of  fertility.  I  have  seen  two  cases  of  this 
kind  in  which  great  benefit  was  derived  from  this  method  of 
treatment.  In  one  of  the  cases  the  Avoman,  after  a  few  years  of 
sterile  life,  became  pregnant,  and  the  child  is  now  about  20 
years  of  age.  I  should  not  think  of  using  electricity  if  the  uterus 
was  below  two  inches  in  size.  If  the  uterus  is  diminished  in  size 
an  eighth,  a  quarter,  or  even  a  half  inch,  but  is  not  below  two 
inches  in  depth,  great  benefit  will  be  derived  from  the  use  of  the 
primary  faradic  current,  applied  twice  a  week  during  the  inter- 
menstrual periods. 

Dr.  William  Gillespie.— There  is  no  doubt  that  there  is  often 
sterility  in  cases  in  which  there  has  been  partial  development  of 
the  uterus.  In  those  in  which  pregnancy  occurs  the  conditions 
are  of  sufficient  importance  to  merit  careful  consideration.  My 
attention  was  called  to  this  condition  by  Dr.  Bonifield,  and  since 
then  I  have  seen  several  cases  in  which  the  condition  of  the  cervix 
which  he  has  described  was  present,  the  cervix  being  very  small 
at  full  term,  with  anteflexion  evidently  still  present,  as  was 
shown  by  the  fact  that  the  uterine  orifice  pointed  forward  and 
that  in  attempting  to  pass  my  finger  into  the  uterus  I  had  to  pass 
it  backward  at  first.  The  cases  of  this  kind  which  I  have  seen 
have  had  a  very  slow  first  stage  of  labor.  The  smallness  of  the 
cervix  and  the  rigidity  of  its  tissues  compel  the  uterus  to  exert 
itself  long  and  violently  in  order  to  secure  dilatation.  It  is  very 
important  in  such  a  case  that  the  early  portion  of  the  first  stage 
should  be  relieved  as  much  as  possible  by  morphine  or  chloral, 
because  those  nagging,  not  very  severe,  and  infrequent  pains 
usually  last  for  several  hours  before  anything  more  than  soften- 
ing of  the  tissues  occurs.  If  the  woman  is  unrelieved  she  is 
exhausted  when  the  active  stage  of  labor  comes  on,  and  these  are 
the  cases  in  which,  more  frequently  than  in  any  other  condition, 
high  forceps  are  essential  before  the  cervix  is  dilated.  From  this 
standpoint  we  see  why  serious  cervical  laceration  occurs  during 
the  use  of  high  forceps.  The  small,  unyielding  cervical  ring 
must  be  dilated  to  just  as  great  an  extent  as  though  it  were  a 
normal  cervix.  I  believe  this  condition  may  also  predispose  to 
placenta  pi-evia.  While  we  regard  an  imperfectly  dilated  os  uteri 
as  a  contraindication  for  the  forceps,  unless  it  is  lax  or  dilatable, 
version  is  just  as  much  contraindicated,  because  lacerations  are 
just  as  likely  to  occur  when  the  head  passes  this  imperfectly  di- 
lated OS  as  in  the  use  of  the  forceps,  and  the  detention  of  the 
child's  head  will  produce  sufficient  asphyxiation  to  cause  its 
death.  The  advice  of  Dr.  Bonifield  in  reference  to  dilatation, 
curettement,  and  packing  is  excellent,  and  the  last  is  the  most 
important  of  all.  We  pack  not  only  to  cure  dysmenorrhea,  but 
because  thorough  expansion  and  development  of  the  lower  part 
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of  the  uterus  will  make  them  have  much  safer  labors.  More 
stress  should  have  been  laid  on  the  method  of  packing.  Unless 
every  part  of  the  uterus  is  thoroughly  packed,  the  horns  included, 
very  little  Avill  be  accomplished. 

Pr.  T.  a.  Reamy.  — I  regard  the  obstetrical  aspect  of  the  ques- 
tion as  important.  Under-development  and  mal-development  of 
the  uterus  are  conditions  more  common  than  is  generally  appre- 
ciated. A  girl,  a  young  woman,  suffers  from  dysmenorrhea 
and  the  uterus  is  modified  and  symptoms  ameliorated  by  various 
forms  of  treatment,  but  the  true  standard  of  uterine  develop- 
ment is  not  attained.  She  marries,  pregnancy  occurs,  and  the 
uterus  is  subjected  to  the  most  potential  influences,  but  term  la 
reached  with  the  lower  segment  of  the  corpus,  and  the  cervix, 
out  of  proportion.  There  is  relative  excess  of  connective  tissue 
in  the  cervix.  Now  is  the  time  to  wait  for  Nature's  work.  Let 
the  first  stage  have  more  time.  If  suffering  is  severe,  pain  nag- 
ging, let  the  woman  have  chloral  per  rectum,  or,  if  necessary, 
give  her  a  full  opiate,  under  which  plans  dilatation  progresses. 
This  is  not  the  time  for  hurry  and  impatience  on  the  part  of  the 
obstetrician,  leading  to  frequent  examinations,  artificial  dilata- 
tion, early  use  of  forceps,  etc.— a  course  which  is  certain  to 
inflict  present  and  entail  future  evils.  I  would  fully  indorse 
all  that  Dr.  Gillespie  has  said  on  these  points. 

Dr.  J.  Ambrose  Johnston.— Whenever  I  find  abnormalities 
in  size  of  the  uterus  the  organ  is  apt  to  be  exceedingly 
small,  without  a  canal.  If  there  is  a  canal  the  uterus  develops 
almost  to  full  size.  If  uterine  development  ceases  during  fetal 
life  I  doubt  whether  any  line  of  treatment  will  avail.  Even  if 
this  condition  of  non-development  occurs  before  puberty  we  can 
accomplish  very  little.  In  order  to  do  anything  for  such  a  uterus 
we  should  take  into  consideration  the  causative  factor  while  this 
is  still  active.  If  attention  is  not  called  to  the  condition  until 
the  period  of  puberty,  when  the  menstrual  function  is  being 
established,  there  is  dysmenorrhea,  etc.  The  fact  that  we  have 
so  many  remedies  to  relieve  dysmenorrhea  rather  demonstrates 
that  there  are  very  few  remedies  which  will  do  good.  I  there- 
fore do  not  believe  in  many  of  the  remedies  or  procedures  for 
developing  the  small  uterus.  I  do  not  approve  of  the  practice 
of  packing  the  uterus  to  increase  its  size,  for  I  do  not  believe  that 
packing  will  increase  the  size  of  a  uterus  which  has  never  been 
pregnant.  Dilatation  of  the  cervix,  however,  especially  if  it  is 
very  narrow,  will  often  relieve  dysmenorrhea  and  possibly  aid 
further  growth.  The  simple  introduction  of  an  electrode  into 
the  uterus  helps  to  dilate  the  cervix  and  probably  does  as  much 
good  by  its  mechanical  effect  as  the  electricity  itself.  When  a 
uterus  is  packed  or  becomes  pregnant  and  its  contents  are  then 
discharged,  it  soon  contracts  almost  to  its  previous  size  and 
then  remains  about  its  normal  size.  If  the  small  amount  of 
packing  placed  in  the  uterus  gives  no  greater  proportional  in- 
crease in  the  size  of  the  uterus  one  month  after  its  removal  than 
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is  found  one  month  after  delivery  of  a  fully  developed  child,  I 
doubt  very  much  the  vahie  of  packing. 

Dr.  J.  M.  WiTHROW.— Either  my  inability  to  discover  infan- 
tile uteri,  or  an  exceptional  coincidence  that  I  have  never  had 
any,  makes  me  sceptical  concerning  the  frequent  existence  of 
this  condition.  In  one  case  the  uterus  felt  smaller  than  most 
uteri  which  I  had  examined.  The  patient  was  suffering  from 
dysmenorrhea  and  said  she  had  always  done  so.  This  I  attrib- 
uted to  the  small  uterus.  Under  the  use  of  general  tonics  and 
without  local  treatment  the  patient  claimed  that  she  was  very 
much  better,  and  she  now  has  no  dysmenorrhea  whatever.  I 
examined  this  patient  for  a  long  time  and  then  believed  that 
this  was  a  case  of  infantile  uterus.  That  there  is  often  a  dispro- 
portion between  the  cervix  and  the  body  to  a  certain  extent  there 
can  be  little  question ;  that  there  are  abnormalities  in  develop- 
ment and  in  situation  there  can  be  no  question;  but  that  the 
uterus  should  always  measure  two  and  a  half  inches  is  expecting 
too  much  of  Nature.  No  two  vaginae  are  of  the  same  length, 
and  no  one  would  call  one  of  them  abnormal  because  it  happened 
to  be  one  inch  shorter  than  the  other.  Why  should  the  uterus 
be  suspected  to  be  the  seat  of  some  pathological  process  or  to 
be  abnormal  when  it  happens  to  be  shorter  than  the  measure- 
ment which  has  been  taken  as  the  average  length  of  this  organ  ? 
The  uterus  should  be  packed  in  those  cases  where  we  believe 
that  antefiexion  leads  to  dysmenorrhea,  whether  by  simple  ob- 
struction or  some  other  change  which  produces  this  condition. 
Such  cases  should  be  packed  for  the  purpose  of  straightening 
the  uterus.  I  do  not  believe  in  the  practice  of  packing  every 
uterus  that  we  curette.  It  would  certainly  seem  unwise  to  pack 
every  rectum  and  every  nose  that  we  treat,  and  certainly  unwise 
to  pack  every  cavity  whose  drainage  is  essential  as  providing 
against  many  of  the  troubles  for  which  we  treat  it.  If  there  be 
an  infantile  uterus,  and  it  be  for  the  purpose  of  developing  the 
muscular  tissue  of  the  organ,  then  I  might  concede  the  wisdom 
of  packing.  In  cases  of  endometritis,  and  in  any  case  in  which 
there  is  infection,  packing  ought  not  to  be  employed  after 
thorough  curettage,  for  in  these  cases  we  must  have  complete 
drainage. 

Dr.  William  Gillespie.— I  have  no  doubt  that  Dr.  Bonifield 
can  thoroughly  defend  his  position  in  reference  to  packing. 
Now,  in  the  ordinary  packing  that  is  done  the  horns  of  the 
uterus  are  not  packed.  I  would  pack,  not  in  order  to  produce 
an  effect  on  the  fundus,  but  to  make  a  solid  wedge  which  the 
uterus  might  push  down  into  the  cervix.  If  first  one  horn  is 
packed  and  then  the  other,  the  fundus  and  then  the  cavity  below, 
there  is  no  cavity  left  to  be  drained.  Dr.  Johnston  stated  that 
after  labor  the  uterus  returned  to  its  natural  condition  and  he 
could  not  see  how  packing  could  have  any  effect  upon  the  de- 
velopment of  the  uterus.  I  think  he  makes  a  mistake  here.  The 
uterus  does  not  return  to  its  natural  condition  after  labor. 
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Dr.  C.  L.  Bonifield.— Last  year  at  the  meeting  of  the  Ohio 
State  Medical  Society  a  paper  on  the  use  of  forceps  was  read, 
in  which  it  M^as  claimed  that  their  field  of  usefulness  was  greatly 
abused.     I   discussed   that   paper,    claiming   that   forceps   were 
ncft  used  too  often  and  that  their  proper  use  was  right;  that  it 
did  not  tend  to  increase  the  number  of  lacerations  of  the  cervix 
and  perineum.     One  of  the  members  then  said  that  he  was  very 
sorry  that  I  had  spoken  as  I  had,  for  he  had  been  practising 
medicine  for  thirty  years,  and  had  attended  over  two  thousand 
cases  of  confinement  and  had  never  had  occasion  to  use  forceps 
in  any  of  them,  had  never  torn  the  perineum,  and  had  never 
seen  a  case  of  laceration  of  the  perineum.     This  is  somewhat 
applicable  to  Dr.  AVithrow,  who  has  been  in  gynecological  prac- 
tice for  a  number  of  years,  yet  says  that  he  has  never  seen  a  case 
of  infantile  uterus.     I  think  this  is  because  he  has  not  looked  for 
it  very  hard.     In  my  paper  I  spoke  of  infantile  uterus  as  a  very 
rare  condition,  and  said  that  it  was  fortunate  that  it  is  so,  be- 
cause there  is  nothing  to  do  for  it ;  that  it  may  menstruate  prop- 
erly, but  that  it  absolutely  produces  sterility.     I  divided  un- 
developed uteri  into  three  classes.     The  rudimentary  are  not 
exceedingly  rare.     Dr.  Reamy  will  recall  one  case  where  the 
circumference  of  the  rudimentary  uterus  was  about  that  of  a 
lead  pencil.     In  this  case  there  was  complete  absence  of  the 
vagina,  and  efforts  to  make  one  had  resulted  in  destruction  of 
the  urethra.     The  ovaries  were  perfectly  normal,  but  the  efforts 
at  menstruation  were  so  painful  that  I  relieved  her  by  their 
removal.     I  take  it  that  infantile  uteri  are  not  so  rare  as  the 
rudimentary  form.     I  have  seen  cases  which  can  truly  be  called 
infantile  uteri— uteri  whose  development  was  arrested  in  the 
early  years  of  childhood.     I  expected  some  criticism  of  my  ex- 
planation of  the  pubescent  uterus,  because  in  the  majority  of 
these  cases  the  uterus  is  larger  rather  than  smaller  than  normal. 
The  depth  of  the  uterus  is  seldom  under  three  and  a  half  inches. 
It  is  not  often  that  one  has  an  opportunity  to  observe  a  case  of 
this  kind  immediately  after  puberty  and  then  again  in  later 
years,  but  such  clinical  observation  will  bear  me  out  in  the  state- 
ment that  such  a  uterus  with  a  long,  narrow  cervix  is  unde- 
veloped at  the  time  of  puberty.     These  patients,  as  a  rule,  do 
not  begin  to  menstruate  until  they  are  16  or  17  years  of  age,  and 
do  not  come  into  your  hands  until  they  have  been  menstruating 
four,  five,  or  six  years,  and  at  this  age  the  size  of  the  uterus  is 
increased!     I  am  not  prepared  to  say  that  the  weight  of  the 
uterus  is  greater  than  normal,  but  that  the  length  of  the  organ 
and  the  size  of  its  cavity  are  increased.     The  normal  uterus  of 
normal  tone  has  practically  no  cavity.     There  is  a  lack  of  normal 
muscular  development,  even  though  the  uterus  be  larger.     Elec- 
tricity was  recommended  as  being  of  benefit  in  these  cases,  but 
I  said  in  my  paper  that  it  had  the  objection  that  in  its  use 
prolonged  treatment  Avas  required,  and  that  is  objectionable  to 
most  people.     I  do  not  approve  of  prolonged  treatment  in  an  un- 
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mai'ried  A^'oman.  Massage  as  a  means  of  treatment  ought  to  be 
condemned.  It  will  no  doubt  improve  the  condition  of  the 
uterus,  but  it  is  open  to  the  same  objection  as  electricity.  Dr* 
Sutton  said  that  he  had  treated  some  of  these  cases  and  was 
unable  to  say  in  which  he  had  been  successful.  At  times  this  is 
so  with  me.  The  trouble  is  with  the  ovaries.  Whether  the  start- 
ing point  is  there,  or  there  is  a  disease  of  the  ovaries  which  in 
somp  way  influences  the  innervation  of  the  uterus,  I  am  not  pre- 
pared to  say.  but  I  think  the  latter.  AVhen  the  uterus  is  large 
because  of  subinvolution  or  chronic  metritis  and  does  not  shrink 
after  curettement.  the  ovaries  will  be  found  to  have  undergone 
cystic  degeneration.  The  ovarian  tumor  may  be  so  small  that 
it  can  hardly  be  detected,  but  in  the  course  of  three  to  six  months 
it  grows  to  the  size  of  an  orange.  After  removal  of  the  ovary 
the  uterus  becomes  smaller.  Now,  I  take  it,  that  is  the  reason 
why  treatment  of  the  uterus  is  not  successful  in  these  cases :  not 
that  the  menstrual  pain  is  of  internal  ovarian  origin,  but  that 
lack  of  development  influences  the  nervous  supply  of  the  uterus 
and  causes  it  to  remain  diseased.  I  thoroughly  agree  with  Dr. 
Palmer  that  there  is  no  drug  which  acts  only  on  the  uterus. 
Ergot  and  quinine  have  a  specific  effect  on  unstriped  muscular 
fibre  in  the  arteries,  uterus,  and  heart.  Strychnine  is  a  good 
nerve  tonic  and  acts  on  the  nerves  of  the  uterus  as  well  as  on 
others.  It  is  certainly  of  some  value.  Dr.  Johnston  objected  to 
packing  because  the  uterus  after  labor  has  a  tendency  to  go 
back  to  the  same  size.  That  is  what  we  desire.  The  packing  is 
inserted  for  the  purpose  of  giving  the  uterus  muscular  exercise. 
The  action  of  electricity  is  not  so  much  on  the  endometrium  as 
to  cause  contraction  of  the  muscular  fibres.  You  will  also  admit 
if  one  of  these  women  becomes  pregnant  she  is  usually  cured  of 
the  abnormality,  even  though  the  first  time  she  does  not  go  to  full 
term.  Dr.  Gillespie  spoke  of  the  difficulty  at  term  and  the  ten- 
dency that  this  condition  had  to  produce  placenta  previa,  but 
did  not  mention  that  this  dilated  condition  of  the  uterus  and 
diseased  endometrium  predisposes  to  abortion.  Having  one  or 
two  abortions  exercises  this  utei'us  until  the  body  becomes  de- 
veloped, and  the  endometrium  participates  in  this  development. 
I  thoroughly  agree  with  Dr.  AVithrow  that  there  is  no  sense  in 
packing  every  case  that  is  curetted.  I  would  never  pack  a 
septic  uterus  that  was  put  in  good  position.  A  retroverted 
uterus  should  be  packed  or  drained  after  curettage.  There  is 
no  possible  objection  to  packing  clean  cases.  Dr.  Withrow  says 
that  germs  are  in  the  uterus,  especially  in  the  cervical  portion, 
but  if  the  curetting  is  done  as  it  should  be  all  of  the  mucous 
membrane  is  removed  and  with  it  the  germs.  In  the  majority 
of  eases  which  I  curette  either  for  endometritis  due  to  this  pri- 
mary lack  of  development  of  the  cervix,  or  for  subinvolution, 
I  hold  that  the  pack  is  absolutely  indicated  because  it  exercises 
the  uterus.  I  do  not  know  of  anything  which  wiU  take  the 
place  of  packing  in  abortion.     The  point  made  by  Dr.  Gillespie, 
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that  the  packing  must  be  tight,  is  good.  This  prevents  oozing. 
The  packing  must  be  done  in  a  systematic  manner,  first  in  one 
horn  and  then  in  the  other,  then  anteriorly  and  posteriorly,  leav- 
ing the  uterine  cavity  absolutely  full.  One  long,  straight,  nar- 
row piece  of  gauze  should  be  used.  A  packer  is  not  necessary. 
The  uterine  forceps  is  sufficient. 


TRANSACTIONS    OF   THE    OBSTETRICAL 
SOCIETY  OF  LONDON. 


Meeting  of  January  1,  1902. 

The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 

Dr.  Cuthbert  Lockyer  read  a  paper  on 

A  case  of  chorio-epithelioma  with  pulmonary  metastases, 

in  which  the  evidence  of  an  abortion  lay  in  the  fact  that  the 
patient  lost  blood  freely  four  months  before  admission,  the  loss 
continuing  until  the  case  was  sent  to  the  hospital. 

The  patient  was  42  years  of  age.  She  had  given  birth  to  seven 
children.  The  last  confinement  took  place  three  and  a  half  years 
before  admission  into  the  Samaritan  Hospital.  Three  abortions 
are  recorded,  the  last  being  thirteen  years  before  the  patient  was 
sent  to  the  above  hospital. 

The  patient  was  admitted  with  evident  uterine  enlargement, 
and  in  a  condition  which  prohibited  operative  interference. 
The  uterus  was  perforated  by  a  new  growth  in  its  walls,  and 
secondary  deposits  were  found  in  the  lungs. 

Pathological  proof  of  the  occurrence  of  chorio-epithelioma 
following  immediately  on  the  removal  of  hydatidiform  mole  was 
given  by  the  author,  who  concluded  his  paper  by  giving  a  lan- 
tern demonstration  on  the  close  association  between  vesicular 
mole  and  chorio-epithelioma. 

The  President  remarked  that  it  was  quite  impossible  to  prove 
definitely  whether  these  malignant  growths  were  of  maternal  or 
of  fetal  origin.  Even  if  it  could  be  shown  that  they  were  de- 
veloped from  the  outer  epithelial  layer  of  the  villi  of  the  chorion, 
that  would  not  settle  the  question,  because  it  was  still  disputed 
whether  that  layer  was  maternal  or  fetal. 

It  was  for  this  reason  that  he  had  named  his  own  specimen, 
shoAvn  at  this  Society  some  months  ago,  deciduoma  malignum,  the 
name  given  by  Sanger,  who  first  described  it. 

He  could  not  help  leaning  to  the  view  that  it  was  fetal  in 
origin,  and  he  did  not  see  how  those  who  believed  in  its  maternal 
origin  could  get  over  the  fact  that  it  so  often  followed  upon 
hydatidiform  mole.  The  point  raised  by  Dr.  Lockyer  that  there 
Avere  two  sorts,  one  without  syncytial  elements,  probably  ma- 
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ternal  in  origin,  to  which  the  term  deciduoma  nialignuni  would 
be  appropriate,  and  one  with  syncytial  elements  of  fetal  origin, 
for  which  the  term  chorio-epithelioma  would  be  better  applied, 
was  no  doubt  very  important.  But  it  had  to  be  proved.  Could, 
for  instance,  Dr  Lockyer  say  that  in  all  cases  of  this  malignant 
growth  which  had  followed  vesicular  mole  there  had  been 
syncytial  elements? 

In  every  instance  of  this  malignant  growth  it  was  very  desir- 
able to  thoroughly  investigate  the  question  of  a  recent  preg- 
nancy, miscarriage,  or  parturition.  In  his  own  case  this  had 
been  very  difficult  to  ascertain.  She  was  48  years  of  age  and 
had  had  a  child  two  or  three  years  previously.  The  growth  was 
typical  and  contained  syncytial  elements. 

Mr.  Ai.ban  Doran  stated  that  when  the  patient  was  admitted 
into  his  wards  she  was  too  ill  for  any  operation.  At  first  sight 
slougliing  fibroid  seemed  probable,  but  on  further  examination 
extensive  malignant  disease  was  evident.  It  was  remarkable 
that  she  lived  so  long. 

Dr.  Herbert  Spencer  said  that  while  he  agreed  with  the  main 
views  of  the  author,  he  thought  it  would  for  the  present  be 
better  to  use  the  term  deciduoma  malignum  until  we  knew  a 
little  more  about  the  pathogenesis  of  the  disease.  There  was 
no  doubt  that  two  distinct  classes  of  growth  had  been  described 
under  tliis  name.  But  Klebs,  who  was,  he  thought,  the  first 
pathologist  to  investigate  the  disease,  had  hesitated  whether  to 
describe  it  as  a  cancer  or  a  sarcoma ;  and  the  late  Dr.  Kanthack 
had  stated  his  decided  opinion  that  his  (Dr.  Spencer's)  case, 
which  showed  large  masses  of  typical  syncytium,  was  a  sarcoma. 
He  thought,  therefore,  it  was  a  little  premature  to  style  it  a 
chorio-epithelioma,  though  personally  he  was  inclined  to  regard 
the  syncytial  growth  as  of  that  nature. 

In  reply  Dr.  Lockyer  stated  that  the  patient's  history  af- 
forded no  proof  of  a  period  of  amenorrhea  prior  to  the  onset  of 
hemorrhage,  which  began  suddenly  in  June  and  continued  until 
November,  1900.  He  thought  that  the  syncytial  masses  were  of 
chorionic  origin;  and  if  a  chorionic  villus  is  entirely  fetal,  it 
follows  that  any  neoplasm  arising  therefrom  must  likewise  be  of 
fetal  origin.  He  adopted  this  nomenclature  of  chorio-epitheli- 
oma for  his  specimen,  believing  that  the  syncytial  envelope  of  a 
chorionic  villus  is  an  epiblastic  fetal  structure.  The  term  syn- 
cytial carcinoma  would  be  equally  applicable  in  the  case  of  these 
new  growths. 


Meeting  of  February  5,  1902. 
The  President,  Peter  Horrocks,  Esq.,  M.D.,  in  the  Chair. 
Dr.  Amand  Routh  showed  a 

DERMOID  cyst  OF  THE  OVARY, 

the  size  of  a  large  cocoanut,  removed  per  vaginam  from  a  patient 
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of  53.  He  asked  the  Fellows  to  state  their  experience  as  to  the 
best  method  of  treating  the  vaginal  incision  after  the  pedicle 
had  been  ligatnred  and  returned.  He  nsnally  partly  closed  the 
vaginal  incision  and  inserted  a  gauze  drain,  but  sometimes  closed 
it  completely. 

The  President  said  it  might  be  questioned  whether  posterior 
colpotomy  was  as  good  as  abdominal  section  for  the  removal  of 
tumors  in  general  and  dermoids  in  particular.  It  was  true  that 
it  might  be  an  easy  matter  to  remove  a  dermoid  through  the 
vaginal  roof,  but  one  could  never  tell  beforehand,  and  if  the 
abdomen  had  to  be  opened  to  complete  the  operation  after  the 
cyst  had  been  opened  from  below,  there  would  be  increased  risk 
of  soiling  the  peritoneum  with  the  dermoid  contents ;  and  it  had 
struck  him  that  the  contents  of  a  dermoid  were  occasionally  more 
virulent  than  the  contents  of  ordinary  ovarian  tumors.  Bac- 
teriological investigations,  however,  had  not  resulted  in  the  dis- 
covery of  any  specific  or  specially  pathogenic  microbe. 

He  preferred,  after  a  posterior  colpotomy,  not  to  close  the 
opening,  but  to  drain  with  sterilized  gauze.  If  the  opening  were 
very  large  it  might  be  partial!}^  closed  by  a  stitch  or,  better  still, 
by  forceps. 

Dr.  p.  H.  Champneys  thought  that  the  treatment  of  the  vag- 
inal wound  should  depend  upon  its  size.  If  large,  it  should  be 
partially  closed  and  a  gauze  drain  put  through  the  remainder; 
if  small,  no  suture  was  necessary.  He  now  treated  the  pedicle 
of  cysts  removed  by  colpotomy  by  pressure  forceps  and  gauze 
drainage,  without  ligature,  and  found  the  result  very  satisfac- 
tory, the  forceps  (left  on  for  thirty  to  forty-eight  hours)  assist- 
ing drainage. 

Dr.  G.  E.  Herman  said  the  special  danger  attending  the  foul- 
ing of  the  peritoneum  with  the  contents  of  dermoid  cysts  was 
due  to  the  proneness  of  dermoids  to  suppuration,  apart  from 
which  the  contents  were  but  slightly  irritant.  He  thought  that 
after  removal  of  such  a  cyst  per  vaginam  drainage  was  not 
needed,  unless  suppuration  had  occurred  or  the  cyst  contents 
were  known  to  have  fouled  the  peritoneum. 

Dr.  Routh  said,  in  reply,  that  he  preferred  not  to  use  a  clamp 
for  the  pedicle,  but  to  draw  the  cyst  outside  the  vulva,  retro- 
verting  the  uterus  during  that  procedure,  and  then  to  ligature 
the  pedicle  at  leisure,  all  tension  of  the  tissues  being  thus  easily 
avoided. 

Dr.  Amand  Routh  also  showed  a 

uterus  with  fibroids 

removed  at  eight  and  a  half  months  of  gestation  by  abdonn"nal 
hysterectomy  after  Cesarean  section.  There  were  six  fibroids, 
two  of  which  were  originally  in  the  pelvis.  One  Avas  pushed  up, 
but  the  second  one  remained  in  the  sacral  hollow,  preventing  all 
chance  of  normal  delivery.     xVt  the  operation   on   January  31 
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last  the  obstructing  fibroid  was  found  to  be  firmly  adherent  to 
the  pelvic  floor.     Both  mother  and  child  remain  well. 

Dr.  Champneys  said  that  the  position  of  the  fibroid  behind 
the  cervix  would  have  rendered  the  birth  per  vias  naturales  very 
difficult,  even  after  destroying  the  child.  The  position  of  the 
tumor,  also,  was  very  important.  He  therefore  thought  Dr. 
Routh's  treatment  correct. 

Mr.  J.  Bland-Sutton  read  notes  of  two  cases  of 

TUBAL  gestation. 

The  first  was  that  of  a  lady  whose  husband,  a  doctor,  had  diag- 
nosed a  tubal  pregnancy,  which  Mr.  Bland-Sutton,  after  con- 
firming the  diagnosis,  removed  before  rupture.  The  gravid  tube 
was  larger  than  usual,  owing  to  the  size  of  the  contained  blood 
mole,  find  to  the  unusual  size  of  the  amniotic  cavity,  which  con- 
tained a  misshapen  embryo. 

The  second  ease  had  been  actually  diagnosed  by  the  patient 
herself,  and  reminded  Mr.  Bland-Sutton  of  an  artisan's  wife 
Avhose  husband  had  also  diagnosed  extrauterine  pregnancy  after 
reading  his  ' '  Diseases  of  the  Ovaries  and  Fallopian  Tubes. ' '  The 
patient,  aged  36,  had  been  confined  in  1891,  and  was  regular  till 
July  5,  1901,  when  a  period  was  missed  and  the  patient  suspected 
extrauterine  pregnancy.  Severe  abdominal  pain  followed  two 
bicycle  rides,  and  Mr.  IBland-Sutton  was  called  into  consultation. 
He  confirmed  the  diagnosis,  and  on  July  19  removed  the  left 
tube  and  ovary  and  several  ounces  of  fluid  blood  in  the  pelvis. 
The  ampulla  of  the  tube  contained  a  clot  as  large  as  a  walnut, 
the  celomic  ostium  was  large  enough  to  admit  a  goose  quill,  and 
blood  leaked  freely  from  the  opening  during  the  operation.  The 
walls  of  the  tube  were  extremely  thin,  but  had  not  ruptured. 
Typical  villi  were  found  at  the  placental  site. 

The  President  thought  that  the  explanation  of  the  first  speci- 
men being  so  large  without  causing  rupture  was  due  to  the  fact 
that  the  embryo  had  perished  early  and  there  had  been  slow 
hemorrhage  with  formation  of  partially  organized  clot.  With 
regard  to  the  second  specimen,  he  called  attention  to  the  ease  with 
which  a  tubal  gestation  might  be  ruptured  during  examination 
or  during  straining  by  the  patient,  and  gave  details  of  an  unsus- 
pected case  that  had  proved  fatal  in  this  way. 

Dr.  Herman  pointed  out  that  the  clot  in  Mr.  Bland-Sutton's 
first  specimen  of  tubal  mole  was  in  different  degrees  of  decolor- 
ization,  indicating  hemorrhage  at  different  dates.  Had  the 
patient  had  successive  attacks  of  pain?  He  had  seen  rapid 
increase  of  size  in  tubal  moles  between  examination  and  opera- 
tion. He  thought  the  thick  layers  of  fibrin  lining  the  tube  would 
tend  to  prevent  rupture,  but  the  patient  would  be  in  danger  of 
hemorrhage  from  the  open  end,  and  for  this  and  other  reasons 
operation  was  advisable. 

Dr.  Cuthbert  Lockyer  asked  if  Mr.  Bland-Sutton  could  ex- 
plain the  unusually  large  size  of  the  amniotic  cavity  in  the  first 


BRIEF    OF    CURRENT   LITERATURE.  741 

specimen,  and  Dr.  Amand  Routh  asked  Avhy  the  amniotic  cavity 
in  tubal  moles  should  be  so  much  smaller  than  in  uterine  moles 
of  the  same  date.  He  also  asked  if  any  Fellow  had  heard  of  a 
hydatidiform  mole  of  the  Fallopian  tube. 

'  In  reply,  Mr.  Bland-Sutton  said  he  had  never  seen  a  hydatidi- 
form tubal  mole,  but  felt  sure  one  vi-ould  come  to  hand.  He 
emphasized  the  President's  remarks,  and  always  discounte- 
nanced dressers  examining  cases  of  suspected  tubal  gestation,  for 
fear  of  rupture  of  the  tube.  He  indorsed  the  fact  that  the 
amniotic  cavity  was  much  larger  in  uterine  moles  than  in  tubal 
moles,  but  could  not  explain  it. 
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OBSTETRICS. 

Cardiac  Disease  and  Lactation. — Budin  and  Mace  {Bull,  de 
la  Soc.  d'Ohst.  de  Paris,  No.  6)  believe  that  the  old  rule  that 
women  suffering  from  cardiac  disease  should  not  nurse  their 
children  is  too  general  and  ought  not  to  be  too  rigorously  applied. 
In  support  of  this  view  they  give  the  clinical  history  of  two  cases 
in  which  lactation  was  apparently  not  injurious  in  spite  of  the 
existence  of  mitral  stenosis,  accompanied  in  one  patient  by  mitral 
insufficiency. 

Twin  Pregnancy  with  Placenta  Previa  Centralis, — P.  Budin 
(Bull,  de  la  Soc.  d'Ohst.  de  Paris,  No.  6)  reports  a  case  of  twin 
pregnancy  in  which  the  membranes  of  the  second  were  super- 
posed upon  those  of  the  first,  and  the  placenta  of  the  latter  com- 
pletely covered  the  cervical  orifice.  It  was  necessary  to  per- 
forate the  placenta  and  bring  the  first  fetus  through  by  podalic 
version,  and  then  to  tear  through  both  sets  of  membranes  and 
bring  the  second  fetus  down  in  a  similar  manner  through  the 
first  sac.     The  two  sacs  were  then  expelled  together. 

Premature  Separation  of  Normally  Situated  Placenta. — 
Three  cases  of  this  accident  are  described  by  H.  A.  von  Guerard 
(Monatsschr.  filr  Geh.  und  Gyn.,  Bd.  xiv.,  H.  5).  The  first  was 
due  to  traumatism  causing  separation  of  the  placenta  and  death 
of  the  fetus.  In  the  second  there  were  hemorrhage  from  the 
uterus,  enlargement  of  the  uterus,  signs  of  severe  internal  hemor- 
rhage, and  sudden  death  of  the  child.  No  cause  was  discovered. 
The  third  case  began  with  severe  hemorrhage  from  the  uterus. 
The  hand  introduced  to  perform  version  discovered  the  placenta 
entirely  separated  and  floating  in  the  uterine  cavity.  It  came 
away  immediately  after  extraction  of  the  child. 

Another  case  of  separation  of  the  normally  situated  placenta 
is  put  on  record  by  W.  Rlihl  (Cent,  filr  Gyn.,  No.  47).  The 
patient,  a  Illpara,  had  received  a  slight  blow  upon  the  abdomen 
the  day  before  and  showed  all  the  symptoms  of  severe  internal 
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hemorrhage  and  bleeding  through  the  vagina.  A  colpeurynter 
was  introduced,  but  the  woman 's  condition  rapidly  became  worse 
and  the  writer  performed  vaginal  Cesarean  section,  extracting 
a  dead  child  and  saving  the  mother. 

Extraperitoneal  Gestation  Removed  after  Five  Years. — 
D.  Berry  Hart  (  Jour.  Ohst.  and  Gyn.  of  the  Br.  Empire,  Feb.) 
successfully  removed  an  extraperitoneal  gestation  after  five 
years'  retention.  The  gestation  had  begun  in  the  left  tube,  de- 
veloped between  the  layers  of  the  left  broad  ligament,  and  then 
so  grown  that  it  lifted  up  the  peritoneum  from  the  posterior 
wall  of  the  uterus  and  also  insinuated  itself  between  the  layers 
of  the  right  broad  ligament.  It  thus. practically  lifted  up  the 
posterior  pelvic  peritoneum.  Nearly  all  the  soft  tissues  were 
absorbed.  No  trace  of  placenta,  cord,  or  membranes  was  found. 
This  absorption  had  not  happened  in  the  peritoneal  cavity,  which 
is  usually  credited  with  unusual  absorptive  powers,  but  in  an 
artificially-formed  connective-tissue  space.  There  was  no  putre- 
faction, no  fetor,  and  during  all  the  four  years  follomng  the 
death  of  the  fetus  and  its  slow  brea.king-up  no  disturbance  of 
the  patient's  health. 

Fetal  and  Maternal  Dropsy. — H.  Valdemar  Munster  {Lancet, 
Jan.  25)  cites  a  case  of  very  marked  anasarca  of  the  abdomen 
and  lower  lim])s  of  a  woman  at  the  end  of  pregnancy.  At  labor 
it  was  very  difficult  to  deliver  the  child,  Avho  was  very  edematous. 
Only  a  small  amount  of  amniotic  fluid  was  present.  The  pla- 
centa was  .four  or  five  times  as  large  as  normal.  The  mother 
made  an  uneventful  recovery,  the  dropsy  passing  off  in  a  few 
days.  The  writer  regards  this  case  as  one  of  primary  dropsy 
of  the  ovum,  and  secondary  dropsy  in  the  mother  due  to  pressure 
upon  the  kidneys  and  abdominal  blood  vessels. 

Torsion  of  Hydrosalpinx  during  Pregnancy. — A.  Pinard  and 
Pa  guy  (Comptes-Rendits  de  la  Soc,  d'Ohst.,  de  Gyn.  et  de  Fed. 
de  Paris,  t.  iii..  No.  8)  add  to  the  list  of  operations  performed 
without  interruption  of  an  existing  pregnancy  a  removal  of  a 
tube  and  ovary.  The  Avoman  was  four  months  pregnant  when 
torsion  of  the  pedicle  of  a  hydrosalpinx  occurred.  Ten  days 
after  the  operation  the  pregnancy  had  continued  normally. 

Fibromyomata  Complicating  Pregnancy. — ^Nliles  F.  Porter 
(Ann.  Gyn.  and  Fed..  Feb.).  in  discussing  the  treatment  of  this 
condition,  states  that  the  most  important  matters  to  be  taken 
into  consideration,  in  coming  to  a  conclusion  as  to  the  treatment, 
are  the  life  of  the  mother,  the  life  of  the  child,  and  the  question 
of  future  offspring,  in  the  order  mentioned.  Pregnancy  does 
not  materially  add  to  the  risk  of  operation  for  uterine  fibroids, 
as  far  as  the  mother  is  concerned.  Any  procedure  Avhieh  results 
in  leaving  the  tumor  and  removing  the  pregnancy  is  unjusti- 
fiable. If,  because  of  the  size  and  location,  the  fibroids  are  likely 
to  interfere  with  gestation  or  jeopardize  the  patient's  life,  they 
should  be  removed. 

Diabetes  and  Pregnancy.— O.  E.  Herman   (Ed.  Med.  Jour., 
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Feb.)  reports  a  ease  of  pregnancy  complicated  by  diabetes.  The 
patient  was  delivered  of  a  decomposed  fetus  at  about  the  eighth 
month.  The  mother  died  nineteen  days  later.  In  speaking  of 
the  treatment  he  states  that  pregnancy  is  no  contraindication 
16  diabetic  and  medical  treatment,  such  as  is  found  beneficial  to 
diabetics  who  are  not  pregnant.  There  are  strong  reasons  for 
believing  that  an  early  termination  of  pregnancy  will  prove  the 
best  treatment  for  a  pregnant  diabetic.  The  chances  are  two 
to  one  that  the  child  will  die  in  vtero. 

Use  of  Heat  during  Labor. — W.  A.  Galloway  (Am.  Pract. 
and  Xeics.  Jan.)  has  devised  a  modified  Kelly  pad  with  a  con- 
tinuous air  cushion  and  a  compartment  for  hot  water.  The 
cushion  is  so  placed  that  the  hot-water  pad  comes  under  the 
lumbar  region  of  the  patient.  This  means  of  applying  heat 
gives  comfort  to  the  patient  and  relieves  the  severity  of  the 
pains.  He  has  also  obtained  good  results  by  injecting  hot  water 
into  the  vagina  and  holding  it  there  between  pains.  With  the 
pains  it  is  allowed  to  slowly  flow  out.  The  use  of  heat  in  this 
manner  relaxes  the  os.  the  vaginal  walls,  and  the  perineum. 

Treatment  of  Repeated  Abortions  and  Premature  Still- 
births.— On  the  ground  that  these  accidents  are  most  often  due 
to  one  of  three  causes  in  the  mother— syphilis,  ehi'onic  nephri- 
tis, and  endometritis— Kichard  Lomer  (Zeitschr.  fiir  Geb.  und 
Gyn..  Bd.  xlvi.,  H.  2)  employs  prolonged  treatment  during 
pregnancy,  with  potassium  iodide  combined  with  iron.  Used 
in  22  cases,  failure  was  noted  in  only  one.  The  action,  he  thinks, 
may  be  attributed  to  prevention  by  the  iodide  of  hemorrhages 
from  rupture  of  vessels  in  the  placenta.  As  chronic  anemia 
is  constantly  found  in  these  cases,  he  regards  the  use  of  iron  as 
extremely  important. 

Rupture  of  the  Uterus. — An  alarming  postpartum  hemorrhage 
with  a  firmly  contracted  uterus  drew  attention  to  a  probable 
rupture  of  the  lower  segment  of  that  organ.  Laparatomy  showed 
that  the  tear  did  not  involve  the  peritoneum.  The  case  was  suc- 
cessfully treated  by  supravaginal  amputation.  It  is  reported  by 
H.  Yarnier  and  Gosset  (Comptes-Rendus  de  la  Soc.  d'Ohst.,  de 
Gyn.  ft  de  Fed.  de  Paris,  t.  iii..  No.  8). 

]^rilne  ^^lurray  (Jovr.  Ohst.  and  Gyn.  of  the  Br.  Empire,  Feb.) 
cites  a  ease  of  "rupture  occurring  at  the  commencement  of  labor 
in  an  appareiitly  healthy  uterus.  At  first  examination  the  cervix 
was  found  to  be  high  up,  flaccid,  and  undilated.  The  abdomen 
was  opened  and  the  fetus  and  placenta  were  found  free  in  the 
abdominal  cavity.  The  tear  extended  from  a  point  about  an  inch 
behind  the  left  tube  downward  and  forward  along  the  l)order  of 
the  uterus  to  the  vaginal  roof.  There  was  also  a  rent  in  the  blad- 
der. It  was  attempted  to  pass  a  rubber  ligature  around  the  cer- 
vix but  the  bladder  made  this  impossible,  as  it  was  attached  very 
hish  up  on  the  uterus.  The  uterus  was  removed,  leaving  the 
cervical  stump.     Patient  made  a  good  recovery. 
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GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Parovarian  Cyst  with  Torsion  of  the  Pedicle. — Breisky  pub- 
lished a  case  of  parovarian  cyst  with  torsion  of  the  pedicle  and  a 
Fallopian  tube  fifty-eight  millimetres  in  length.  A  more  extreme 
case  is  described  by  Adolf  Payer  (Monatsschr.  filr  Geh.  und  Gyn., 
Bd.  xiv.,  H.  6).  The  patient,  44  years  of  age,  noticed  the  pres- 
ence of  an  abdominal  tumor  ten  years  earlier,  soon  after  her 
last  labor.  Its  growth  was  very  slow  and  uneventful  until  the 
symptoms  of  torsion  called  for  its  removal.  The  specimen  con- 
sisted of  a  large  parovarian  cyst  twisted  once  on  its  pedicle.  It 
was  surrounded  by  the  Fallopian  tube,  which  had  increased  in 
length  with  the  growth  of  the  cyst  until  it  measured  seventy-six 
centimetres. 

Torsion  of  the  Pedicle  of  Ovarian  and  Parovarian  Cysts. — 
An  analytical  study  of  twenty-three  such  cases  for  which  lapa- 
ratom>^  was  performed  in  Neugebauer's  clinic  during  the  years 
1894  to  1901  has  been  compiled  by  0.  Goldberg  {Monatsschr.  filr 
Geh.  und  Gyn.,  Bd.  xiv.,  H.  6).  Torsion  of  the  pedicle  had 
thus  occurred  in  twenty- three  per  cent  of  the  hundred  cases  of 
cyst  operated  upon.  In  all  but  two  cases  the  pedicle  had  under- 
gone from  two  to  four  and  a  half  turns.  The  writer  considers 
all  aspects  of  the  subject,  including  the  results  which  may  occur 
from  the  accident,  and  advances  the  possibility  of  torsion  of 
the  pedicle,  malignancy,  suppuration,  and  peritoneal  inflam- 
matory complications  as  a  strong  argument  in  favor  of  surgical 
treatment  of  even  small  tumors  of  the  uterine  appendages. 

Abdominal  Hysterectomy  for  Prolapse  of  the  Uterus. — 
F.  Legueu  (XIV.  Congress  Assoc.  Frangaise  de  Chir.,  in  Presse 
med.,  Nov.  6),  in  speaking  of  cases  of  prolapse  of  the  uterus  too 
severe  to  be  amenable  to  perineal  operations  alone,  mentions 
the  preference  of  some  for  hysteropexy  or  for  vaginal  hysterec- 
tomy, and  expresses  his  personal  belief  in  the  superiority  of 
abdominal  hysterectomy.  He  amputates  the  uterus  above  the 
insertion  of  the  cervix  and  fastens  the  stump  of  the  latter  to  the 
lower  portion  of  the  abdominal  wall. 

Early  Diagnosis  of  Carcinoma  of  the  Uterus. — Abel  {Arch, 
filr  Gyn.,  Bd.  Ixiv.,  H.  2)  claims  that  he  has  discovered  a  valuable 
diagnostic  point  between  carcinoma  arising  from  the  squamous 
epithelium  of  the  cervix  and  benign  growths  from  the  same  cells. 
His  illustrations  show  the  piesence  of  elastic  fibres  between  the 
cancer  cells,  as  well  as  around  the  cell  nests,  while  in  the  normal 
epithelium  or  in  benign  growths,  such  as  condylomata  acuminata 
and  tuberculous  lesions,  these  fibres  stop  at  the  edge  of  the 
epithelium  and  are  not  found  between  the  individual  cells. 

Drainage  after  Laparatomies. — At  the  Wlirzburger  Frauen- 
klinik  31  laparatomies  were  followed  by  drainage  in  1889-1901. 
Of  these,  8  died  just  after  the  operation,  7  of  them  from  peri- 
tonitis. Georg  Burckhard  {Zeitschr.  fiir  Geh.  und  Gyn.,  Bd. 
xlvi.,  H.  2),  who  reports  the  cases,  advises  drainage  with  sterile, 
not  iodoform,  gauze  or  glass  tubes:  when  the  field  of  operation 
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is  soiled  by  large  quantities  of  pus:  when  large  wound  cavities 
Avith  infiltrated  walls  are  left;  when  firm  adhesions,  especially 
to  the  intestine,  require  that  part  of  the  tumor  wall  be  left 
in  the  abdomen ;  when  the  bladder  or  intestine  has  been  wounded, 
even  though  it  has  been  carefully  repaired ;  and  when  purulent 
collections  cannot  be  removed  on  account  of  adhesions,  but  must 
be  incised. 

Shortening  the  Round  Ligaments  through  the  Vagina. — 
C.  J.  Bucura  (Zeitschr.  fi'ir  Geh.  und  Gyn.,  Bd.  xlvi.,  H.  2) 
warmly  defends  this  operation  as  it  is  performed  by  Wertheim. 
Of  86  cases  so  treated,  only  two  had  recurrence  of  the  retro- 
version at  the  time  of  discharge,  and  these  were  complicated 
cases.  Seven  had  since  had  normal  labors;  three  had  aborted; 
three  were  pregnant  and  comfortable  at  the  time  of  writing. 
Of  48  eases  in  which  this  operation  only  was  done.  10  had  recur- 
rences. While  vaginofixation  and  Alexander's  operation  give 
better  results,  the  former  may  cause  complications  during  sub- 
sequent pregnancies  and  the  latter  sometimes  hernia. 

Pigmentation  of  the  Linea  Alba. — The  These  de  Paris,  1901, 
of  E.  Lehman  (Presse  med.,  Nov.  30)  shows  that  pigmentation 
of  the  linea  alba  occurs  under  other  conditions  than  pregnancy. 
He  found  it  in  about  thirty  per  cent  of  the  little  girls  in  one 
of  the  hospitals.  In  these  cases  it  is  usually  pale  yellow,  some- 
times darker,  and  generally  associated  with  chronic  constipation 
or  other  intestinal  lesion,  such  as  typhoid,  general  or  localized 
tuberculosis,  or  the  approach  of  puberty.  In  men  it  occurs 
under  the  same  circumstances.  It  is  always  between  the  umbili- 
cus and  pubes  in  girls,  appearing  before  the  first  menstruation, 
and  persisting  if  the  function  is  not  regularly  established,  and 
always  suggests  the  occurrence  of  amenorrhea,  dysmenorrhea, 
menorrhagia.  etc.  Tumors  of  the  genitals  cause  this  pigmenta- 
tion only  when  they  cause  amenorrhea  or  dysmenorrhea.  The 
writer  considers  a  dark  line  pathognomonic  of  pregnancy.  He 
believes  that  a  line  of  sufficient  length,  breadth,  and  intensity 
conclusively  proves,  without  other  examination,  that  the  woman 
has  recently  been  pregnant.  In  the  nullipara  after  puberty  it 
nearly  always  indicates  the  existence  of  amenorrhea  or  dysmenor- 
rhea, while  in  a  little  girl  it  points  to  the  near  approach  of 
puberty  and  the  first  menstruation. 

Maternal  Blood  at  Term. — J.  Henderson  {Jour,  of  Ohst.  and 
Gyn.  of  the  Br.  Empire,  Feb.)  has  written  an  article  on  this 
subject  based  upon  about  300  examinations  of  fresh  blood  and 
a  similar  number  of  counts  of  the  red  and  white  corpuscles,  and 
about  150  estimations  of  hemoglobin,  and  100  stained  films 
differentiated.  It  was  found  that  the  formation  of  fibrin  was 
early  or  excessive.  The  red  count  at  term  was  found  to  aver- 
age 3,975,348  per  cubic  millimetre.  During  the  puerperium  the 
red  cells  increased  to  an  average  of  4,020,000  on  the  eleventh 
day,  when  the  examinations  were  discontinued.  The  hemoglo- 
bin at  term  in  thirty-seven  cases  averaged  68.2 ;  the  hemoglobin 
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increased  5.85  per  cent  durino-  the  ten  days  following  labor. 
The  color  index  at  term  shows  a  slight  deficiency.  The  average 
number  of  leucocytes  at  term  was  found  to  be  21,365  per  cubic 
millimetre.  The  leucocytes  on  the  tenth  day  after  labor  num- 
bered 12,327.  There  was  a  relative  increase  of  polymorpho- 
nuclear leucocytes  at  the  expense  of  the  lymphocytes.  In  one 
case  of  twins  which  occurred  in  this  series  the  leucocytes  num- 
bered 13,000  per  cubic  millimetre,  which  was  considerably  below 
the  average.  As  to  the  influence  of  the  sex  of  the  child,  he 
can  only  state  that  there  was  an  apparent  diminution  in  the 
leucoeytosis.  The  author  compares  his  results  with  those  of 
standard  authors  and  discusses  the  possible  causes  for  the  differ- 
ent phenomena. 

Myomectomy. — 0.  B.  Campbell  (Ann.  Gyn.  and  Fed.,  Feb.) 
believes  that  myomectomy  should  be  performed  Avherever  pos- 
sible without  extra  risk  to  the  patient  and  where  the  ovaries  can 
be  conserved  with  the  uterus.  Operative  interference  should  be 
advised  in  every  case  of  fibromyomata  where  myomectomy  is 
considered  possible  ^Myomectomy  is  a  safe  operation  in  suitable 
cases. 

Oophorectomy  in  the  Treatment  of  Cancer  of  the  Breast. — 
H.  T.  Butlin  (Br.  Med.  Jour.,  Jan.  4),  in  reviewing  this  opera- 
tion for  cancer,  states  that,  as  far  as  he  knows,  there  is  not  a 
single  case  of  cure,  such  as  is  had  by  local  operation.  When  the 
disease  comes  back  again,  as  it  generally  does  within  six  months 
to  a  year,  it  does  so  exactly  in  the  same  form  and  with  all  the 
same  troubles  that  Avere  present  at  the  time  of  the  operation,  and 
the  patient  groAvs  slowly  worse  and  dies.  The  manner  of  her 
death  and  the  distress  of  it  are  not  in  the  least  changed  by  the 
operation  of  oophorectomy.  He  admits  that  perhaps  better  re- 
sults may  be  attained  in  women  who  have  cancer  of  the  breast  to 
a  very  limited  extent  and  without  any  glands  involved. 

Utero-Ovarian  Artery. — Byron  Kobinson  {Am.  Gyn.  Jour.. 
Dec.)  describes  very  minutely  the  utero-ovarian  artery  with  its 
branches,  and  pays  especial  attention  to  the  position  of  this 
arteiy  from  a  surgical  point  of  view,  laying  particular  stress 
on  the  arterio-ureteral  and  cervical  loops. 

In  another  article  (Cincinnati  Lancet-Clinic,  Dec.)  he  de- 
scribes the  pelvic-fioor  segment  more  minutely,  using  cuts  very 
similar  to  those  in  the  above-mentioned  article. 

In  still  another  article  (Am.  Jour,  of  Surg,  and  Gyn.,  Jan.) 
he  describes  the  arteries  of  the  uterus  and  adnexa  even  more 
minutely.  He  describes  the  spiral  segment  as  follows:  (a)  pel- 
vic floor,  (h)  uterine,  (c)  oviducal,  (d)  ovarian  arteries,  and 
that  to  (e)  the  round  ligament.  Attention  is  also  drawn  to  the 
utero-ovarian  vascular  circle,  or  the  circle  of  Byron  Robinson. 

DISEASES    OF    CHILDREN. 

Otitis  Media  Neonatorum. — 0.  Joachim  (New  Orleans  Med. 
and  Surg.  Jour.,  Dec.)  states  that  the  ears  of  30  to  80  per  cent  of 
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all  children  up  to  6  months  of  age  are  abnormal.  The  reasons  for 
the  condition,  found  in  the  anatomical  and  physiological  peculiar- 
ities of  the  ear,  he  gives  as  follows :  1.  It  is  important  to  bear  in 
mind  that  the  Eustachian  tube  is,  in  the  new-born,  very  short,  and 
not'only  relatively  but  actually  Avider  than  in  the  adult.  2.  The 
cavity  of  the  tympanum,  the  membrane  and  ossicles  are  fully 
developed  and  of  adult  size  at  birth,  and  the  tympanic  cavity 
contains,  before  and  after  birth,  essentially  different  media.  In 
the  fourth  and  fifth  months  of  intrauterine  life  the  cavity  of  the 
middle  ear  is  not  yet  distinguishable.  By  the  eighth  month  of 
fetal  life  the  cavity  exists,  and  is  filled  up  before  birth  with  a 
cushion  of  mucous  membrane,  and  after  birth  with  air.  If 
breathing  occurs  before  delivery  amniotic  fluid  may  enter  the 
middle  ear:  if  breathing  occurs  after  birth,  air  enters.  The 
presence  of  air  causes  resorption  of  the  hyperemic  cushion  of 
mucous  membrane.  3.  The  cast-off  products  of  this  process  re- 
main in  the  ear  for  a  variable  length  of  time.  4.  "We  must  bear 
further  in  mind  that  the  secretory  organs  of  the  upper  air 
pas,sages,  in  this  period  of  life,  are  extremely  well  developed, 
and  that,  5,  the  nearly  permanent  recumbent  position  of  the  in- 
fant is  essentially  favorable  to  aspiration  and  infection  of  an 
extremely  favorable  soil  for  the  development  of  micro-organisms 
of  all  kinds  in  the  gelatinous  elements  of  retrogressive  meta- 
morphosis in  the  ear  of  the  new-born.  The  condition  very  often 
is  unrecognized,  which  may  be  partly  due  to  the  fact  that  the  ex- 
treme thickness  of  the  drum  membrane  in  the  young  infant  pre- 
vents its  rupture  and  the  appearance  of  aural  discharge.  The 
most  essential  symptoms  which  should  lead  us  to  suspect  ear  in- 
flammation in  infancy  are  restlessness,  increased  temperature, 
and  loss  of  weight.  An  involuntary,  persistent  throwing  of  the 
head  from  side  to  side  or  backward,  continual  whimpering  Avith 
an  occasional  loud  cry.  the  refusal  of  food,  etc.,  should  direct  our 
attention  to  the  ear.  Paracentesis  should  always  be  performed  if 
the  symptoms  are  marked,  and  if  the  pain  does  not  yield  to 
glycerin  and  carbolic-acid  solution,  instilled  warm.  The  author 
ursres  a  more  general  use  of  the  reflector. 

Scarlatina :  A  Rapidly  Fatal  Case. — W.  S.  Morrow  (3Iontreal 
?Ii(].  Jour..  Dec  1901)  reports  the  case  of  a  boy  of  ,2  years  and 
11  months  who  had  seemed  well  until  5  o'clock  in  the  afternoon, 
when  he  came  in  from  play,  complained  of  feeling  sick,  and 
vomited.  During  the  night  he  had  a  loose,  dark-colored  move- 
ment, but  the  next  day  awoke  quite  bright  and  played  with 
his  brother.  He  slept  a  little  during  the  forenoon,  ate  a  baked 
apple,  and,  beyond  heavy  eyes,  had  no  symptoms  to  cause  alarm. 
At  3  P.M.  his  feet  were  cold,  he  had  a  convulsion,  fell  into  stupor, 
had  more  convulsions,  and  died  about  5  :30  p.m.  without  regain- 
ing consciousness.  The  body  was  seen  about  four  hours  after 
death.  Reddish  patches  were  present  on  the  abdomen  and  thighs. 
The  glands  at  the  angle  of  the  jaw  were  enlarged,  and  on  prying 
open  the  mouth  the  tonsils  Avere  seen  enlarged  and  reddened,  and 
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the  redness  extended  upward  on  to  the  palate.  The  peritoneum, 
stomach,  and  intestines  were  free  from  inflammation.  The  lungs 
were  very  dark  and  hyperemia,  but  not  consolidated.  The  veins 
over  the  heart  were  much  distended.  This  hasty  examination, 
combined  with  the  fact  that  a  scarlatinal  epidemic  was  raging 
in  the  city  at  the  time,  led  the  author  to  regard  scarlatina  as  the 
probable  cause  of  death.  This  opinion  was  confirmed  by  the  fact 
that  the  patient's  brother  was  taken  down  with  scarlatina  nine 
days  later.  The  duration  of  the  disease  in  the  case  reported 
from  the  first  symptom  was  between  twenty-four  and  twenty-five 
hours. 

Scarlatinal  Nephritis  and  its  Treatment. — F.  Huber  {Pedi- 
atrics, Dec.  15,  1901)  says  that  in  acute  inflammatory  condition 
of  the  kidney,  the  result  of  the  toxins  of  scarlet  fever,  with  or 
without  edema,  the  organs  are  engorged  with  blood  and  the  ten- 
sion in  the  vessels  is  increased ;  under  such  circumstances  no 
direct  irritant  to  the  renal  tissues  should  be  administered.  The 
indication  is  to  relieve  the  engorged  capillary  vessels  of  the 
glomeruli,  to  restore  the  renal  secretion  without  adding  to  the 
congestion.  The  flow  is  best  favored  by  a  liberal  use  of  water, 
with  or  without  cream  of  tartar  or  the  vegetable  salts  of  potash. 
If  oliguria  be  pronounced  or  uremia  threatening,  a  normal  salt 
solution,  temperature  105°  to  110°,  may  be  introduced  high  up 
in  the  rectum  through  a  colon  tube  (enteroclysis).  Tlie  water 
will  be  absorbed,  the  vasomotor  constriction  is  lessened,  the 
toxins  are  diluted  and  their  expulsion  is  favored  by  the  increased 
elimination  of  fluids  through  the  natural  channels.  Digitalis  is 
contraindicated  from  its  irritant  effects  on  the  stomach ;  its  effect 
upon  the  pulse,  Avhich  it  diminishes  in  frequency  while  increas- 
ing the  force;  and  because  one  of  its  alkaloids  (digitoxin)  is  a 
decided  irritant  to  the  kidneys.  Calomel  in  fractional  doses 
every  hour  acts  as  a  sedative  to  tlie  stomach,  is  diuretic  and  lax- 
ative, and  reduces  arterial  tension.  Aluminium  carbonate  in 
small  repeated  doses  is  useful  in  cases  of  severe  dyspnea  or 
threatened  pulmonary  edema,  provided  the  stomach  is  not  irrit- 
able. Dry  cupping  of  the  chest  may  be  employed  at  the  same 
time.  Strychnine  is  an  excellent  heart  tonic.  Later  on  the 
anemia  requires  iron.  If  convulsions  occur,  hot  packs,  chloral 
per  rectum,  and  salt  water  irrigations  are  to  be  employed.  As 
the  danger  of  nephritis  is  greatest  during  the  stage  of  desquama- 
tion, the  patient  ought  to  be  kept  under  medical  observation  for 
at  least  three  or  four  weeks.  The  urine  must  be  examined  daily, 
or  at  least  every  other  day.  The  routine  treatment  consists  in 
rest  and  fluid  diet.  Water  in  small  quantities  at  regular  inter- 
vals, with  or  without  salines,  should  be  given.  The  temperature 
of  the  room  should  be  about  72°.  Flannels  should  be  worn,  and 
fractional  doses  of  calomel  four  times  daily.  If  severe  headache, 
nausea,  and  vomiting  be  present,  small  doses  of  calomel  may  be 
given  hourly.  Liquid  must  be  given  in  drachm  doses  every  five 
or  fifteen  minutes  until  the  stomach  can  take  more.     Even  in 
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coma,  and  when  convulsions  have  ceased,  drachm  doses  of  water 
should  be  given  at  frequent  intervals.  Though  the  symptoms 
are  frequently  alarming,  yet  if  judiciously  treated  the  tendency 
is  to  recovery.  Desperate  cases  frequently  recover.  Patients 
with  repeated  convulsions  or  suppression,  or  who  by  actual  meas- 
urement may  not  secrete  more  than  one  or  two  ounces  per  day, 
and  in  whom  coma  has  persisted  for  twenty-four  to  thirty-five 
hours,  have  been  saved  despite  the  unpromising  character  and 
apparentlj^  fatal  prognosis.  During  the  stage  of  convalescence 
the  patient  should  be  kept  in  bed  as  long  as  there  is  albumin  in 
the  urine.  Anemia  must  be  combated,  the  functions  of  the 
bowels  regulated,  myocardial  weakness  treated  by  rest  and 
strychnine,  the  diet  be  light  and  digestible,  and  plenty  of  water 
and  a  moderate  amount  of  lemonade  or  carbon  water  be  given, 
A  failure  to  observe  such  necessary  precautions  in  this  stage  is 
largely  responsible  for  many  a  chronic  nephritis  in  later  years. 
Spinal  Deformities  Treated  by  Exercise  and  Posture. — R,  T. 
McKenzie  {Montreal  Med.  Jour.,  Oct.,  1901)  thinks  there  is  per- 
haps no  method  of  treatment  at  the  disposal  of  physician  and 
surgeon  that  has  suffered  so  much  at  the  hands  of  friends  and 
foes  alike  as  the  application  of  exercise,  and  it  has  been  left,  by 
the  bulk  of  the  profession,  to  gather  the  dust  of  neglect,  rather 
from  a  sort  of  mental  laziness  than  from  a  disbelief  in  its 
efficacy.  When  it  is  prescribed  it  is  often  done  in  such  an  in- 
definite Avay  that  the  results  cannot  be  followed.  On  the  other 
hand,  the  laity  is  convinced  that  by  exercise  everything  from 
anemia  to  zymosis  can  be  cured,  and  the  disappointments  sure  to 
follow  have  brought  the  whole  question  into  disrepute.  In  de- 
fining what  are  the  conditions  under  which  one  can  count  on 
getting  improvement  from  the  direct  application  of  exercise  to 
deformities  or  irregularities  of  development  in  the  region  of  the 
spine,  the  author  excludes  tuberculosis  of  the  bone  or  Pott's  dis- 
ease, and  most  cases  of  rickets,  and  includes  such  conditions  as 
fatigue  scoliosis,  round  shoulders,  uneven  shouldei-s,  and  flat 
chest.  In  treating  a  case  of  round  shoulders,  for  instance,  we 
must  first  expand  the  lungs  by  deep  breathing  and  so  round  out 
the  flattened  chest ;  next  the  muscles  of  the  upper  back  and  neck 
must  be  fitted  to  carry  out  their  function  of  holding  the  head  in 
proper  position ;  and,  lastly,  the  abdominals  must  be  brought  into 
vigorous  action,  while  the  correct  standing  posture  must  be  so 
thoroughly  drilled  into  the  patient  that  it  at  last  becomes 
habitual.  The  following  are  two  typical  exercises:  1.  Patient 
standing,  raise  arms  forward  and  upward,  breathing  in ;  rise  on 
tip-toes,  lower  arms  outward  and  downward  to  sides  slowly, 
breathing  out.  2.  Patient  prone  on  padded  table  or  couch,  feet 
strapped  down,  hands  at  sides,  extend  the  neck,  trunk,  and  arms. 
In  eases  where  the  right  shoulder  is  low  we  could  use  the  follow- 
ing movements:  1.  Patient  standing,  raise  right  arm  above  the 
head,  left  on  the  hip ;  forward  head  and  rise.  2.  Patient  on  table 
prone,  feet  strapped  down,  extend  neck  and  trunk  with  the  right 
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hand  placed  on  back  of  head  and  left  on  the  hip.  In  cases  of 
curvature,  each  one  demands  special  study.  The  author  gives 
detailed  directions  for  the  treatment  of  certain  cases.  Before 
prescribing -exercises  to  any  particular  case,  a  diagnosis  of  the 
condition  must  be  made  after  a  careful  examination  of  the  back, 
exposing  it  down  to  the  gluteal  cleft.  The  spinous  processes 
should  be  marked,  the  levels  of  the  shoulders  and  points  of  the 
scapulge  should  be  noted,  the  amounts  and  levels  of  deviation  and 
rotation  observed,  and,  while  stripped,  the  flexibility  should  be 
tested  by  bending  forward  and  to  the  sides.  The  habitual  posture 
should  also  be  found.  The  patient  should  be  put  in  the  best  pos- 
sible position  and  made  to  take  this  pose  by  herself.  This  best 
possible  position  should  be  the  keynote  of  future  work.  It  is  to 
be  remembered  that  the  greatest  amount  of  movement  is  obtained 
in  the  cervical  region,  where  we  may  get  good  results  by  the 
action  of  the  trapezius,  rhomboids,  and  erector  spinse  mass;  and 
in  the  lumbar  region,  where  the  erector  spinas,  quadratus  lum- 
borum,  and  psoas  muscles  can  be  called  upon  to  assist  us.  In  the 
mid-dorsal  region  the  presence  of  the  ribs  limits  the  voluntary 
movements,  and  we  have  to  resort  to  stretching  of  the  ligaments 
by  mechanical  force  for  the  best  results. 

Three  Points  in  the  Treatment  of  the  Deformities  of  In- 
fantile Paralysis. — John  Lincoln  Porter  {Medical  News,  Dec.  21, 
1901)  says  that  every  case  of  infantile  paralysis  is  sure  to  result 
in  some  deformity  sooner  or  later,  and  that  the  chief  factors  in 
the  production  of  these  deformities  are  the  atrophy  and  loss  of 
power  of  the  paralyzed  muscles  and  the  consequent  contraction 
and  shortening  of  the  active  and  unopposed  muscles.  Bearing  in 
mind  these  facts,  he  wishes  to  emphasize  three  points  in  the  treat- 
ment of  these  deformities :  1.  The  most  efficient  treatment  of 
the  deformities  resulting  from  infantile  paralysis  is  the  pre- 
ventive treatment.  This  should  be  begun  as  soon  as  the  extent  of 
the  paralysis  is  well  defined,  for  we  can  then  predict  almost  de- 
finitely what  the  resulting  deformity  will  be.  2.  Every  case  of 
infantile  paralytic  deformity,  however  slight  or  severe,  can  be 
improved  to  some  extent  by  appropi'iate  treatment.  That  treat- 
ment may  be  anything,  from  adjusting  a  simple  ankle  brace  to 
correcting  clubfoot,  to  an  extensive  tendon  transplantation,  or  to 
the  production  of  an  artificial  ankylosis  of  a  joint.  We  are  all 
familiar  with  the  condition  in  which  the  anterior  muscles  of  the 
thigh  and  leg  are  affected  but  those  of  the  calf  are  spared.  As  a 
result  the  patient  walks  awkwardly,  throwing  the  leg  forward  by 
the  aid  of  the  ilio-psoas  muscles,  and  bringing  the  foot  down  flat 
on  the  floor  and  fixing  the  knee  by  hyperextending  it.  The  centre 
of  gravity  falls  behind  the  heel,  and  the  tense  posterior  ligaments 
hold  the  knee  stifl'  while  the  weight  is  thrown  forward  over  it. 
Often  the  patient  has  a  habit  of  fixing  the  knee  with  a  hand  on 
the  thigh.  As  a  result  of  this  constant  hyperextension  of  the 
joint,  the  head  of  the  tibia  is  displaced  backward  and  somewhat 
inward,  and  the  foot  becomes  extended  by  the  contraction  of  the 
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solens  muscles.  The  author  describes  the  brace  which  he  has 
devised  for  this  condition.  3.  Simple  tenotomy  of  the  shortened 
tendons  in  these  cases  is  of  great  benefit,  aside  from  the  release 
of  tension  and  improvement  of  function  that  result.  Every 
surgeon  who  has  done  tenotomies  in  cases  where  rigid  con- 
tractures existed  has  noticed  the  marked  improvement  that  takes 
place  in  the  nourishment  and  general  condition  of  the  limb. 
Almost  immediately,  in  some  cases,  the  leg  becomes  warmer  and 
loses  its  blue  appearance ;  and  not  only  the  muscles  that  are  re- 
leased from  tension  improve  in  function,  but  some  of  the  muscles 
that  were  thought  to  be  paralyzed  seem  to  gain  in  activity,  show- 
ing that  some  trophic,  vascular,  or  reflex  stimulus  has  been 
brought  about  by  the  operation.  As  a  word  of  caution  the  author 
adds  that  tenotomy  alone  for  correction  of  a  deformity  caused 
by  contractures  is  disappointing.  Unless  the  improvement 
gained  by  the  operation  is  maintained  by  proper  mechanical  ap- 
paratus, the  contractures  and  deformity  will  almost  surely  recur. 
Tubercular  Disease  of  the  Spine  and  Hip. — A.  M.  Phelps 
{Buffalo  Med.  Jour.,  Sept.,  1901)  says  that  his  observations  lead 
him  to  observe  that  the  most  serious  element  of  destruction  in 
hip-joint  disease  is  the  trauma  and  pressure  produced  by  the 
spasm  of  the  muscle ;  that  fixation  of  the  joint  without  extension 
is  an  impossibility;  that  the  successful  treatment  of  the  joint 
must  depend  upon  its  absolute  immobilization,  which  can  only 
be  produced  by  proper  extension  and  fixation ;  that  the  constitu- 
tional treatment  of  hip-joint  disease  amounts  to  but  little,  inde- 
pendent of  mechanical  treatment;  that  mechanics  is  everything; 
that  extension  in  a  line  with  the  axis  of  the  shaft  and  deformity 
alone,  in  hip-joint  disease,  is  entirely  wrong;  that  extension 
should  be  made  in  a  line  parallel  to  the  axis  of  the  neck — in  other 
words,  two  lines  of  extension — otherwise  the  idea  of  extension  is 
not  perfectly  carried  out;  that  ankylosis  of  the  joint  is  not  pro- 
duced by  immobilization,  but  by  the  severity  and  character  of  the 
inflammation ;  that  the  long  traction  hip  splints  in  general  use 
neither  properly  extend  nor  immobilize  the  joint;  that  intra- 
articular pressure  results  in  the  destruction  of  the  joint  or  anky- 
losis in  a  large  percentage  of  cases  is  proved  by  statistics  •  that 
the  results  in  hip-joint  disease  should  be  as  good  as  those  of  knee- 
joint  disease,  and  will  be,  provided  perfect  immobilization  can 
be  carried  out;  that  patients  should  never  be  allowed  to  step 
upon  any  portative  apparatus;  that  a  high  shoe  on  the  well  leg 
and  crutches  should  be  insisted  upon  until  the  patient  is  cured; 
finally,  that  the  angular  deformity  seen  in  cured  cases  should 
not  occur,  and  such  cases  are  a  standing  rebuke  to  the  splint 
and  methods  employed.  In  other  words,  no  patient  with  hip- 
joint  disease  need  ever  recover  with  angular  deformity.  In  ex- 
ceptional neglected  eases  of  dislocation  a  slight  amount  of  de- 
formity had  better  be  left  than  resort  to  osteotomy.  As  to  ab- 
scesses, the  author  is  not  altogether  in  favor  of  their  injection 
with  iodoform  and  glycerin  indiscriminately.  If  a  joint  is  exten- 
sively diseased  he  would  advise  simple  puncturing  and  intelli- 
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gent  exploration  with  the  finger.  If  the  abscess  cannot  be  curet- 
ted and  all  the  diseased  tissue  removed,  it  is  better  not  to  incise 
the  abscess  extensively,  but  to  puncture  and  insert  a  drainage 
tube.  Abscesses  and  sinuses  should  never  be  curetted  when  there 
is  dead  bone  at  the  bottom  of  them.  AVhen  you  cannot  remove 
the  disease,  do  not  make  a  big  denuded  surface,  but  puncture, 
establish  drainage,  and  wash  out  the  abscess  cavity  with  a  solu- 
tion of  bichloride  of  mercury,  1:2000.  When  the  abscess  ap- 
pears externally,  make  a  full  incision,  curette  the  cavity,  close 
it  up,  and  primary  union  of  the  external  wound  ^vill  result. 
Excision  may  be  necessary.  In  all  cases  of  joint  abscess,  as  a 
rule,  it  is  best  to  operate,  except  possibly  in  those  which  cause 
no  disturbance  and  do  not  increase  in  size.  He  gives  the  reasons 
for  operation  as  follows:  (1)  to  save  years  of  treatment  and 
suffering;  (2)  to  intelligently  explore;  (3)  to  get  rid  of  foreign 
material  by  drainage;  (4)  to  avoid  amyloid  disease  of  the  liver 
and  kidneys  by  infection;  (5)  to  prevent  burrowing  into  im- 
portant structures,  such  as  the  peritoneum;  (6)  to  prevent  de- 
struction of  bone  by  maceration,  which  leads  to  extensive  de- 
struction; (7)  to  remove  sequestra,  if  present;  (8)  to  apply  the 
scientific  rules  laid  down  both  by  the  surgeon  and  the  patholo- 
gist. As  to  when  to  operate,  he  says :  First,  always  when  the 
capsule  of  the  joint  is  ruptured.  Second,  in  rapid  osteomyelitis, 
or  dual  inoculations  mth  joint  distension,  causing  pain.  Third, 
abscesses  appearing  at  points  where  they  may  bui'row  to  other 
important  structures  and  to  cavities — e.g.,  anterior  rupture  of 
the  hip  joint — the  discharge  in  such  cases  takes  place  into  the 
iliacus  internus  muscle,  and  at  once  burrows  into  the  pelvic 
cavity;  tubercular  or  purulent  disease  of  the  wrist  joints,  dis- 
charging among  the  flexor  or  extensor  tendons,  destroying  in 
such  cases,  if  left  to  Nature,  the  muscles  of  the  forearm  and  the 
tendons  of  the  palm  of  the  hand.  Fourth,  all  tense  abscesses, 
because  one  can  never  tell  in  what  direction  burrowing  will 
take  place.  Fifth,  always  when  carious  or  necrosed  bone  is  pres- 
ent. Inasmuch  as  this  can  never  be  determined  until  the  abscess 
is  opened  and  intelligently  explored,  the  author  believes  that 
nearly  all  abscesses  should  be  opened  and  intelligently  explored 
with  the  finger,  to  determine  this  most  important  complication; 
certainly  in  all  abscesses  where  the  presence  of  dead  bone  might 
be  suspected.  Sixth,  rapidly  increasing  abscess.  Seventh,  joints 
filled  with  tubercular  or  purulent  material.  Drainage  at  the 
lowest  point  and  washing  out  of  the  joint  is  a  rational  scienti- 
fic procedure.  Eighth,  repeated  occurrence  of  abscess  and  mul- 
tiple sinuses.  Ninth,  abscesses  in  feeble  children  with  rise  of 
temperature.  Eleventh,  when  there  is  doubt  as  regards  diagnosis. 
It  is  safer  to  explore  and  drain  than  to  leave  the  condition  to 
Nature.  Recent  examinations  have  proved  that  90  per  cent  of  all 
abscesses  which  at  first  might  have  been  tubercular  were  purulent. 
In  other  words,  a  dual  inoculation  had  taken  place.  From  the 
fact  that  90  per  cent  of  so-called  tubercular  abscesses  sooner  or 
later  become  purulent,  they  should  be  drained  early. 
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In  The  American  Journal  of  Obstetrics  for  August,  1887, 
the  first  contribution  to  the  study  of  ulcerative  lesions  of  the 
vulva  was  presented.  In  that  paper  was  given  a  summary  of 
all  the  cases  which  had  occurred  up  to  that  time,  with  a  review 
of  them  and  an  analysis,  which  showed  that  under  the  name  of 
lupus  or  esthiomene  of  the  vulva  sixty  or  more  cases  had  been 
recorded,  of  which  thirty-three  were  distinctively  ulcerative  le- 
sions.   To  this  number  I  added  a  case.    During  the  years  which 
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have  followed  I  have  seen  the  ease  then  reported,  from  time 
to  time,  lip  to  the  date  of  her  death,  which  occurred  from  bron- 
chitis in  December,  1900.  Before  the  death  of  the  patient  I 
had  a  colored  drawing  made  of  the  condition,  which,  placed  side 
by  side  with  the  plate  published  in  1887,  gives  a  most  valued 
object  lesson.     (Plate.) 

The  group  of  symptoms  which  characterize  these  cases  of 
ulcerative  lesions  of  the  vulva  is  slow  progress,  lack  of  pain, 
and  impairment  of  the  general  health.  The  parts  present  a 
violet  color,  are  thickened,  indurated,  and  hypertrophied.  and 
are  to  a  greater  or  less  degree  destroyed.  It  will  be  seen  that 
the  case  which  is  presented  shows  these  features.  During  the 
fifteen  years  that  the  affection  was  under  observation  the  prog- 
ress of  the  ulceration  w^as  very  slow,  but  little  by  little  the  dis- 
ease eroded  and  ate  away  the  tissues,  until  the  change  which  had 
taken  place  is  shown  by  the  plate.  ]\rany  of  the  tags  that  were 
present  in  1885  when  I  first  saw  the  patient  have  disappeared, 
and  the  large  mass,  which  was  formed  partly  by  the  deformed 
and  enlarged  clitoris  and  labia  minora,  has  become  elongated  and 
less  than  half  the  former  size.  The  tags  and  masses  about  the 
perineum  have  become  smaller  and  some  have  disappeared  dur- 
ing the  ulcerative  process.    The  patient's  history  was  as  follows: 

C.  F.  was  a  large,  well-builtmarketwoman.weigliing  178  pounds, 
60  years  old.  Mother  healthy.  Father  died  of  consumption  at 
39.  She  had  nine  brothers  and  sisters,  all  of  whom  were  healthy. 
Patient  menstruated  at  16.  Menopause  since  46 ;  ceased  with- 
out trouble.  Married  at  17.  Had  six  children  and  one  miscar- 
riage. After  li\dug  with  her  husband  twelve  years,  he  disap- 
peared, and  eleven  years  after,  in  1879,  she  married  a  Nor- 
wegian sailor,  wdio  had  had  syphilis  three  years  before  and  had 
been  treated  for  it  in  a  Norwegian  hospital  and  recovered.  She 
had  swelling  and  suppuration  of  the  right  inguinal  glands  in 
1875.  In  1879  her  seventh  and  last  child  w^as  born.  Before  this 
she  had  some  leucorrhea.  After  the  child  was  born  she  noticed 
a  scratch  on  the  inner  surface  of  the  left  labium  majus  and  that 
the  discharge  increased.  It  gave  her  no  discomfort  except  on 
micturition.    From  this  scratch  the  trouble  increased  slowly. 

The  patient  was  first  seen  at  the  clinic  of  the  Woman's  Med- 
ical College  of  the  New  York  Infirmary  in  1885.  Her  general 
health  was  excellent.  She  complained  of  very  little  pain,  ex- 
cept once  in  a  w^hile  a  "sticking  pain"  in  the  left  side.  She 
walked  without  trouble.  She  went  about  all  day,  until  a  w^eek 
before  she  died,  peddling  from  enormous  market  baskets  which 
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she  carried  ou  either  arm.  She  complained  of  the  itching,  which 
sometimes,  especially  after  micturition,  was  very  troublesome. 
She  had  no  bladder  or  rectal  difficulty.  The  labia  majora  were 
hypertrophied.  In  the  place  of  the  labia  minora,  which  have  dis- 
appeared entirely  since  1887,  an  irregular,  deeply  ulcerated  sur- 
face was  present,  somewhat  dentated,  covered  with  laudable 
pus  having  no  odor.  Instead  of  the  bunch  of  tumors  forming 
the  labia  minora  and  the  clitoris,  one  tumor  remained.  The  sur- 
face was  shiny  and  had  the  violaceous  tint,  as  indeed  had  all 
the  tissue  and  tumors  of  the  surrounding  parts.  The  disease 
during  these  years  had  not  progressed  up  the  vagina,  although 
when  first  seen  it  had  begun  to  dissect  the  vagina  from  its  at- 
tachments. The  entrance  of  the  vagina  was  narrowed  and  sur- 
rounded by  cicatricial  bands.  About  both  the  vagina  and 
urethral  orifices  were  nodules  and  irregular  masses  of  hyper- 
trophied tissue.  The  perineum  showed  the  effects  of  an  old 
laceration  and  small  hemorrhoid  about  the  anus.  The  inguinal 
glands  of  both  sides  were  enlarged,  the  right  more  than  the  left. 
On  the  former  was  the  scar  from  the  old  suppuration  which  she 
said  occurred  in  1875. 

In  1887  Dr.  H.  C.  Coe  made  the  microscopical  examination, 
which  was  printed  at  that  time  in  full.  He  said  that  the  ap- 
pearances were  those  of  simple  inflammation  of  connective  tis- 
sue, with  this  peculiarity,  that  the  round  cells  showed  a  decided 
tendency  to  form  circumscribed  groups  or  nodules.  He  added 
that  no  positive  diagnosis  could  be  made  by  the  microscope. 

In  the  years  that  have  elapsed  since  the  first  contribution  to 
this  subject  little  has  been  done.  The  cases  are  so  infrequent 
that  the  study  of  them  is  made  with  difficulty.  The  name  has 
been  a  subject  of  discussion  .since  Huguier  published  his  now 
famous  monograph  in  1848.  Veit  (Fig.  1)  and  Freund,  following 
the  lead  of  Virchow,  give  it  the  name  of  ' '  ulcus  rodeiis. ' '  Some 
writers  sweep  all  the  cases  into  the  class  of  syphilides.  Dr.  R. 
AY.  Taylor,  in  an  elaborate  paper  which  Avas  published  in  1890, 
repudiates  the  idea  of  lupus  and  divides  his  cases  into  a  half- 
dozen  categories.  A  large  number,  he  thinks,  are  simple  ulcer- 
ative lesions  due  to  irritation,  and  the  others  to  the  various  stages 
and  manifestations  of  syphilis.  In  the  light  of  the  review  of  the 
literature  and  of  experience,  I  believe  that  the  case  which  is  here 
presented  and  others  like  it  are  due  to  an  inflammatory  condi- 
tion of  the  vulva ;  and  because  of  the  irregularities  of  the  folds 
of  the  part,  the  attrition  and  constant  exposure  to  irritating 
conditions,  notablv  the  urine,  anv  breaks  in  the  mucous  mem- 
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brane  are  exceedingly  difficult  to  heal,  even  in  the  best  condi- 
tions. I  have  at  present  several  such  cases  under  my  care. 
Given  such  conditions  in  the  poor  and  uncleanly,  and  the  process 
runs  riot,  producing  the  hyperplastic  conditions  seen  in  all 
chronic  and  long-continued  inflammations,  and  the  deep  ulcer- 
ations, now  advancing,  now  healing,  continuing  indefinitely  un- 
less the  process  is  arrested  by  surgical  means  or  by  cauterizing 
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Fig.  1. — Ulcus  rodens  vulvis   (Veit). 


of  the  parts,  and  even  then  the  trouble  may  break  out  again. 
The  patient  whose  history  I  have  given  went  into  the  hospital 
for  surgical  treatment,  but  wou^ld  not  remain. 

No  advance  has  been  made  in  regard  to  the  treatment  of  these 
cases  in  the  last  fifteen  years.  The  general  treatment  has  been 
that  which  the  belief  of  the  nature  of  the  case  would  indicate— 
antisyphilitic,  cod-liver  oil,  and  tonics.  Locally  antiseptics, 
astringents,  and  various  emollient  ointments  liave  been  employed 
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as  palliative  measures,  which  in  some  instances  have  given  relief ; 
but  as  the  pain  and  inconvenience  are  singularly  disproportioned 
to  the  extent  and  appearance  of  the  disease,  and  as  the  patients 
are  usually  of  the  lower  class,  they  are  content  to  let  matters 
take  their  course  without  any  interference,  unless  the  bladder 
and  the  rectum  become  involved.  .  The  measures  which  have 
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Fig.  2. — Lupus  vulviE  hypeiti-opliicus  et  peiforans   (Hiiberlin). 


proved  most  efficacious  have  been  excision  of  the  hypertrophied 
and  eroded  parts  and  cauterization. 

The  confusion  whicli  exists  in  regard  to  the  etiology  of  this 
condition  is  due  to  the  lack  of  understanding  of  the  pathology. 
Investigators  have  looked  to  bacteriology  to  unlock  the  mystery. 
It  is  generally  accepted  that  the  presence  of  the  tubercle  bacilli 
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is  indicative  of  tuberculosis.  ]\Iauy  affirm  that  lupus  is  caused 
by  the  same  micro-organism  and  would  interpret  lupus  as  a 
tuberculosis  of  the  skin,  while  others  think  with  a  recent  writer 
who  says :  ' '  The  question  of  the  relation,  if  any,  of  these  two  af- 
fections, lupus  and  tuberculosis,  requires  more  research  definitely 
to  settle  it  beyond  a  doubt. ' '  The  same  may  be  said  with  greater 
positiveness  in  relation  to  syphilis,  the  presence  of  the  micro- 
organism of  Lustgarten,  to  which  has  been  attributed  the  syphil- 
itic affection,  being  also  a  matter  suh  judice.  With  the  great  num- 
ber of  these  cases  of  lupus  and  syphilis  which  the  bacteriologist 
daily  can  command,  it  would  seem  that  in  a  near  future  con- 
clusions will  be  precise  and  definite  enough  to  be  accepted  be- 
yond a  peradventure ;  but  in  these  rare  cases,  of  which  less  than 
a  hundred  have  been  reported  in  the  last  fifty  years  and  more, 
it  will  be  seen  how  difficult  it  is  to  arrive  at  definite  bacteriologi- 
cal results,  and  to  determine  if  the  streptothrix  which  has  been 
found  in  this  case,  as  described  in  the  report  appended  to  this 
paper,  can  be  looked  upon  as  possessing  any  value  as  an  etiologi- 
cal factor. 

The  definite  symptoms  common  to  these  cases — namely,  long- 
continued  ulcerations  accompanied  by  hypertrophy,  a  peculiar 
violaceous  tint,  and  the  absence  of  pain— would  seem  to  indicate 
that  we  have  a  disease  apart  from  tuberculosis,  lupus  or  syphilis, 
or  an  ordinary  ulceration,  a  condition  Avhieh  may  be  grafted  upon 
these  or  result  from  a  simple  abrasion.  If  such  were  proven 
conclusively  a  new  and  descriptive  name  should  be  given  to  the 
disease,  by  which  the  confusion  which  has  hitherto  obtained 
might  be  avoided. 
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In  'Slay.  1900.  cultures  were  made  on  a  series  of  glyeerin-agar 
tubes  from  the  ulcerated  surface  of  the  right  labium  majus  in 
the  ease  reported  above.  In  all  the  tubes  an  organism  devel- 
oped in  pure  culture  which  subsequent  study  and  transplantation 
to  a  variety  of  media  showed  to  be  a  branching  fungus  ex- 
hibiting characteristics  which  varied  with  different  methods  of 
cultivation. 

The  fungus  divides  dichotomously,  possesses  conidia,  and  is 
pleomorphic,  growing  as  a  bacillus  or  as  a  coccus  and  occasion- 
ally assuming  forms  that  resemble  spirilla.  It  should  be  classed 
as  a  streptothrix— a  form  of  organism  which,  according  to 
Kruse.^  occupies  a  place  midway  between  moulds  and  bacteria. 

Among  the  lesions  traceable  to  growth  within  the  tissues  of 
fungi  belonging  to  the  streptothrices,  two  of  importance  have 
frequently  been  described — actinomycosis  and  mycetoma  or 
Madurafoot.  Mycetoma  is  an  exceedingly  chronic  affection, 
which  remains  localized  and  has  been  known  to  last  twenty- 
five  years.  The  disease  usually  involves  the  foot,  nodules  form- 
ing which  eventually  break  down;  fistulous  openings  develop 
and  the  bones  finally  become  involved,  great  deformity  resulting. 
From  the  sinuses  and  ulcerating  nodules  granular  material  es- 
capes, the  granules  consisting  of  branching  threads. 
'Fliigge's  Mikroorganismen. 
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The  relationship  between  streptothrix  madurae  and  the  ray 
fungus  of  actinomycosis,  many  varieties  of  which  have  been 
described,  is  marked,  so  much  so  that  some  authors  have  re- 
garded the  two  organisms  as  identical. 

Unna  in  1897,  comparing  sections  of  the  skin  from  the  two 
lesions,  describes  strong  points  of  resemblance,  but  also  indi- 
cates distinct  differences  in  the  clinical  course  of  the  two  dis- 
eases,'as  well  as  in  the  structural  and  staining  properties  of  the 
ray  fungus  and  streptothrix  madurse. 

In  1890  Eppinger^  obtained  from  the  pus  of  a  cerebral  ab- 
scess a  branching  organism  in  pure  culture,  called  by  him  a 
eladothrix,  but  subsequently  identified,  as  belonging  to  the  strep- 
tothrices.  Cultures  of  this  organism  injected  into  guinea-pigs 
and  rabbits  caused  a  typical  pseudo-tuberculosis.  In  gelatin 
Eppinger's  organism  produced  yellow  pigment. 

In  the  same  year  Almquist-  isolated  a  fungus  from  purulent 
exudate  in  a  case  of  cerebro-spinal  meningitis  in  an  adult.  One 
colony  of  the  streptothrix  was  found  in  plates  which  also  showed 
colonies  of  proteus  together  with  a  large  micrococcus.  In  a  few 
days  the  fungus  formed  on  the  surface  of  gelatin  a  marked 
convesi,  thick,  chalk-white  layer  upon  which  oil  droplets  gath- 
ered, the  gelatin  undergoing  slow  liquefaction.  The  fungus 
showed  true  branching. 

SchmorP  in  1891  cultivated  a  fungus  which  he  proved  to  be 
the  cause  of  an  epidemic  among  laboratory  rabbits.  The  dis- 
ease was  characterized  by  a  rapidly  spreading  necrosis  of  the 
subcutaneous  tissues,  accompanied  by  an  acute  inflammation  of 
the  serous  membranes  and  inflammatory  lesions  of  the  lungs. 
The  streptothrix  cuniculi,  as  the  organism  is  called,  is  anaerobic, 
growing  on  blood  serum  only;  but  it  may  be  cultivated  in  giu- 
cose-agar  by  previous  inoculation  of  the  medium  with  a  coccus. 

Sabrazes  and  Riviere^  in  1894  described  an  anaerobic  strepto- 
thrix derived  from  a  case  of  brain  and  lung  abscess  wdth  in- 
farcts in  the  kidneys.  Single  and  radiating  branching  threads 
were  found.  The  same  authors^  isolated  an  aerobic  streptothrix, 
resembling  actinomycosis  bovis,  from  sputum.    It  liquefies  gela- 

'Beitrage  zur  pathologischen  Anatomie  und  allg.  Pathologie,  Bd.  ix., 
1890. 

^Zeitschrift  fiir  Hygiene,  Bd.  viii.,  1890. 

'Deutsche  Zeitsclirift  fiir  Thiermedicin,  xvii.,  1891,  S.  375. 

^La  Presse  medicale,  1894,  Sept.  22,  p.  441. 

^Merci-edi  medical,  1895,  pp.  485,  486. 
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tin.  and  inoculated  into  animals  it  is  rapidly  rendered  innocuous, 
but  becomes  pathogenic  if  inoculated  together  with  lactic  acid. 
This  organism  thrives  only  in  neutral  or  slightly  alkaline  media, 
and  forms  a  yellow  pigment  which  is  absent  when  it  is  cultiA^ated 
in  pure  oxygen. 

Ferre  and  Faquet^  grew  in  pure"  culture  a  streptothrix  ob- 
tained from  an  abscess  of  the  brain  in  an  epileptic.  This  strep- 
tothrix grows  well  in  different  media,  only  reaching  its  full 
development,  however,  on  potato ;  in  this  medium  it  develops 
branching  filaments  with  knob-like  terminations.  The  organism 
is  not  pathogenic  for  small  animals. 

Seheele  and  Petruschky,-  in  a  preliminary  report,  describe  a 
fungus  consisting  of  fine  branching  threads  without  evidence  of 
fructification.  The  patient  from  whom  this  organism  was  ob- 
tained gave  a  family  history  of  tuberculosis.  After  an  attack 
of  influenza  followed  by  cystitis,  several  small  tumors  appeared 
in  the  sldn  and  about  the  joints.  The  tumors  suppurated  and 
the  left  upper  lobe  of  the  lung  showed  signs  of  infiltration. 
The  sputum  Avas  negative  for  tubercle  bacilli,  but  masses  of  a 
fungus  suggestive  of  penicillium  were  found,  and  a  similar  or- 
ganism was  demonstrated  in  the  pus  from  the  abscesses.  After 
death  the  organism  was  obtained  in  pure  culture  from  the  con- 
tents of  the  abscesses ;  in  cultures  from  the  lungs  it  was  found 
together  with  the  bacillus  of  influenza. 

Buchholtz^  describes  a  network  of  delicate  branching  threads 
in  necrotic  areas  in  a  lung.  Cultures  were  not  obtained  and 
animal  experiments  were  apparently  not  made. 

In  the  sputum  of  a  woman  Rullmann*  found  a  filamentous 
organism.  Branching  was  rarely  found,  but  was  demonstrable, 
being  of  the  dichotomous  variety.  On  Loffler  blood  serum 
chrome-yellow  pigment  was  produced.  Two-thirds  of  the  ani- 
mals inoculated  gave  positive  results,  suppuration  of  the  lymph 
nodes  proving  an  almost  constant  lesion. 

A  case  is  reported  by  Aoyama  and  Miyamoto^  in  which  fila- 
mentous branching  organisms  were  found  in  the  sputum.  At 
autopsy  one  lung  was  found  to  contain  a  large  cavity  filled  with 

■'IMercredi  medical,  1895,  p.  441. 

=Verhandl.  d.  XV.  Cong,  fiir  innere  Medicin,  1897,  S.  55. 
=Zeitschrift  fiir  Hygiene  und  Infectionsk.,  xxiv.,  1897,  S.  470. 
^:Miinchener  medicinische  Wochenschrift,  1898,  No.  29. 
■"'Mittheilungen  der  medicinischen  Facultat  der  Kaiserlichen  Japan- 
ischen  Universitat  zu  Tokio,  Bd.  iv..  No.  7,  1900,  S.  231-276. 
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grayisli-recl  pus.  films  from  wliicli  showed  acid-proof  brandling 
organisms  like  those  found  in  the  sputum.  Glycurin-agar  plates 
made  from  the  pus  of  the  pulmonary  abscess  showed,  in  a  few 
days,  round,  whitish,  raised  colonies  which  adhered  closely  to  the 
medium,  the  surface  becoming  unevenly  heaped  up.  Old  colo- 
nies developed  a  yellowish  color.  On  blood  serum  growth  was 
scant.  Inoculation  of  hens,  white  mice,  and  rabbits  gave  nega- 
tive results.  Injection  of  cultures  into  the  serous  sacs  of  guinea- 
pigs  caused  pseudo-tuberculosis  and  hemorrhagic  fibrinous  in- 
flammation of  the  serous  membranes.  Introduced  into  the  cir- 
culation the  organism  caused  pseudo-tuberculosis  of  the  organs, 
but  no  fibrino-hemorrhagic  inflammation  occurred. 

Dr.  Dorothy  Keed^  describes  a  branching  bacillus  obtained 
from  laboratory  mice,  during  an  epidemic  in  which  nodules  re- 
sembling tubercles  were  found  in  the  serous  membranes  and  or- 
gans of  the  animals.  Similar  nodules  were  produced  experi- 
mentally in  mice.  The  pseudo-tubercles  were  composed  of  col- 
lections of  bacteria  and,  to  a  small  extent,  of  proliferating  and 
emigrating  body  cells.  The  colonies  on  serous  membranes 
showed,  in  sections,  a  gross  resemblance  to  the  Drusen  of  actino- 
mycosis. The  organism  grows  on  glycerin-agar,  after  twenty- 
four  hours,  as  grayish-white,  translucent  colonies ;  clouding  of 
plain  bouillon  is  followed  by  clearing;  alkaline  reaction  occurs 
in  milk  and  no  gro'wth  is  visible  on  potato. 

Dean-  cultivated  a  streptothrix  from  a  large  nodule  below  the 
jaw  of  a  horse;  the  mass,  after  remaining  unaltered  for  three 
months,  increased  in  size  and  suppurated.  Smears  were  nega- 
tive for  tubercle  bacilli,  and  the  pus  contained  no  granules,  ro- 
settes, nor  clubbed  threads.  Subcutaneous  inoculation  of  guinea- 
pigs  failed  to  produce  tuberculosis.  Subcutaneous  lesions 
containing  rosette  forms  were  developed  in  rabbits.  On  agar 
opaque  white  points  showed  on  the  third  to  fifth  day.  No 
growth  was  obtained  on  glucose-agar.  in  gelatin,  nor  in  milk. 

Norris  and  Larldn"  found  actinomycelial  colonies  in  the  bron- 
chi of  two  cases  of  catarrhal  broncho-pneumonia  with  intense 
necrotic  inflammation.  Cultures  on  the  ordinary  media  yielded 
only  a  streptococcus,  the  vaj  fungus  refusing  to  grow.  By 
inoculating  with  pus  fresh  sterile  kidneys  from  normal  rabbits, 
a  ray  fungus  was  finally  isolated  in  pure  culture,  and,  after 

'AVelsh's  Festschrift,  1900. 

^Transactions  of  the  Pathological  Society,  London,  vol.  li.,  1900,  p.  26. 

^Journal  of  Experimental  Medicine,  v.,  1900,  pp.  155,  193. 
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much  difficulty,  was  made  to  grow  on  artificial  media.  True 
branching  forms  were  numerous,  the  pleomorphism  of  the  organ- 
ism being  marked.  This  fungus  is  pathogenic  for  rabbits  and 
guinea-pigs,  producing  local  death  of  the  tissues  and  reactive 
zones  of  granulation  tissue  enclosing  discoid  granules  of  the 
fungus.    Death  rarely  results  from  its  action. 

]Musser  and  Gwynn^  published  in  1901  a  description  of  an 
acid-proof  branching  organism  obtained  from  the  sputum  of  a 
case  of  bronchitis  and  broncho-pneumonia  and  also  in  pus  from 
a  cerebral  abscess  in  a  second  case.  Threads  showing  a  radiate 
arrangement  were  found  in  sections  after  long  search.  Cultures 
were  unsuccessful. 

Organism  Found  in  Present  Case.  Morphology. —In  films 
made  from  a  forty-eight  hours'  neutral  bouillon  culture  there 
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Fig.  3.  Fig.  4. 

Fig.  3. — Forms  of  the  streptothris  found  in  a  forty-eight  hours'  neutral  bouil- 
lon culture. 

Fig.  4. — Curved  and  clubbed  forms. 

were  rods  of  varying  length  and  thickness,  some  bent,  some 
clubbed;  likewise  many  coccoid  forms.  No  long  threads  were 
visible,  two  to  three  rods  at  times  uniting  to  form  short  chains. 

In  glucose-broth  films,  in  several  cultures,  only  coccoid  forms 
(spores)  were  found,  some  lying  singly  or  in  pairs,  but  the 
greater  part  forming  chains  of  from  three  to  twenty-five  ele- 
ments. A  very  small  number  of  threads  here  and  there  showed 
division  into  rod-shaped  elements.  This  form  of  the  organism 
closely  resembles  a  streptococcus ;  in  tubes  inoculated  from  cul- 
tures of  the  spore  form  no  coccoid  bodies  are  produced,  only 
rods  developing.  Tlie  appearance  of  spores  in  the  glucose  broth 
is  not  an  invariable  occurrence. 

'Chicago  Medical  Recorder,  vols.  xx.  and  xxi.,  1901. 
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Saccharose-brotli  cultures  after  three  days  show  short,  plump 
rods  with  rounded  ends  and  segments  of  varying  length,  of 
which  many  are  curved;  one  end  of  the  segments  frequently 
shows  enlargement,  and  occasionally  two  to  three  swellings  are 
visible  at  intervals,  a  small  bud  or  branch  appearing  at  the 
point  of  enlargement. 

Films  from  a  three  days'  glycerin-agar  culture  contain  palely- 
staining  rod-like  elements  with  rounded  ends ;  occasionally  these 
unite .  to  form  short  threads,  of  which  a  few  show  branching 
similar  to  that  noted  in  the  saccharose-broth  culture.  Among 
the  rods  and  threads  lie  spores,  appearing  as  little  groups  of 
more  deeply  staining  bodies  resembling  small  cocci.  Films  from 
a  tAventy-four  hours'  groAvth  on  the  same  medium  show  circu- 
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Fig.  5.  Fig.  6. 

Fig.  5. — Chains  of  spores  found  in  a  glucose-broth  culture. 
Fig.  6. — Branching  organisms  from  a  saccharose-broth  culture  of  three  days' 
growth. 

lar,  oval,  and  elongated  bodies;  the  former  have  a  diameter  of 
about  six  /^.  These  bodies  consist  of  an  outer  non-staining  or 
palely-staining  envelope  surrounding  a  deeply-staining,  short, 
rod-shaped  body.  The  elongated  forms  contain  segments  con- 
sisting of  from  two  to  six  rods,  the  dividing  line  between  the 
individuals  showing  in  some  cases. 

Lactose-agar  cultures  show  organisms  resembling  those  found 
in  neutral  bouillon  cultures,  save  that  somewhat  longer  chains 
occur ;  no  branching  could  be  found. 

Potato :  Short,  thick  rods,  singly  and  in  chains. 

Litmus-milk  films  made  after  forty-eight  hours'  growth  show 
sparsely-distributed,  deeply-staining,  slender  rods,  singly  and 
in  threads. 
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Dextrose  free  broth:  After  forty-eight  hours,  plump  rods  of 
different  lengths,  no  threads  and  no  branching  organisms.     In 


Fig.  7.  Fig.  S. 

Fig.  7. — Organisms   from   giycerin-agar   after   twenty-four   hours'   growtb. 
Fig.  8. — Forms  found  in  dextrose-broth  cultures. 

fluid  gelatin  of  four  days '  growth  rods  are  found,  most  of  which 
are  slender  and  longer  than  the  agar  forms;  some  curved  and 


Fig.  9. — Forms   found   in  a  Ivlatseh   preparation   from   a  gelatin   plate  culture 
of  six  days'  growth. 

some  clubbed,  occasionally  threads  of  from  three  to  ten  ele- 
ments, many  rods  showing  polar  staining. 
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A  klatsch  preparation  of  an  entire  gelatin  colony  shows  long, 
branching  threads  which  form  a  network ;  these  threads  vary 
considerably  in  thickness  and  stain  variously,  some  deeply  and 
nniformly,  some  palely  and  imperfectly.  The  threads  consist 
of  segments  of  varying  length ;  the  rounded  end  of  one  segment 
fits  into  a  shallow  depression  upon  the  extremity  of  the  next. 
Among  the  filaments  lie  clusters  of  conidia;  the  relation  of 
these  to  the  threads  could  not  be  determined.  Dichotomous 
branching  is  very  clearly  shown.  No  mobility  of  the  individual 
elements. 

Films  made  direct  from  the  ulcerated  surface  show  forms 
identical  with  those  described  under  glycerin-agar,  twenty-four 
hours'  growth. 

Staining.— The  fungus  stains  with  the  ordinary  anilin  dyes 
and  with  Gram.  It  is  not  acid-proof,  not  responding  to  the 
methods  employed  in  staining  tubercle  bacilli.  Results  with 
hematoxylin  are  especially  good. 

Cultures.  — On  glycerin-agar,  after  twenty-four  hours'  incu- 
bation, rapidly  spreading,  very  moist,  raised,  translucent  grayish 
white  colonies  appear.  In  the  stab  a  granular  growth  is  visible. 
On  the  third  day  glycerin-agar  slants  show  opaque  white  lines. 
Growth  on  plain  agar  resembles  the  above. 

Neutral  bouillon  becomes  cloudy  in  twenty-four  hours  and 
contains  a  whitish  sediment. 

Glucose-broth :  The  same.  Dextrose  free  broth  shows  cloud- 
ing in  forty-eight  hours,  a  white  pellicle  forming;  the  reaction 
is  neutral  and  no  indol  is  formed. 

In  two  per  cent  peptone  water  no  growth;  in  ten  per  cent 
peptone  water  a  moderate  production  of  HoS  in  from  four  to 
five  days.  After  three  or  four  days  marked  clouding  but  no 
sediment.  No  gas  develops  in  fermentation  tubes  containing 
glucose,  saccharose,  or  lactose  broth.  In  litmus-milk  decolor- 
ization  takes  place  in  from  five  to  six  days. 

On  potato  a  rapidly  spreading,  moist,  grayish-white,  trans- 
lucent layer.     No  growth  on  wheaten  bread. 

Gelatin  plates:  At  the  end  of  three  days  pinhead-sized,  raised. 
round,  pearly  white  colonies;  under  low  power  these  appear 
brownish  and  have  sharply  defined  outlines.  Each  colony  is 
composed  of  innumerable  small  round  bodies.  On  the  fourth 
day  the  edges  of  the  colonies  become  fringed  and  branching 
threads  are  visible  under  low  power.     The  branching  threads. 


MURRAY  :    ULCERATIVE   LESIONS    OF    THE   VULVA.  767 

lengthen  and  clusters  of  spores  form  upon  them.  Liquefaction 
of  the  medium  occurs. 

Pathogenicity. Six  mice  were  inoculated  at  different  times, 
thcee  intraperitoneally  and  three  subcutaneously,  ten  minims 
of  a  forty-eight  hours'  neutral  bouillon  culture  being  employed 
in  each  case.  After  intraperitoneal  inoculation  the  mice  in- 
variably died  in  from  forty-eight  to  fifty-two  hours,  and  the 
fungus  was  each  time  recovered  in  pure  culture  from  the  heart's 
blood  and  all  the  organs. 

Autopsies  revealed  intense  congestion  of  the  peritoneal  blood 
vessels  and  of  the  organs,  the  inguinal  lymph  nodes  and  spleen 
being  enlarged,  the  latter  showing  a  very  marked  deep  red  and 
yellow  mottling. 

jMicroscopic  examination :  In  the  lungs  were  found  small,  scat- 
tered hemorrhagic  areas  and  intense  congestion  of  the  blood 
vessels. 

Spleen :  The  yellow  areas  studied  microscopically  proved  to  be 
due  to  necrosis.  The  necrotic  areas,  which  contain  innumerable 
rods  of  various  size*,  but  no  threads  and  no  branching  forms, 
were  surrounded  by  a  zone  of  intense  congestion  in  which  very 
large  round  or  oval  cells  were  found;  these  were  not  multinu- 
cleated, but  contained  much-twisted  nuclei. 

Kidney:  Granular  degeneration  of  the  epithelium  lining  the 
secreting  tubes ;  some  of  the  tubes  contained  exudate. 

Intestine :  In  many  places  there  was  necrosis  of  the  mucosa. 

Injection  of  ten  minims  of  a  forty-eight  hours'  neutral  bouil- 
lon culture  into  the  root  of  the  tail  of  a  mouse  caused  signs  of 
general  infection,  the  mouse  remaining  motionless  in  a  corner 
of  the  cage  and  taking  little  or  no  food.  Twelve  hours  after 
inoculation  redness  and  marked  tumefaction  of  the  parts  sur- 
rounding the  puncture  were  observed.  Three  or  four  days  after 
subcutaneous  inoculation  the  mouse  died,  and  the  streptothrix 
was  recovered  in  pure  culture  from  the  organs  in  every  ease. 

Autopsy  shoAved  no  lesion  beyond  marked  congestion  of  all 
the  organs  with  hyperplasia  of  the  spleen. 

jNIicroscopically  nothing  further  was  noted  in  the  organs. 
Sections  through  the  root  of  the  tail  and  surrounding  tissue 
showed  edema,  congestion  of  the  blood  vessels,  and  infiltration 
with  polymorphonuclear  leucocytes.  No  threads  nor  rods  could 
be  found  at  or  near  the  site  of  inoculation. 

On  jNIay  17  a  rabbit  Avas  inoculated  intrapei-itoneally  with 
twenty  minims  of  a  forty-eight  hours'  neutral  bouillon  culture. 
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At  the  point  of  inoculation  a  hard  nodule,  about  one  centimetre 
in  diameter,  developed.  On  j\Iay  22  softening  of  the  mass  was 
noted  and  rupture  occurred,  a  small  amount  of  white,  fatty- 
looking  material  escaping.  Cultures  were  made  on  glycerin-agar 
from  the  interior  of  the  abscess  and  the  fungu>s  was  recovered. 
On  IMay  29  the  mass  had  grown  somewhat  smaller  and  was  firm 
on  palpation.  On  June  5,  eighteen  days  after  inoculation,  the 
rabbit  escaped  from  its  box  and  jumped  from  a  high  table,  sus- 
taining an  injury  to  the  spinal  cord,  followed  by  paralysis  of 
the  hind  legs  and  convulsions.  The  animal  was  chloroformed 
and  dissected.  The  abscess  was  found  to  contain  white  material 
resembling  sebaceous  matter;  the  organs,  including  the  brain 
and  spinal  cord,  showed  no  gross  lesion.  Cultures  were  made 
from  the  abscess  and  from  all  the  organs,  but  no  growth  de- 
veloped. It  is  probable  that  the  material  in  the  centre  of  the 
abscess,  from  which  the  culture  was  taken,  had  undergone  such 
complete  degeneration  when  the  second  culture  was  made  that 
no  organisms  capable  of  growth  remained. 

Microscopically,  small  scattered  areas  of  broncho-pneumonia 
were  found  in  the  lung ;  the  other  organs  were  negative.  Sections 
of  the  abscess  show  at  the  periphery  the  structure  of  a  hyper- 
plastic lymph  node,  the  large  cells  of  which  have  undergone 
multiplication.  The  central  portion  of  the  mass  consists  of  large 
oval  and  round  cells  containing  palely-staining  nuclei ;  these 
cells  are  in  a  state  of  fatty  degeneration,  the  most  central  having 
broken  down  completely.  The  periphery  of  the  mass  is  infil- 
trated with  polymorphonuclear  leucocytes  whose  nuclei  show 
fragmentation,  a  few  groups  of  similar  cells  being  found  in  the 
centre  of  the  mass.  Externally  is  seen  the  skin  with  its  ap- 
pendages. In  the  infiltrated  extreme  peripheral  portion  of  the 
lymph  node  are  found  threads,  none  very  long,  but  many  show- 
ing branches.    In  the  centre  of  the  abscess  no  threads  are  found. 

On  February  6  a  second  rabbit  was  inoculated  intraperi- 
toneally  with  forty  minims.  A  few  hours  later  the  animal 
showed  peculiar  excitement  and  on  February  7  had  a  general 
convulsion.  On  February  8  it  was  found  dead.  Cultures  were 
made  from  the  heart's  blood,  liver,  and  spleen;  from  the  last  the 
fungus  was  recovered  in  pure  culture;  the  other  two  yielded  no 
growth. 

Four  guinea-pigs  were  at  difiierent  times  inoculated  with 
varying  doses  of  the  culture,  but  no  effect  was  produced.  No 
lesions  could  be  found  upon  dissecting  the  pigs,  and  cultures 
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made  from  the  organs  remained  sterile.  It  will  be  seen,  by  a 
comparison  of  this  organism  with  the  ditferent  varieties  of  strep- 
tothrix  described  in  the  introduction  to  this  report,  that  it  differs 
frcim  all  of  them  in  one  or  more  important  respects. 

Sections  from  different  portions  of  a  small  pendent  mass  re- 
moved from  the  posterior  portion  of  the  perineum  show,  in  the 
centre,  connective  tissue  in  all  respects  resembling  corium  and 
covered  M'ith  a  perfectly  normal  epidermis.  The  corium  is  in- 
filtrated in  many  places  with  small  round  cells,  many  of  which 
are  leucocytes,  both  polymorpho-  and  mononuclear.  The  infil- 
tration, which  involves  both  the  superficial  and  deep  portions 
of  the  corium,  is  chiefly  dift'use,  but  here  and  there  more  or 
less  circumscribed  round  masses  of  cells  are  seen.  The  blood 
vessels  are  somewhat  congested  and  there  is  moderate  edema. 
The  walls  of  the  blood  vessels  as  seen  in  serial  sections  are  nor- 
mal. The  cell  infiltration  does  not  appear  to  be  especially 
marked  in  the  immediate  neighborhood  of  the  blood  vessels,  and 
this  observation  is  borne  out  by  the  study  of  serial  sections. 
The  nuclei  of  very  many  of  the  small  round  mononuclear  cells 
stain  less  deeply  than  those  of  mononuclear  leucocytes,  and 
these  are  evidently  young  connective-tissue  cells  such  as  are 
found  in  productive  inflammations.  No  giant  cells  and  no  epi- 
thelioid cells  could  be  found. 

The  condition  above  described  does  not  bear  the  slightest  re- 
semblance to  the  lesion  of  lupus,  and  a  large  number  of  sections 
stained  for  tubercle  bacilli  proved  negative. 

One  year  after  I  first  saw  the  patient,  a  small  bit  of  tissue 
was  cut  from  the  edge  of  the  ulceration  on  the  labium  ma  jus, 
the  parts  having  first  been  carefully  cleansed.  From  the  fresh 
surface,  after  removal  of  the  tissue,  cultures  were  made  on 
glycerin-agar ;  again  the  streptothrix  was  obtained,  this  time 
contaminated  with  the  colon  bacillus. 

Sections  of  the  material  excised  were  examined  microscop- 
ically. The  epithelial  layers  show  no  signs  of  proliferation,  but 
are  in  many  places  infiltrated  with  polymorphonuclear  leuco- 
cytes whose  nuclei  show  degenerative  changes.  The  corium  is 
very  markedly  infiltrated  with  small  round  cells,  the  majority  of 
which  are  polymorphonuclear. 

Under  high  power,  threads,  some  of  which  show  branching,  are 
found  lying  between  the  epithelial  cells  and  penetrating  to  the 
rete  INIalpighii;  these  bear  a  striking  resemblance  to  some  of  the 
forms  of  the  streptothrix  obtained  in  cultures,  but  the  degener- 
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ating  nuclei  of  the  polymorphonuclear  leucocytes  possess  such 
bizarre,  distorted  forms  that  it  is  difficult  to  differentiate  these 
with  certainty  from  the  short  fungus  threads — a  difficulty  in- 
creased by  the  fact  that  the  streptothrix  above  described  accepts 
all  the  nuclear  stains.  By  means  of  Baumgarten  's  method,  with 
long  decolorization,  it  was  finally  possible  to  distinguish  the  or- 
ganisuLS  from  degenerating  nuclei  and  demonstrate  the  fact  that 
the  epithelial  layers  are  invaded  by  the  fungus  in  short  segments, 
no  branching  thi'eads  being  found. 

In  connection  with  the  study  of  the  sections  in  this  case,  the 
following  reports  of  similar  Avork  were  found  : 

Duncan^  in  1895  described  five  cases  of  ulcerative  lesion  of  the 
vulva  which  he  named  lupus  for  convenience,  and  not  because 
he  believed  the  condition  to  be  identical  with  tuberculosis  of  the 
skin.  Dr.  Thin,  who  made  a  microscopical  examination  of  tissue 
removed  from  Duncan's  cases,  found  the  same  histological  char- 
acteristics in  all  of  them,  namely,  fibrous  tissue  in  various  stages 
of  development,  and  mucous  membrane  entirely  or  partly  dis- 
integrated. There  was  more  or  less  cell  infiltration  immediately 
beneath  the  epithelium,  and  in  some  parts  newly  formed  con- 
nective-tissue cells  were  numerous.  The  characteristic  appear- 
ances of  lupus  vulgaris  Avere  not  present,  nor  did  the  condition 
found  resemble  that  seen  in  syphilitic  nodules.  Thin  considers 
that  this  degree  and  kind  of  hypertrophic  growth  are  not  ex- 
plicable on  the  supposition  of  "any  ordinary  cause  of  inflam- 
mation,"' nor  does  he  believe  that  they  can  be  considered  as  in- 
stances of  simple  chronic  inflammation. 

The  microscopic  findings  of  Dr.  Coe"  have  been  given  above 
by  Dr.  Peckham  Murray. 

AVinckel"  describes  two  eases  which  he  designates  as  lupus 
vulvae.  Birch-Hirschfeld.  who  made  a  histological  examination 
of  Winckel's  second  ease,  diagnosed  the  lesion  as  that  of  lupus. 
He  found  moderate  proliferation  of  the  epithelium,  including 
the  interpapillarj'  processes.  The  connective  tissue  he  found 
infiltrated  with  small  round  cells,  most  markedly  in  the  region 
of  the  rete  ]\Ialpighii ;  this  infiltration  was  chiefly  diffuse,  but 
also  showed  grouping  into  round  mas.ses  in  which  giant  cells 
were  visible.  In  many  cases  the  infiltration  was  found  sur- 
rounding the  large  vessels.  It  is  not  stated  whether  or  not  search 
was  made  for  tubercle  bacilli. 

'Obstetrical   Transactions,    1885,   vol.   xxvii.,   p.    139:    ibid.,    p.    2-30. 
-American  Journal  of  Obstetrics,  1887. 
■■^Lehrbiich  der  Frauenkrankheiten,  1886-1890. 
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111  1890  Taylor^  wrote  an  article  entitled  "Infiltration  and 
laceration  of  the  External  Oenitals  in  AYomen.  with  a  Consider- 
ation of  the  Question  of  Esthiomene  or  Lnpns  of  these  Parts." 
He  concludes  that  simple  hyperplasia  of  the  tissue  induced  by 
irritating  causes,  as  inflammation  a-nd  traumatism,  exists  in  a 
certain  number  of  cases,  the  lesion  in  others  being  traceable,  di- 
rectly or  Indirectly,  to  syphilis.  The  pathological  report,  written 
by  Dr.  Van  Gieson,  describes  the  microscopic  appearances  in  a 
series  of  five  cases  of  hyperplasia,  which  illustrate  the  different 
stages  of  productive  inflammation.  The  tissues  for  this  demon- 
stration were  taken  chiefly  from  the  cases  described  clinically  by 
Dr.  Ta^dor.  but  other  material  was  used  as  well.  Giant  cells 
were  found  in  a  certain  number  of  the  cases,  and  a  note  is  ap- 
pended which  emphasizes  the  importance  of  recognizing  the  true 
significance  of  giant  cells  of  simple  granulation  tissue,  more  than 
one  observer  having  been  misled  into  diagnosing  lupus  or  lupoid 
degeneration  because  of  the  presence  of  such  giant  cells. 

In  1890  Haberlin"  reported  a  case  which  he  called  "Lupus 
Vulvffi  Hypertrophicus  et  Perforans."  Transverse  sections 
through  one  of  the  hypertrophied  masses  showed  long  papillae. 
The  Malpighian  layer  was  thick.  In  one  place  where  the  corium 
showed  marked  changes  the  epithelial  layer  was  found  to  be  very 
thin,  and  at  this  point  there  were  hardly  any  papilla?.  The 
corium,  at  the  point  Avhere  the  epithelium  is  thinnest,  shows  a 
rich  vascular  network,  most  markedly  developed  just  beneath  the 
epithelium.  In  the  neighborhood  of  these  blood  vessels  lie  groups 
of  round  cells  with  deeply-stained  round  nuclei  and  very  little 
protoplasm:  within  these  cells  masses  Haberlin  found  many 
blood  vessels,  but  no  necrotic  areas  and  no  giant  cells.  In  the 
centre  of  the  hypertrophied  tissue  the  round-celled  infiltration 
Avas  more  marked,  but  foci  were  fewer.  The  epithelium  was  de- 
ficient at  one  point.  Sections  were  stained  for  tubei'cle  bacilli 
and  proved  to  be  negative. 

Both  Rieck''  and  FreuncP  believe,  from  a  study  of  their  cases^ 
that  the  lesion  in  a  majority  of  instances  is  tuberculosis,  tubercle 
tissue  being  frequently  overlooked  or  not  found  because  the 
process  of  repair  preceded  the  time  of  making  the  microscopic 
examination. 

'New  York  Medical  .Journal,  January  4,  1890. 
=Archiv.  fur  Gyn..  1890,  S.  Ifi. 

^Monatsschrift  fiir  Geburtshilfe,  Bd.  ix..  1899.  S.  842. 
•Beitrage  zur  Geburtsh.  u.  Gynak.,  Berlin  u.  Leipzig,  1901,  v.,  S.  243, 
256. 
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To  sum  up  the  bacteriological  and  pathological  facts  of  the 
case  AA'hich  forms  the  subject  of  this  report :  A  streptothrix 
which  proved  to  be  pathogenic  for  white  mice  and  rabbits,  and 
non-pathogenic  for  guinea-pigs,  was  obtained  in  pure  culture 
from  the  surface  of  the  ulcerated  \Tilva.  After  one  year's  inter- 
val cultures  were  made  as  before  and  the  same  organism  was  ob- 
tained a  second  time. 

The  epithelium  bordering  on  the  ulceration  was  found  to  be 
invaded  by  threads  of  this  fungus. 

Neither  the  hypertrophic  tissue  nor  material  removed  from 
the  edge  of  the  ulcer  exhibited  any  signs  of  tuberculosis,  the 
former  presenting  the  appearance  of  chronic  productive  inflam- 
mation, the  latter  showing  an  acute  inflammatory  process. 

It  is  not  possible  to  judge  of  the  signiflcance  of  these  bac- 
teriological findings  until  a  sijnilar  study  of  kindred  cases  shall 
have  been  made.  The  idea  expressed  by  many  authors  that  the 
lesion  corresponds  to  lupus  may,  as  far  as  the  pathological  find- 
ings in  this  case  go,  be  rejected.  The  confusion  which  long 
prevailed  as  to  the  precise  nature  of  lupus  has  ceased  to  exist,  it 
having  been  clearly  demonstrated  that  it  is  a  tuberculosis  of  the 
skin. 

Another  theory  of  the  causation  of  esthiomene  is  that  the 
ulceration  and  hypertrophy  result  from  irritation  caused  by  un- 
cleanliness  and  attrition  of  the  parts.  It  is  difficult  to  see  how 
the  extensive  and  remarkable  lesions  shown  in  the  illustrations  of 
these  cases,  and  notably  in  those  of  the  one  here  described,  can 
be  due  to  a  simple  inflammation. 

How  far  syphilis  is  concerned  as  an  etiological  factor  is  not 
known. 

Louise  Cordes,  M.D. 


MASSAGE  OF  THE  BREASTS  DURING  LACTATION.' 


C.    S.   BACON,   M.D., 
Chicago,  III. 


In  many  of  the  American  text  books  on  obstetrics  and 
obstetrical  nursing  in  common  use  the  massage  of  the  breasts 
is  recommended  as  a  means  of  treating  painful  congestion  at 

'Read  before  the  Chicago  Gynecological  Society,  March  21,  1902. 
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the  beginning  of  lactation,  but  the  mode  of  applying  it  which 
is  described  and  illustrated  is  faulty  in  principle  and  leads  to 
disastrous  results.  It  is  a  common  experience  with  me  to  have 
a  nurse,  no  matter  from  what  training  school,  in  attempting  to 
massage  the  breasts,  increase  the  pain  which  she  intended  to  alle- 
viate by  the  manipulations  she  had  learned  in  her  lectures  and 
books.  I  have  several  times  tried  to  point  out  the  errors  in  the 
current  teaching  in  reviews  and  other  articles,  but  the  continued 
prevalence  of  the  improper  technique,  based  on  a  total  miscon- 
ception of  the  principle  of  breast  massage,  justifies  a  special 
paper  devoted  to  this  not  totally  unimportant  detail  of  childbed 
management. 

The  error  referred  to  is  the  direction  to  massage  the  breast  by 
rubbing  from  the  circumference  toward  the  nipple.  The  evi- 
dent object  of  this  manipulation  is  to  empty  the  milk  ducts.  In 
"The  Practice  of  Obstetrics  by  American  Authors,"  edited  by 
Jewett,  Van  Cott,  recommending  breast  massage,  says  that  "the 
stroking  is  practised  in  the  direction  of  the  lactiferous  ducts, 
from  the  base  of  the  gland  toward  the  apex."  Hirst,  in  his 
"Text  Book  of  Obstetrics,"  says  that  the  nurse  "should  rub  and 
massage  the  breast  with  oiled  finger-tips  in  a  direction  toward 
the  nipple,  thus  making  the  skin  more  supple  and  emptying  the 
breasts  at  the  same  time."  He  also  gives  the  illustrations  from 
Dickinson  where  flabby  breasts  are  being  rubbed  and  squeezed 
in  a  Avay  that  would  not  be  borne  for  an  instant  by  a  woman 
with  distended  breasts.  The  same  illustrations  and  similar  direc- 
tions are  given  by  Davis  in  "Obstetric  and  Gynecological  Nurs- 
ing." These  directions  seem  to  have  become  common  property 
that  are  copied  from  one  text  book  to  another.  My  experience 
of  the  results  of  this  teaching  leads  me  to  suspect  that  none  of 
the  authors  has  ever  tried  to  massage  the  painfully  distended 
breasts  of  a  nervous  patient  in  the  way  he  dii'ccts.    ^ 

It  was  formerly  supposed  that  mastitis  was  caused  by  the 
retention  of  milk  in  the  milk  ducts,  and  this  error  has  led  to 
curious  and  crude  methods  of  treatment.  Not  only  have  pumps 
of  all  kinds  been  emploj'ed,  but  needles  and  probes  have  been 
inserted  into  the  mouths  of  the  ducts  for  the  purpose  of  forcing 
an  opening  through  a  supposed  stricture  that  was  assumed  to 
prevent  the  exit  of  the  secretion.  The  laity  generally  believes 
that  "cakes"  in  the  breast  are  due  to  curdled  milk.  I  need  not 
say  that  there  is  no  more  proof  that  retention  of  milk  causes 
mastitis  than  that  the  secretion  of  milk  causes  milk  fever.     Milk 
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never  curdles  within  the  milk  tubes.  Caked  or  hard  breast  is- 
due  to  congestion  where  there  is  no  infection  and  resulting  in- 
flammation area.  The  proof  of  this  is  the  fact  that  the  ordinary 
tender,  hardened  lumps  can  be  removed  by  proper  massage  that 
empties  the  blood  and  lymph  vessels  and  does  not  evacuate  per- 
haps a  drop  of  milk.  These  mistaken  notions  concerning  the 
supposed  necessity  of  emptying  the  milk  ducts  and  the  danger 
of  the  retention  of  milk  may  account  for  the  origin  of  the  prac- 
tice of  the  common  method  of  obstetrical  massage. 

Unfounded  ideas  abovit  the  nature  of  the  process  of  milk  secre- 
tion may  likewise  have  had  a  bearing  on  the  common  practice. 
The  belief  is  quite  general  that  milk  is  formed  during  the  inter- 
val between  nursings  and  remains  in  the  ducts  only  to  be  with- 
drawn by  suction.  If  this  be  true  the  process  is  quite  different 
from  that  in  other  secreting  glands.  As  is  well  known,  the 
saliva,  the  gastric  and  pancreatic  juices,  and  the  bile  are  not 
formed  and  stored  up  in  the  intervals  between  the  demands. 
On  the  contrary,  these  secretory  products  are  formed  and  poured 
out  into  the  alimentary  tract  while  the  stimulus  of  food  in  the 
respective  cavities  demands  their  presence.  In  the  so-called  rest- 
ing interval  the  gland  cells  swell  up,  become  granular,  and  evi- 
dently prepare  for  the  rapid  production  of  their  secretion  when 
it  is  required.  Ain^  excess  is  quickly  absorbed.  The  gall  blad- 
der alone  will  contain  a  small  amount  of  bile  excess.  The  am- 
pulla of  the  lactiferous  ducts  and  the  ducts  themselves  may 
serve  as  a  partial  reservoir  of  milk.  It  is  not  probable,  however, 
that  the  mammary  gland  dilfers  so  greatly  from  all  the  other 
glands  that  it  produces  its  entire  secretion  during  the  period 
corresponding  to  the  resting  or  preparing  period  of  other  glands. 
The  question  is  hard  to  answer  definitely  by  experimental  or 
histological  investigations.  It  is  perhaps  related  somewhat  to 
the  question,  so  much  disputed'  and  not  yet  settled,  as  to  whether 
milk  is  a  true  secretion  of  the  acinous  cells,  or  the  cells  them- 
selves, swollen,  broken  up,  and  dislodged  from  their  attachments 
to  the  basal  membrane.  Even  if  the  latter  view  should  prove 
to  be  true,  it  would  not  prove  that  milk  production  was  an  en- 
tirely different  process  from  a  secretion,  but  only  a  complicated 
variety  of  the  same.  Clinically  there  are  good  grounds  to  sup- 
port the  view  that  a  considerable  portion  of  the  milk  obtained  by 
the  child  at  one  nursing  is  made  during  the  nursing.  A  very 
interesting  proof  is  the  well-known  observations  of  dairymen 
that  a  cow  will  often  "give  down"  her  milk  to  one  milker  better 
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than  to  another.  Likewise  fright  or  other  mental  disturbance 
at  the  beginning  of  nursing  will  interfere  with  the  amount  of 
milk  obtained  by  the  child.  It  is  probable  that  while  a  certain 
quantity  of  milk  is  stored  up  in  the  breast  before  nursing  begins, 
pe^'haps  from  one  drachm  to  one  or  even  two  ounces,  yet  the 
greater  part  of  the  milk  obtained  by  the  child  at  one  nursing 
is  produced  during  the  nursing. 

The  painful  swelling  of  the  breast  is  therefore  not  due  to  its 
distension  with  preformed  milk,  but  rather  due  to  the  temporary 
overfilling  of  the  blood  and  lymph  vessels.  The  object  of  mas- 
sage is  to  relieve  the  circulation  by  emptying  out  these  vessels. 
This  seems  to  me  to  be  the  sole  purpose  of  our  efforts  and  is 
the  only  thing  we  can  practically  accomplish. 

Hence  the  massage  of  the  breast  becomes  quite  similar  to  the 
massage  of  a  sprained  joint.  If  the  surgeon  has  to  treat,  for 
example,  a  tender,  swollen,  sprained  knee,  he  does  not  begin  by 
rubbing  from  the  circumference  of  the  swelling  toward  the  cen- 
tre of  the  knee.  Rather  he  begins  above  on  the  borders  of  the 
swollen  area  and  by  combined  superficial  and  deep  rubbing 
empties  the  veins  and  lymph  vessels  leading  away  from  the  con- 
gested region.  Little  by  little  he  encroaches  upon  this  affected 
territory,  removing  mechanically  the  lymph  extravasations  with 
the  vessel  contents,  until  at  last  he  is  able  to  reach  the  joint  itself, 
which  is  now  soft  and  movable,  the  tissues  being  relieved  of  their 
painful  tension.  Just  so  should  we  treat  the  tender,  congested 
breast. 

A  brief  review  of  the  arrangement  of  the  blood  and  lymph 
vessels  of  the  breast  reminds  us  that  the  greater  part  of  each 
breast  is  supplied  with  blood  from  branches  of  the  axillary  and 
subclavian  arteries  that  pass  downward  and  inward  along  the 
chest  wall  under  the  breast,  and  then,  passing  outward,  divide 
and  accompany  the  ducts,  to  subdivide  again  and  again,  follow- 
ing the  branches  of  the  ducts  to  their  ultimate  ramifications. 
Around  the  acini  the  capillaries  form  a  fine  network  and  empty 
into  the  venous  radicles  in  the  centre  of  the  lobules  of  the  smallest 
order.  Without  going  into  unnecessary  minutiae  of  the  details  of 
the  venous  arrangement,  we  may  say  that  most  of  the  small  veins 
follow  the  branches  of  the  ducts  outward,  uniting  to  form  larger 
venous  trunks.  The  venous  trunks  from  tlie  different  lobes 
unite  to  form  a  ring  below  the  outer  margin  of  the  areola.  Into 
this  venous  ring  also  empty  the  veins  from  the  nipple.  From 
this  ring  pass  downward  beneath  the  gland  the  larger  trunks. 
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that  then  take  the  reverse  course  of  the  entering  arteries  and 
pass  outward  and  upward,  emptying  finally,  one  set  into  the 
axillary  vein  and  another  into  the  subclavian.  A  part  of  the 
inner  lobes  are  supplied  by  perforating  branches  of  the  internal 
mammary  artery  and  emptied  by  corresponding  veins.  For  our 
purpose  the  outer  external  set  of  vessels  first  described  are  much 
the  most  important,  because  these  vessels  supply  the  larger  part 
of  the  breast,  and  particularly  that  part  that  is  most  painful  on 
account  of  its  position  when  it  drags  down  by  reason  of  its 
weight.  The  outer  vessels  have  also  a  longer  and  more  cir- 
cuitous route. 

The  lymphatic  system  of  the  breast  begins  as  a  system  of  spaces 
between  the  acini  and  their  surrounding  net  of  capillaries.  The 
contents  of  these  unlined  spaces  pass  into  the  lymph  canals  that 
extend  through  the  centre  of  the  lobules  along  the  milk  ducts 
and  unite  in  larger  channels  which  parallel  the  venous  trunks 
already  described.  The  final  outlet  is  also  in  the  axillary  and 
subclavian  ducts  and  glands. 

It  follows  from  this  short  anatomical  sketch  that  breast  mas- 
sage to  empty  the  overfilled  veins  and  lymphatics  should  begin 
with  the  axillary  and  subclavian  regions.  The  rubbing  should 
be  both  superficial  and  deep,  and  always  in  the  direction  of  the 
centrifugal  current.  Keeping  at  first  to  the  outside  of  the 
breast,  one  gradually  gets  nearer  and  nearer  to  it  from  the  outer 
and  upper  sides.  At  the  same  time  one  tries  to  get  under  the 
breast  instead  of  rubbing  or  grasping  the  gland  itself.  After 
a  thorough  emptying  of  the  efferent  vessels  and  surrounding 
tissues,  the  gland  will  become  quite  soft  and  can  then  be  manipu- 
lated itself. 

The  practical  technique  may  now  be  described.  It  is  assumed 
that  the  breasts  are  very  much  distended  and  very  painful,  and 
that  the  bandage  support  and  perhaps  ice  applications  have 
proved  inefficient.  Sufficient  time  must  be  allowed  for  the  treat- 
ment ;  twenty  to  thirty  minutes  are  absolutely  necessary  for  any 
satisfactory  result.  Both  the  patient  and  the  operator  or  manip- 
ulator, physician  or  nurse,  must  be  in  a  comfortable  position. 
The  operator  should  be  on  the  side  of  the  bed  opposite  to  the 
breast  to  be  treated— that  is,  on  the  right  side  of  the  bed  for 
treating  the  left  breast;  she  should  sit  in  a  chair  of  convenient 
height.  The  patient  should  lie  near  the  edge  of  the  bed,  on  the 
side  not  treated,  with  the  shoulder  and  back  well  supported  by 
pillows.     The  arm  of  the  side  to  be  treated  should  be  somewhat 
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extended,  the  elbow  bent,  and  the  whole  extremity  easily  sup- 
ported on  pillows.  Generally  some  lubricant  is  desirable.  The 
best  is  clean  soap  and  water.  This  should  be  placed  on  a  stand 
within  convenient  reach.  It  is  assumed  that  the  nurse's  hands 
and  the  breast  are  thoroughly  clean. 

Everything  being  ready,  the  nurse  begins  by  quietly  rubbing 
and  stroking,  using  the  tips  of  the  fingers  in  a  circular  motion 
and  up  and  down  in  the  axilla  and  under  the  clavicle.  The 
pressure  at  first  is  very  light.  As  the  surface  becomes  less  tender 
greater  pressure  may  be  applied  and  the  skin  moved  with  the 
fingers  as  in  typical  deep  massage.  Longer  and  longer  excur- 
sions are  made.  At  the  same  time  the  walls  of  the  axillary 
space,  especially  the  anterior  borders,  or  the  pectoralis  major, 
can  be  well  kneaded.  In  a  short  time  the  nurse  is  rubbing  with 
one  hand  along  the  outer  border  of  the  breast  and  with  the 
other  along  its  upper  border.  She  is  now  using  not  only  the 
tips  of  the  fingers,  but  also  the  palms  and  iilnar  edges  of  the 
hands  and  the  balls  of  the  thumbs.  On  account  of  the  position 
of  the  patient  the  breast  falls  toward  the  middle  line,  enabling 
the  nurse  to  get  well  in  under  the  outer  border  of  the  breast. 
With  the  lower  hand  she  also  begins  to  work  below  the  breast. 
and  with  the  upper  around  toward  the  inner  side. 

By  this  time,  ten  to  twenty  minutes  after  the  beginning  of 
the  massage,  a  marked  change  has  occurred.  A  considerable 
part  of  the  tenderness  has  disappeared  and  the  whole  manipula- 
tion has  been  very  pleasant  to  the  patient.  If  the  manipulation 
has  been  painful  it  is  because  the  pressure  has  been  too  great  or 
the  advance  toward  the  breast  too  fast.  The  skin  has  become 
loose  and  the  breast  soft.  The  breast  seems  to  be  one-half  or 
one-third  emptied,  although  perhaps  no  milk  has  escaped.  The 
massage  may  be  stopped  at  this  stage  and  the  other  breast  treated, 
when  both  will  be  supported  by  a  suitable  bandage. 

It  is  sometimes  desirable,  however,  to  continue  the  treatment 
further.  The  gland  itself  may  noAV  be  massaged.  The  object 
of  this  is  to  favor  the  emptying  of  the  veins  and  lymph  vessels 
of  the  gland,  and  not  the  emptying  of  the  milk  ducts.  The 
manipulations  will  be  somcAvhat  similar  to  those  before  criticised. 
The  object  of  the  manipulations  makes  certain  not  unessential 
differences,  hoAvever,  and  the  time  when  they  are  used,  after  a 
previous  emptying  of  the  efferent  trunks,  makes  of  them  an  en- 
tirely different  process.  The  gland  is  massaged  by  a  stroking-^ 
movement  of  the  fingers,  at  first  very  liglit.  and  later  deep  and 
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deeper,  the  effort  being  made  to  surround  lobes  with  the  fingers. 
The  fingers  are  not  carried  to  the  nipple,  only  to  the  outer  border 
of  the  areola.  Here  the  centripetal  strokings  are  substituted 
by  a  circular  rubbing.  This  massage  of  the  gland  is  combined 
all  the  time  with  the  manipulation  on  the  outside  of  the  gland 
previously  described. 

The  chief  contraindication  to  massage  is  the  presence  of  mas- 
titis. There  are  two  reasons  why  I  fear  to  massage  an  infected 
or  inflamed  breast.  One  is  the  danger  of  dislodging  masses  of 
bacteria  and  transplanting  them  to  other  regions  where  they 
become  new  foci  of  trouble.  How  real  that  danger  is  I  am  in 
some  doubt,  but  theoretically  it  is  present,  and  certain  clinical 
observations  have  confirmed  its  probability.  A  second  reason 
for  omitting  massage  in  cases  of  inflammation  is  that  absolute 
quiet  of  an  inflamed  area  is  desirable.  Hence  it  seems  advisable, 
when  a  chill  or  fever  shows  that  infection  has  occurred,  to  sup- 
port the  breast  by  a  proper  bandage  and  by  ice  bags  reduce  the 
congestion  and  mitigate  the  pain. 

Ma.ssage  of  the  breast  is  indicated  generally  in  the  beginning 
of  lactation  only  in  cases  of  very  painful,  distended,  non-infected 
breasts  that  cannot  be  relieved  by  supporting  bandages.  Its 
field  of  usefulness  is  quite  limited.  Perhaps  not  more  than  one 
case  in  five  needs  massage,  and  then  only  for  a  day  or  two.  In 
these  cases,  however,  it  is  very  gratefully  received  and  a  valuable 
measure  in  the  intelligent  management  of  the  puerperium. 

426  Centre  stueet. 


AN  OPERATION  FOR  CYSTOCELE.^ 


BY 

B.  C.  HIRST,  M.D., 
Philadelphia. 


(With   two  illustrations.) 


It  maybe  said  that  our  knowledge  of  the  injuries  of  the  cervix 
in  childbirth  is  definite  and  accurate,  and  that  we  are  provided 
with  operative  procedures  which  enable  us  to  repair  any  of  .these 
injuries   with   certainty.     In   the   Emmet   trachelorrhaphy,    the 

^Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  March  20,  1902. 
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Simon,  Hegar,  and  Schroder  amputations,  we  have  operative 
measures  that  insure  the  satisfactory  repair  of  all  the  cervical 
injuries  and  their  results.  The  same  is  true  of  the  pelvic  floor 
and  the  perineum.  The  injuries  in  that  region  are  thoroughly 
understood  and  there  are  operations  which  repair  any  conceiv- 
able degree  or  kind  of  injury  to  the  pelvic  tloor  and  perineum. 
But  the  same  can  scarcely  be  said  of  the  anterior  vaginal  wall. 
It  cannot  be  said  that  there  is  a  clear  comprehension  among 
g^-neeologists  in  general  of  the  injury  suffered  by  the  anterior 
vaginal  wall  in  labor,  and  consequently  it  cannot  be  claimed 
that  we  have  had  as  yet  any  one  operation  which  insures  a 
permanent  and  perfect  correction  of  the  injury  to  which  the 
anterior  wall  is  subject  in  labor.  There  are  two  kinds  of  injury 
inflicted  in  this  region  by  the  passage  of  the  child's  head  through 
the  parturient  tract:  1.  The  anterior  wall,  throAvn  into  trans- 
verse ruga\,  is  nipped  between  the  child's  head  and  the  symphy- 
sis, is  pushed  doAvnward  and  outward,  and  is  torn  loose  from  its 
subjacent  connections  in  the  manner  that  a  glacier  pushes  ahead 
of  it  the  moraine.  2.  There  is  a  laceration  of  the  muscle  of  the 
urogenital  trigonum  in  the  anterior  sulci,  just  as  the  levator  ani 
muscle  is  torn  in  the  posterior  sulci. 

Any  one  who  studies  the  splendid  work  on  pelvic  anatomy  by 
AYaldeyer,  recently  published,  must  be  convinced  that  the  strong- 
est support  of  the  anterior  vaginal  Avail  is  the  transverse  muscle 
running  from  the  junction  of  the  ischium  and  pubis,  across  the 
lower  anterior  portion  of  the  pelvic  cavity,  and  actually  inserted 
in  the  vaginal  wall— the  only  muscle  that  is  inserted  in  the  vagina 
itself.  This  muscle  runs  across  the  anterior  sulci  of  the  vagina 
and  is  frequently  torn  through  in  labor.  Since  reading  Waldey- 
er's  book  I  have  examined  a  large  number  of  women  before  con- 
finement, directly  afterAvard,  and  later.  Any  one  who  does  this 
can  convince  himself  not  only  of  the  position  of  this  strong  mus- 
cular band  across  the  anterior  sulci,  but  of  its  very  frequent 
injury  in  labor. 

A  majority  of  women  experience  a  tear  of  this  muscle,  I  be- 
lieve, in  childbirth,  usually  on  the  left  side.  The  tear  of  the 
muscle  of  the  uj-ogt-nital  trigonum  in  the  left  anterior  vaginal 
sulcus  is  usually  associated  with  a  laceration  in  the  right  pos- 
terior sulcus  involving  the  levator  ani  muscle,  on  account  of  the 
position  of  the  child's  head  with  its  long  diameter  in  the  right 
oblique  diameter  of  the  woman's  pelvis.  The  injury  of  the 
muscle  of  the  urouciiitjil  tri-zoiinui  allows  the  lower  portion  of  the 
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anterior  vaginal  wall  to  prolapse,  and  the  majority  of  cystoceles 
begin  in  this  way. 

But  the  correction  of  this  injury  alone  would  not  be  suffi- 
cient permanently  and  perfectly  to  correct  a  cystocele  of  long 
standing.  If  one  were  satisfied  with  joining  the  ends  of  this 
muscle  where  they  were  torn  in  the  anterior  sulci,  there  would 
still  be  a  prolapse  of  the  anterior  vaginal  wall  where  it  had  been 
stripped  loose  from  its  subjacent  attachments  to  the  muscular 
and  cjonnective  tissue  between  it  and  the  bladder.     If,  on  the 


Fig.    1. — Left   anterior  vaginal   sulcus  displayed   by   bullet  forceps. 


other  hand,  one  corrects  this  sagging  of  the  wall,  where  it  is  torn 
loose,  by  an  operation  like  August  Martin's,  he  does  not  restore 
the  muscular  support  of  the  anterior  vaginal  wall,  and  it  is  not 
unlikely  that  in  the  course  of  years  there  will  be  recurrence  of  the 
cystocele.  It  seems,  therefore,  indispensable  that  the  ideal  oper- 
ation should  comprise  measures  devised  to  rejoin  the  torn  ends  of 
the  urogenital  trigonum  muscle,  to  remove  redundant  tissue, 
and  to  re-establish  a  firm  connection  between  the  vaginal  wall- 
and  subjacent  structures. 
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For  the  last  tliree  or  four  months,  in  some  twenty-odd  cases,  I 
have  endeavored  to  answer  these  tAvo  requirements  by  a  form  of 
operation  which  is  illustrated  in  the  two  drawings.  It  will  take 
yestrs  to  determine  whether  this  operative  technique  provides  us 
with  a  certain  means  of  permanently  correcting  a  cystocele. 
Nine  or  ten  years  will  be  required  to  determine  the  question. 
But  I  see  reason  to  hope  that  some  such  operation  as  this  will 
solve  the  problem  of  repair  of  the  injuries  to  the  anterior  vaginal 


Fig.  2. — Sulci  denuded  aud  sutures  introduced, 
sulci,  closed  by  tier  suture  of  catgut. 


Oval  denudation  between  the 


wall  as  satisfactorily  as  that  problem  has  been  solved  in  injuries 
of  the  cervix  and  of  the  posterior  vaginal  wall  and  pelvic  floor. 

The  technique  of  the  operation  may  be  described  as  follows: 
The  anterior  vaginal  sulcus  on  the  left  side  is  displayed  by 
three  bullet  forceps  making  traction  at  the  three  angles  of  the 
sulcus.  As  the  woman  lies  in  the  dorsal  position  on  the  table  the 
sulcus  is  not  easily  accessible  and  cannot  conveniently  be  de- 
nuded, as  it  lies  hidden  within  the  vagina ;  but  by  fixing  one 
bullet  forceps  alongside  the  orifice  of  the  urethra,  the  other  on 
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the  opposite  vaginal  wall,  and  the  third  half-way  up  the  vaginal 
wall  at  the  apex  of  the  sulcus,  the  triangular  area  involved  in 
the  injury  comes  plainly  into  view.  The  triangle  is  marked  out 
with  a  knife,  and  the  mucous  membrane  is  readily  dissected  oft* 
by  scissors  in  one  piece,  which  takes  but  a  minute  or  two.  The 
other  side  is  treated  in  the  same  manner.  Usually  the  tear  is 
deeper  on  the  left  side  and  may  be  confined  to  that  side.  The 
sulcus  being  denuded,  the  sutures  of  silkworm  gut  are  inserted 
just  as  they  are  in  the  posterior  sulci  in  an  Emmet  operation. 
They  are  not  yet  united,  but  are  clipped  temporarily  with 
hemostats.  The  cervix  is  pulled  out  of  the  vulva  and  the  rest  of 
the  operation  is  performed  in  the  usual  manner  for  cystocele. 
with  an  oval  denudation  and  the  buried  continuous  tier  suture  of 
catgut.  After  the  closure  of  the  oval  denudation,  the  sulci 
sutures  are  united  with  shot. 

As  in  every  operation  for  cystocele,  there  should  be  a  restora- 
tion of  the  posterior  vaginal  wall  and  of  the  pelvic  floor,  but  no 
one  should  depend  for  support  to  the  anterior  wall  upon  the  pos- 
terior wall  alone.  There  is  no  more  misleading  fallacy  than  the 
idea  that  the  anterior  vaginal  wall  is  supported  almost  entirely 
by  the  posterior  wall.  The  most  troublesome  cystoceles  to  cure 
by  operative  treatment  are  those  in  which  the  posterior  wall  has 
been  repaired  in  the  hope  that  its  restoration  would  support  the 
anterior  wall.  Every  one  knows  from  experience  that  it  is  better 
to  operate  on  the  posterior  wall  to  add  to  the  support  of  the 
anterior  wall  in  the  treatment  of  a  cystocele,  but  to  trust  to  this 
support  alone  will  always  prove  disappointing. 


REPORT  OF  A  CASE  OF  UTERUS  BICORNIS 
WITH  DOUBLE  VAGINA.' 


BY 

JOHN    H.    GIRVIN,    M.D., 
Philadelphia. 


(With   two  illustrations.) 


Uterus  bicornis  is  not  a  very  unusual  anomaly,  but  this  case 
is  such  a  typical  one  that  I  present  it  particularly  on  that  ac- 

'Read  before  the   Section   on   Gynecolog7i%   College   of   Physicians   of 
Philadelphia,  March  20,  1902. 
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count.  The  condition  seems  to  be  induced  by  union  of  the  Miil- 
lerian  ducts  Avithout  absorption  of  the  intermediate  partition. 
The  history  is  as  follows:  Miss  D.,  aged  26  years;  single. 
]\Ieilses  began  at  14  years;  always  absolutely  regular,  twenty- 
eight-day  type,  lasting  at  first  four  days,  now  six.  The  flow  is 
usually  free.  For  the  first  six  years  menstruation  was  absolutely 
painless.  About  six  years  ago  she  was  taken  suddenlj^,  at  the 
time  of  her  menstrual  period,  with  severe  pain  and  fainted, 
after  which  she  was  confined  to  her  bed  for  several  weeks.  Since 
then  the  periods  have  always  been  more  and  more  painful,  until 
she  finally  felt  it  necessary  to  have  something  done.  The  pain 
until  recently  lasted  only  for  about  six  or  eight  hours  before  the 
flow,  and  was  relieved  as  soon  as  the  flow  was  established ;  but 
for  the  past  few  months  it  has  continued  for  several  days. 


She  was  examined  five  years  ago,  without  ether,  and  told  by 
the  physician  that  there  was  no  displacement,  that  everything 
was  perfectly  normal,  and  that  all  she  needed  was  general  medici- 
nal treatment  and  no  operation.  Feeling  that  there  must  be 
some  displacement,  I  examined  her  under  ether.  I  did  not  at 
first  notice  anything  unusual,  but  in  i)assiug  my  finger  up  to  the 
cervix  the  upper  portion  of  the  vagina  seemed  unusually  nar- 
rowed. On  close  examination  I  found  the  partition  apparently 
dividing  the  vaginal  ostium  into  two  openings  which  were  almost 
equal  in  size.     The  opening  on  the  left  side  was  slightly  larger 
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than  the  other  and  was  the  opening  which  my  finger  entered  on 
the  first  examination.  The  partition  dividing  the  two  openings 
was  about  one-fourth  of  an  inch  in  thickness  and  about  one  and 
a  quarter  inches  in  length  from  the  anterior  to  the  posterior 
ends,  and  extended  up  to  the  cervix,  though  at  the  upper  por- 
tion it  was  much  thinner.  In  each  vagina  there  was  a  distinct 
cervix  with  the  os  drawn  a  little  toward  the  central  partition. 
On  passing  the  sound  into  the  uterus  I  found  that  on  the  left 
side  it  passed  backward  and  outward  for  two  and  a  half  inches, 
and  on  the  right  side  in  the  opposite  direction,  outward  and  back- 
ward,  for  four  and  a  quarter  inches.     The   ntorns   was   retro- 


FlG. 


verted  and  adherent,  and  it  was  impossible  to  replace  it  even 
under  anesthesia.  You  could  feel  the  notch  at  the  top  of  the 
fundus  very  plainly  both  from  above  the  symphysis  and  by  the 
finger  in  the  rectum.  You  can  see  from  the  picture  (Fig.  2)  the 
thickness  of  the  partition  and  how  almost  perfectly  symmetrical 
the  tAvo  sides  are.  On  the  right  side  the  tube  and  a  small  ovary 
could  be  palpated,  but  on  the  left  side  I  was  unable  to  deter- 
mine either  a  distinct  tube  or  any  ovary.  There  was  no  sug- 
gestion of  an  unusually  wide  pelvis,  although  the  measurement 
was  not  taken.  I  have  tried  to  sketch  somewhat  the  condition 
of  the  uterus  judged  from  bimanual  examination  (Fig.  1). 
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The  examination  was  made  with  the  idea  of  relieving  the  dys- 
menorrhea. At  the  time,  therefore,  both  cervices  were  dilated 
with  this  end  in  view,  and  an  unsuccessful  attempt  was  made 
to  replace  the  uterus.  She  has  had  one  period  since  the  oper- 
ati6n.  This  was  quite  painful  for  about  four  hours,  though  not 
quite  as  severe  as  before,  and  after  the  four  hours  there  was  ab- 
solutely no  pain. 

3924  Walnut  street. 


NOTES   ON    THE   ETIOLOGY    OP    UTERUS   BICORNIS 
BY  ALFRED  J.  OSTHEIMER,  JR.,  M.D.,  M.R.C.S.,  M.R.C.P. 

There  have  been  many  views  expressed  in  regard  to  the  cause 
for  the  failure  of  the  INIiillerian  ducts  to  fuse.  One  of  the  first 
theories  was  that  of  Krieger,^  who  had  observed  a  falciform 
peritoneal  fold,  the  vesico-rectal  ligament,  running  from  the  pos- 
terior wall  of  the  bladder  to  the  anterior  wall  of  the  rectum 
between  the  horns  of  the  divided  uterus.  This  ligamentum 
recto-vesicale  he  considered  as  a  rest  of  the  allantoic  stalk,  the 
presence  of  which  prevented  the  development  of  the  uterus. 
This  ligament  has  been  found  in  some  cases  of  double  uterus,  but 
in  many  cases  it  has  not  been  present,  so  that,  instead  of  its 
playing  an  etiological  role,  it  has  been  thought  to  persist  as  a 
result  of  the  uterine  anomaly.  Orth^  thinks  that  this  ligament 
has  no  connection  Avith  any  preformed  fetal  structures,  and  that 
it  perhaps  is  the  product  of  a  fetal  peritonitis ;  while  Von  Winck- 
el,^  who  places  some  value  on  fetal  peritonitis  as  a  cause  of 
double  uterus,  admits  that  the  ligament  may  indeed  be  a  result 
of  the  uterine  malformation.  Schatz*  expressed  the  opinion  that 
it  is  probable  that  both  the  ligament  and  the  arrest  of  develop- 
ment are  due  to  some  as  yet  unknown  cause. 

During  embryonal  life,  according  to  Miiller,^  any  moderate 
dilatation  of  the  bladder  or  rectum  may  prevent  the  complete 
fusion  of  the  Miillerian  ducts.  When  this  dilatation  disappears 
the  peritoneal  fold  remains  as  a  band— the  recto- vesical  liga- 
ment— or  there  may  have  been  an  adhesive  peritonitis  between 
the  dilated  bladder  and  rectum,  in  which  case  the  ligament  might 
be  regarded  as  the  remains  of  this  process. 

According  to  Gebhard,^  the  hypothesis  of  Thiersch"  probably 
correctly  explains  the  failure  of  the  INIiillerian  duets  to  unite. 
Thiersch  says  that  an  increased  development,  longer  persistence, 
and  greater  separation  of  the  Wolffian  bodies,  upon  which  the 
^Miillerian  ducts  run,  prevent  the  fusion  of  these  ducts.  The 
50 
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abnormal  distance  between  tlie  Wolffian  bodies  may  be  due  to 
their  increased  size  or  to  an  unusual  development  in  breadth  of 
the  entire  body.  KussmauP  draws  attention  to  the  fact  that 
Rokitansky,  Cams,  and  others  have  shown  that  there  is  an  in- 
creased breadth  of  body  in  those  women  who  have  a  uterus  bicor- 
nis,  and  PfannenstieP  expresses  himself  in  this  regard  as  follows  : 
"The  lower  half  of  the  body  of  these  women  is  broader  than 
usual ;  the  AA^olffian  bodies  with  the  Miillerian  ducts  lie  primarily 
further  apart,  the  result  of  which  is  an  incomplete  fusion  or  an 
entire  failure  to  unite  of  the  ^Miillerian  duets,  together  with  the 
great  breadth  of  the  pelvis. ' '  In  Pf  annenstiel  's  case,  and  in  one 
of  Schroder's  mentioned  by  Pf  annenstiel,  the  marked  breadth 
of  the  pelvis  was  apparent.  Pick^**  is  inclined  to  place  more 
value  in  that  part  of  Thiersch's  theory  which  depends  upon  the 
greater  development  and  longer  persistence  of  the  Wolffian 
bodies.  The  malformation  of  one  organ,  he  believes,  may  be 
the  cause  of  the  malformation  of  others. 

However,  the  work  of  Von  Recklinghausen^^  on  tumors  formed 
from  the  rests  of  the  Wolffian  body  does  not  support  Thiersch's 
hypothesis,  and  Pick  does  not  believe  that  the  displasias  of  the 
Wolffian  bodies  explain  the  duplication  of  the  genital  tract, 
which  is  probably  dependent  upon  many  changing  factors.  An 
explanation  of  some  of  the  cases  may  be  found  in  Pick's^-  report 
of  a  case  of  fibroid  tumor  in  a  bicornate  uterus.  In  this  ease 
the  fibroid  was  symmetrically  placed  between  the  bodies  of  the 
double  uterus,  and  is  considered  by  Pick  to  have  been  the  cause 
of  the  duplication.  He  supposes  that,  between  the  eighth  and 
tenth  weeks  of  fetal  life,  when  the  Miillerian  ducts  are  about  to 
fuse,  a  mass  of  cells  is  split  off  from  the  wall  of  one  or  of  both 
ducts,  and  develops  thus  between  the  ducts,  preventing  fusion. 
In  this  way  a  congenital  myoma  is  formed.  Why  there  should 
occur  this  embryonic  splitting-olf  of  cells,  or  why  these  cells 
should  remain  inactive  for  many  years  and  then  begin  to  grow, 
cannot  be  explained.  Pick^^  later  reports  two  cases  of  uterus 
duplex  myomatosus  in  which  a  typical  fibrorayoma  was  found 
between  the  bodies  of  two  completely  separated  hyperplastic 
uteri.  Here  again  he  believes  that  the  myomata  were  of  embry- 
ologic  formation  and  prevented  the  fusion  of  the  Miillerian  ducts. 
Paltaufi*  has  expounded  the  theory  that  both  uterus  unicornis 
and  uterus  bicornis  are  caused  by  the  fact  that  the  ends  of  the 
tubes  i-etain  their  embryonal  position  in  contact  with  the  kidney. 
The  most  recent  ideas  on  the  subject  are  those  of  Meyer,^=  who 
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has  studied  a  case  of  uterus  bicornis  in  situ  in  an  eight-months 
fetus.  From  his  studies  of  other  cases  he  comes  to  the  conclusion 
that  the  cause  of  uterus  subseptus,  and  probably  also  of  uterus 
bilocularis,  is  the  abnormal  obliquity  of  the  Miillerian  ducts, 
which  converge  posteriorly.  This  obliquity  is  to  be  regarded 
as  an  exaggeration  of  the  physiological  half-spiral  revolution  of 
the  urogenital  plica.  AVhen,  however,  the  cause  of  a  bicornate 
uterus  is  considered,  this  abnormal  revolution  can  be  regarded 
as  only  partly  explanatory,  while  the  main  etiological  factor, 
according  to  Meyer,  is  an  abnormality  in  the  attachments  of 
perhaps  abnormal  ligaments.  In  his  case  the  bicornate  uterus 
is  explained  by  the  fixation  caused  by  abnormal  round  ligaments, 
and  in  other  cases,  Meyer  says,  the  ducts  do  not  fuse  on  account 
of  the  disproportion  between  the  width  of  their  connective- 
tissue  components  f which  become  the  broad  ligaments)  and  the 
body  breadth  of  the  embrj'o.  This  view  in  part  coincides  with 
that  of  Thiersch  previously  described. 

Pozzi^"  calls  attention  to  the  fact  that  to  atavism  may  be 
charged  this  anomaly— a  reversion  to  the  characters  of  our  re- 
mote progenitors.  Be  that  as  it  may,  it  is  quite  apparent,  from 
the  diversity  of  opinion  on  the  subject,  that  more  investigation 
must  be  carried  on  before  a  definite  conclusion  can  be  drawn. 
The  cases  in  the  fetus  or  in  infants  must  be  studied  more  care- 
fully in  situ,  and  in  the  cases  in  adults  the  pelvic  measurements 
should  be  recorded,  and,  when  possible,  the  specimens  examined 
for  the  remains  of  the  Wolffian  bodies— the  parovarium  and  the 
paroophoron. 
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ADENOMYOMATA    OF    THE    UTERUS. 
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J.   M.   BALDY,   M.D., 
Philadelphia, 

AND 

W.  T,  LONGCOPE,  M.D., 
liesident   Pathologist   of   Pennsylvania   Hospital. 


(With   two   illustrations.) 


Case  I.— ]M.  N..  colored,  30  years  old,  was  admitted  to  the 
Pennsylvania  Hospital  September  14,  1900,  suffering  with  an 
acute  yellowish  vaginal  discharge  and  abdominal  pain.  Under 
treatment  the  symptoms  became  better,  and  although  an  opera- 
tion was  advised  for  a  pelvic  tumor  which  had  been  discovered, 
the  patient  was  discharged  at  her  own  request.  Three  months 
later  she  was  readmitted  to  the  medical  wards  of  the  hospital  for 
symptoms  referable  to  her  lungs.  The  records  show  a  diagnosis 
of  influenza.  She  was  discharged  within  five  days.  On  October 
22,  nine  months  later,  she  Avas  again  admitted,  this  time  to  the 
surgical  wards,  where  she  fell  under  my  care.  She  then  gave  a 
history  of  two-weeks  illness  with  bloody  vaginal  discharge  and 
abdominal  pains.  She  also  complained  of  blood  passing  from  her 
bladder,  but  a  careful  investigation  proved  this  to  be  untrue. 
She  had  never  been  pregnant,  although  married  ten  or  more 
years.  Menstruation  lasted  one  week,  appearing  at  intervals  of 
four  weeks ;  this  had  been  the  case  so  long  as  she  could  remember. 
A  small  uterine  growth,  with  more  or  less  fixation  of  the  uterus, 
was  found  on  examination,  and  an  operation  followed  in  due 
time.  The  uterus  was  adherent,  probably  from  the  old  inflam- 
matory attack  for  which  she  had  been  originally  treated  in  the 
hospital.     The  pelvic  organs  were  removed  by  amputation  of 
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the  uterus  low  clown  on  the  cervix  for  what  was  presumed  to  be 
an  ordinary  diffused  myoma  of  that  organ,  and  the  specimen 
was  sent  to  the  Ayer  Laboratory  for  examination,  the  report  of 
whJch  is  appended: 

'"No.  3843,  Ayer  Clinical  Laboratory.  Diagnosis,  Diffuse 
Adenomyoma  of  Uterus.  — The  specimen  consists  of  uterus  and 
appendages.  The  uterus  has  been  amputated  at  the  cervix. 
It  presents  a  general  enlargement,  Avhich  affects  especially  the 
right  side.  Over  the  surface  of  the  body  are  numerous  old 
fibrous  adhesions.  External  measurement  from  cervix  to  fun- 
dus, 8  centimetres;  internal  measurement  from  internal  os  to 
fundus,  4.5  centimetres.  On  opening  the  uterus  the  exposed 
raucous  membrane  is  of  a  pinkish  color,  velvety  and  smooth  in 
appearance.  It  measures  about  3  millimetres  in  thickness.  The 
increased  size  of  the  uterus  is  noAv  seen  to  be  entirely  due  to  an 
enlargement  of  the  right  wall.  It  measures  50  millimetres  in 
thickness  and  appears  twice  the  size  of  the  left  wall,  which  is 
only  22  millimetres  thick.  The  enlargement  consists  of  a  dif- 
fuse, non-circumscribed  growth  which  is  situated  in  the  central 
portion  of  the  wall  and  measures  3  centimetres  in  diameter. 
Between  it  and  the  mucosa  there  is  an  ill-defined  narrow  band 
of  tissue  exactly  simulating  normal  uterine  muscle,  and  a  cor- 
responding band  of  tissue  lies  between  the  groAvth  and  the  peri- 
toneal surface.  On  all  sides  the  growth  gradually  merges  into 
the  uterine  wall  and  no  line  of  demarcation  can  be  drawn.  The 
tumor,  which  bulges  from  the  wall  on  section,  is  composed  chiefly 
of  coarse,  glistening  strands  of  tissue  interlacing  irregularly  in 
all  directions.  Situated  in  the  spaces  between  these  fibres  is  a 
pinkish-gray,  semi-translucent  tissue  which  is  much  softer  than 
the  interlacing  bands.  Here  and  there  these  spaces  appear 
sunken,  and  owing  to  this  the  surface  feels  somewhat  roughened. 
The  consistence  is  firmer  than  normal  uterine  miiscle,  but  it 
is  not  as  firm  as  the  ordinary  form  of  circumscribed  myomata  of 
the  uterus.  The  mucous  membrane  of  the  left  wall  appears  nor- 
mal, and  the  musculature  in  no  way  suggests  pathological  change. 
Both  Fallopian  tubes  present  small  cysts  at  their  fimbriated 
extremities. 

"Both  ovaries  contain  corpora  lutea. 

"Histological  Examination. Sections  made  through  the  right 
uterine  wall,  including  both  endometrium  and  tumor,  show  the 
following  conditions :  The  epithelium  covering  the  mucous  mem- 
brane is  intact.     Immediately  below  the  superficial  epithelium 
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^  few  hemorrhages  are  present  and  the  blood  vessels  are  some- 
^^hat  congested.  The  glands  are  tortuous,  but  their  lining  cells 
•consist  of  a  single  layer  of  high  columnar  epithelium  with  regu- 
lar oval  vesicular  nuclei  placed  near  the  basement  membrane  of 
the  glands.  Beneath  the  mucous  membrane  for  a  short  distance 
there  is  seen  a  band  of  smooth  muscle  exactly  resembling  normal 
uterine  muscle,  but  below  this  the  character  of  the  wall  changes. 
Here  the  muscle  fibres  are  arranged  in  thick,  coarse  bands  which 
form  an  intersecting  netM^ork  throughout  the  area.  Lying  in  the 
meshes  of  this  network,  but  intimately  connected  with  it,  are 
islands  of  glands  surrounded  by  a  tissue  rich  in  cells  which  are 
indistinguishable  from  the  normal  stroma  cells  of  the  endome- 
trium. The  glands  appear  as  tubules,  which  occasionally  are 
seen  to  dilate  into  small  cyst-like  spaces.  Lining  all  the  glands 
is  a  single  layer  of  high  columnar  epithelium.  Cilia  can  occa- 
sionally be  seen.  The  oval,  regular,  vesicular  nuclei  are  placed 
near  the  basement  membrane  which  is  always  present.  A  small 
amount  of  granular  material,  together  with  a  few  desquamated 
epithelial  cells  and  polymorphonuclear  leucocytes,  partially  fills 
the  lumina.  Nowhere  do  the  glands  vary  from  this  type,  and 
the  entire  islands  practically  reproduce  a  small  piece  of  normal 
endometrium.  In  many  places  the  gland  spaces  in  the  new 
growth  are  situated  close  beneath  the  mucous  membrane;  and 
although  the  stroma  cells  of  the  mucous  membrane  are  loosely 
connected  with  those  of  the  islands  in  the  new  growth,  no  direct 
connection  exists  between  the  glands  of  these  two  structures. 

"Many  sections  were  made  through  various  portions  of  the 
tumor  to  determine  if  at  any  point  glands  of  the  mucous  mem- 
brane could  be  seen  extending  into  the  new  growth,  but  the  con- 
dition was  not  found.  About  the  margin  the  musculature  of 
the  tumor  is  continuous  with  the  muscle  of  the  uterine  walls  and 
no  definite  line  of  demarcation  is  evident. 

"The  mucous  membrane  on  the  opposite  wall  of  the  uterus 
is  in  all  respects  exactly  like  the  endometrium  above  the  tumor, 
and  the  muscular  Avail  beneath  shows  no  change. 

"The  ovaries  are  normal. 

''Fallopian  Tides. —The  Fallopian  tubes  show  a  few  old  ad- 
hesions about  the  peritoneal  surfaces.  Both  Avails  and  mucous 
membrane  are  normal." 

Case  II.— M.  C,  colored,  40  years  old,  Avas  admitted  to  the 
wards  of  the  Pennsylvania  Hospital  and  came  under  my  care. 
The  Avoman  Avas  pregnant  for  the  first  and  onlv  time  tAvent\^-one 
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years  ago,  at  which  confinement  she  had  a  full-term  baby.  Her 
menstruation  had  always  been  regular,  appearing  each  month  and 
lasting  four  days.  There  had  never  been  intermenstrual  bleeding. 
The  examination  revealed  an  enlarged,  hard  uterus  which  was 
pronounced  fibroma.  Operation  followed  and  hysterectomy  was 
performed  by  amputation  low  on  the  cervix.  The  specimens 
were  sent  to  the  Ayer  Laboratory  and  the  report  is  appended : 
"Xo.  4234,  Ayer  Clinical  Laboratory .  Diagnosis,  Diffuse 
Adenomyoma  of  Uterus.  —  The  specimen  consists  of  the  uterus 
and  appendages.  The  uterus  has  been  opened,  exposing  the 
canal,  but,  since  the  incision  is  not  made  through  the  anterior 
wall,  the  relations  are  disturbed.  The  body  of  the  uterus  is 
enlarged  and  of  an  irregular  lobulated  contour.  In  its  greatest 
dimensions  {i.e.,  from  the  cervix  to  left  cornu)  it  measures  12 
centimetres.  Between  the  origins  of  the  Fallopian  tubes  the 
distance  is  10  centimetres,  and  the  greatest  antero-posterior 
measurement  is  6  centimetres.  The  main  enlargement  is  in  the 
left  anterior  wall,  the  thickness  here  from  mucous  membrane  to 
peritoneal  surface  being  6  centimetres.  It  is  impossible  to  make 
exact  measurements  of  the  canal,  owing  to  the  manner  in  which 
the  uterus  is  opened.  The  mucosa  is  red,  velvety,  and  smooth. 
Covering  the  right  wall,  which  measures  12  millimetres  in  thick- 
ness, the  mucous  membrane  is  2  millimetres  thick;  and  over  the 
opposite  thickened  wall  it  also  measures  2  millimetres.  A  sec- 
tion through  the  left  wall  shows  two  separate  conditions.  At  the 
cervical  portion  there  is  a  slightly  irregular,  round,  circum- 
scribed myoma  which  protrudes  and  can  easily  be  shelled  from 
a  fibrous  capsule.  The  cut  surface  is  of  a  pearly  white  color 
and  is  composed  of  a  coarse,  compact  mass  of  glistening,  inter- 
lacing bands.  Surrounding  this  myoma  is  a  thin  band  of  nor- 
mal uterine  muscle  5  millimetres  in  thickness.  The  entire  re- 
maining portion  of  the  left  wall  is  composed  of  a  diffuse  growth 
which  extends  from  the  mucosa,  with  which  it  seem?  to  be  con- 
tinuous, to  within  five  to  ten  millimetres  of  the  peritoneal  sur- 
face of  the  uterus.  Here  the  margin  is  ill-defined,  and  only  at 
the  extreme  outer  surface  of  the  uterus  can  a  continuous,  thin, 
compact  band  of  tissue  be  made  out.  This  appears  exactly 
similar  to  normal  uterine  muscle.  The  growth  is  much  firmer 
than  normal  uterine  muscle  and  the  surface  is  irregular.  The 
cut  section  presents  a  surface  made  up  of  fairly  coarse  inter- 
lacing bands  of  glistening  whitish  tissue,  the  interstices  of  which 
ai'e  filled  with  a  pinkish-gray,   translucent  substance.     This  is 


792 


BALDY   AND    LONGCOPE :    ADENOMYOMATA    UTERI. 


often  depressed,  but  occasionally  protrudes  above  the  bands. 
The  gray,  translucent  masses  are  not  definitely  separated  from 
the  mucous  membrane,  but  in  places  appear  to  be  continuous 
ynth.  it.  Throughout  the  entire  growth  there  are  small  circum- 
scribed myomata  three  to  five  millimetres  in  diameter.  The 
right  wall  of  the  uterus  is  composed  of  normal  uterine  muscle  in 
which  are  found  numerous  circumscribed,  small,  round  my- 
omata 3  to  10  millimetres  in  diameter. 

"The  right  Fallopian  tube  measures  8  centimetres  in  length. 


Fig.  1. — Lateral  bisection  of  the  uterus  from  Case  2.  A.  uterine  canal ;  B, 
diffuse  adenomyoma  in  left  wall :  C,  small  circumscribed  myomata. 

Its  surface  is  smooth,  but  of  a  dark  brownish-red  color.  The 
fimbriae  are  closed  and  the  extremity  is  bulbous.  On  opening 
the  tube  a  thin,  dark,  sanguineous  fluid  escapes.  The  mucous 
membrane  is  of  a  deep  red  color.  There  is  no  exudate  upon  the 
surface  and  the  wall  is  not  thickened. 

"The  right  ovary  is  normal. 

"The  left  Fallopian  tube  measures  8  centimetres  in  length. 
Both  it  and  the  left  ovary  are  normal. 

'^Histological    Examination. — Sections    through    the    diffuse 
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growth  in  the  left  wall,  including  the  mncoas  membrane,  show 
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Fig.  2.---Section  through  the  mucosa  and  poiiion  ot  gvmuh  iu  lolt  wall  4 
mucosa;  B,  myomatous  portion  of  tumor;  C.  islands  of  glands  embeddid  fa 
tumor ;  D,  projection  of  glands  of  mucosa  into  tumor.  embedded   la 

the  following  conditions:  The  surface  epithelium  is  everywhere 
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intact  and  presents  a  normal  appearance,  the  glands  of  the 
mucous  membrane  opening  upon  the  surface  in  the  usual  man- 
ner. In  the  most  superficial  portions  of  the  mucosa  small  hemor- 
rhages appear  beneath  the  lining  epithelium,  but  the  stroma 
cells  are  not  enlarged  and  their  arrangement  is  perfectly  nor- 
mal. The  blood  vessels  are  somewhat  congested.  Throughout 
the  mucosa  the  glands  are  slightly  tortuous,  no  actual  increase 
in  their  numbers,  however,  being  apparent.  They  are  lined  by 
a  single  layer  of  high  columnar  epithelium,  regular  in  arrange- 
ment, with  oval  vesicular  nuclei. 

"The  new  growth  is  chiefly  composed  of  interlacing  bundles 
of  muscle  fibres  which  run  in  all  directions.  Scattered  through- 
out the  growth  are  islands  of  tissue  simulating  exactly  small 
pieces  of  uterine  mucosa.  They  consist  of  gland-like  spaces  or 
tubules  surrounded  by  oval  or  spindle  cells  with  regular,  oval, 
deeplj^  staining  nuclei. 

'  ■  These  cells,  the  exact  counterparts  of  the  interglandular  cells 
of  the  mucous  membrane,  surround  all  the  glands  and  lie  between 
the  muscle  bundles  immediately  surrounding  the  islands.  The 
glands  appear  as  tubules,  cut  either  longitudinally  or  in  cross- 
section,  with  an  occasional  larger,  irregular,  cyst-like  space. 
They  are  all  lined  by  a  single  row  of  cylindrical  epithelium  be- 
coming slightly  lower  in  the  cyst  spaces.  Frequently  cilia  are 
present.  The  nuclei  are  oval,  regular,  deeply  staining,  and  lie 
near  the  basement  membrane.  Their  lumina  are  empty.  In 
every  point  these  glands  reproduce  exactly  the  glands  of  the 
normal  mucous  membrane.  In  many  places  the  growth  is  sep- 
arated from  the  mucous  membrane  by  a  narrow  strip  of  uterine 
muscle,  but  at  one  point  long  tubules  extend  from  the  super- 
ficial portion  of  the  mucosa  directly  into  the  growth  below, 
where  they  intermingle  with  the  gland  spaces  embedded  in  the 
muscle  bundles.  Thus  a  definite  and  striking  connection  is  es- 
tablished between  the  glands  of  the  mucous  membrane  and  the 
gland  spaces  of  the  new  growth. 

"The  boundary  line  betAveen  the  growth  and  the  uterine  mus- 
cle is  ill-defined,  the  musculature  of  the  growth  giving  place 
to  uterine  muscle  so  gradually  that  no  line  of  demarcation  can 
be  discerned. 

"On  the  other  hand,  the  circumscribed  myomata  scattered 
through  the  walls  of  the  uterus  are  sharply  distinguished  from 
the  wall  by  a  compressed  band  of  muscle  fibres  which  runs  cir- 
cularly about  the  tumor.     And  this  border  line  is  equally  well 
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marked  where  the  myomata  are  surrounded  by  the  adenomy- 
omatous  growth.  jNIuch  of  the  muscle  has  undergone  hyaline 
degeneration.     No  glands  are  present. 

/'The  left  Fallopian  tube  and  ovary  are  normal. 

"The  right  ovary  is  normal. 

"The  right  Fallopian  tube  presents  the  following  changes: 
A  small  amount  of  granulation  tissue  surrounds  the  peritoneal 
surface.  The  muscular  wall  is  deeply  congested.  Practically 
the  entire  lumen  of  the  tube  is  filled  with  connective-tissue  tra- 
beculne.  which  connect  to  form  a  coarse  network  enclosing  spaces 
lined  by  epithelium.  Blood  vessels  are  numerous  throughout 
the  trabeeulse,  many  of  them  being  filled  with  polymorphonuclear 
leucocytes.  There  is  no  general  invasion  of  these  cells.  The 
epithelium  lining  the  spaces  and  free  edges  of  the  trabecule  is 
of  a  columnar  type,  arranged  in  a  single  row  and  ciliated.  The 
nuclei  are  oval,  regular,  and  deeply  staining.  Here  and  there 
the  epithelium  is  thrown  into  small  plica?,  but  it  usually  lies 
close  to  the  walls  of  the  spaces.  Their  lumina  are  filled  with 
blood  and  a  few  desquamated  epithelial  cells." 

Both  women  were  colored,  in  the  childbearing  period  of  life, 
and  sterile.  Neither  one  had  any  noteworthy  symptoms  of  long 
standing.  The  symptoms  which  caused  operation  in  each  were 
acute  in  character  and  of  an  inflammatory  nature.  The  tumors 
seem  not  to  have  given  rise  even  to  the  usual  symptoms  of  the 
ordinary  fibromata.  The  tumors  in  each  were  considered  ordi- 
nary fibroma  until  closely  examined  by  section.  In  each  case 
there  was  an  uninterrupted  recovery. 

From  the  gross  and  histological  appearances  of  these  tumors 
the  diagnosis  of  adenomyoma  of  the  uterus  is  readily  made.  They 
belong  to  the  type  known  as  adenomyoma  diffusum  benignum. 
Both  tumors  were  large,  diffuse  growths  extending  in  one  por- 
tion of  the  uterine  wall  from  the  mucous  membrane  to  the  peri- 
toneal surface.  In  the  first  case  no  connection  could  be  found 
between  the  glands  of  the  mucous  membrane  and  those  of  the 
tumor,  although  they  approached  so  closely  in  some  places  that 
the  spindle  cells  of  the  mucous  membrane  and  those  surround- 
ing the  glands  of  the  new  growth  were  continuous;  but  the  con- 
nection in  the  second  case  was  very  striking,  as  is  shown  by  Fig.  2. 

Before  Von  Recklinghausen's  observations  upon  adenomy- 
omata  of  the  uterus  and  tubes,  collected  in  his  work,  "Die  Adeno- 
myoma und  C'ystadenoma  der  Uterus  und  Tubenwandungen," 
the  occurrence  of  epithelium  in  myomata  of  the  uterus  was  con- 
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sidered  a  rare  condition.  Since  then,  however,  cases  have  been 
reported  by  Cullen,  Legnau  and  Marien,  Lockstadt,  and  others, 
and  the  condition  has  been  found  much  oftener  than  was  at  first 
supposed. 

Von  Recklinghausen  divides  these  tumors  into  four  chisses : 
First,  the  "hard  form,"  which  consists  of  a  more  or  less  circum- 
scribed growth  lying  near  the  peritoneal  surface  of  the  uterus. 
To  this  class  belong  many  of  his  own  cases,  besides  those  of 
Hauser,  Eicker,  Neumann,  and  the  first  five  cases  of  Lockstadt. 
This  variety  is  of  such  common  occurrence  that  the  question  has 
been  raised  by  Lockstadt  whether  small  masses  of  epithelium  dO' 
not  occur  in  all  myomata.  That  such  is  not  the  case,  however, 
has  b'^en  shown  by  Orloff.  Avho  in  serial  sections  of  55  small 
myomata  found  epithelium  in  only  four.  The  second  variety  he 
terms  "cystic  tumors,"  which  are  illustrated  by  the  cases  of 
Diesterweg,  Schatz,  and  Schroder.  The  third  form  are  the 
"soft  tumors."  These  are  the  large,  diffuse  adenomyomata,  the 
occurrence  of  which  is  somewhat  rare.  To  this  form  belong  two 
of  his  own  cases,  those  of  Cullen  and  Neumann,  Cases  5  and  7 
of  Lockstadt,  and  our  own  two  cases.  The  fourth  variety  is 
the  "telangiectatic  form." 

Inasmuch  as  two  or  more  of  these  varieties  may  occur  in  the 
same  uterus,  with  direct  connection  between  the  adenomatous 
portions  of  both  growths,  they  should  possibly  be  considered  as 
different  stages  in  the  development  of  the  same  growth.  Al- 
though this  view  is  not  concurred  in  by  all  observers,  yet  Lock- 
stadt suggests  it,  and  has  been  able  to  demonstrate  in  one  of  his 
cases  a  direct  connection  between  the  glands  of  a  diffuse  adeno- 
myoma  and  those  of  a  small,  partially  circumscribed  subperi- 
toneal groAvth.  In  Neumann's  case,  on  the  other  hand,  no  con- 
nection existed  between  the  glands  of  two  similar  growths.  Cul- 
len believes  that  the  polypoid  submucous  forms  are  comparable 
to  the  polypoid  submucous  myomata,  and  that  their  position  is 
due  to  an  attempt  on  the  part  of  the  uterus  to  expel  the  mass  into 
the  uterine  cavity.  Thus  he  attempts  to  establish  a  direct  se- 
quence of  events,  beginning  with  one  of  his  own  cases,  in  which, 
together  with  a  diffuse  adenomyoma,  there  was  a  small  polypoid 
submucous  growth  exactly  similar  to  the  large  one;  and  then 
taking  Schatz 's  case  as  an  example  of  the  more  advanced  stage. 

In  his  case  the  uterine  cavity  contained  small  polypi  varying 
from  the  size  of  a  pea  to  that  of  a  hen's  egg.  Microscopically 
they  consisted  of  muscle  bundles  and  cyst-like  spaces.     Through- 
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out  The  entire  uterine  wall  were  small  myomata,  those  near  the 
mucosa  containing  glands,  but  others  near  the  peritoneal  sur- 
face being  free  from  glands.  Finally,  the  last  stage  of  expul- 
sion is  illustrated  by  Diesterweg's  case.  In  a  woman  who  had 
been  suffering  for  three  years  from  painful  menstruation,  a 
nodule  the  size  of  a  hen's  egg  was  found  presenting  at  the  exter- 
nal OS.  This  proved  to  be  a  fibromyoma  containing  cavities  lined 
by  cylindrical  epithelium.  Two  years  later  a  tumor  the  size 
of  a  man's  fist  was  found  extruding  from  the  os.  It  was  com- 
posed of  myomatous  tissue  and  contained  a  cyst,  the  size  of  a 
walnut,  which  was  lined  by  cylindrical  epithelium. 

Again  comparing  these  tumors  to  simple  myomata,  Cullen 
suggests  the  possibility  that  portions  of  the  diffuse  growth  may 
be  cut  off  and  forced  to  the  peritoneal  surface.  Lockstadt  is 
convinced  that  this  process  does  occur  and  offers  his  own  case  as 
an  illustration. 

Although  the  benign  nature  of  these  tumors  has  been  estab- 
lished both  by  clinical  and  microscopical  observations,  still  the 
possibility  of  carcinoma  arising  from  them  as  well  as  from  the 
normal  uterine  mucosa  has  been  considered  by  Legnau  and 
Marien.  They  suggest  that  such  a  malignant  change  may  ex- 
plain those  rare  cases  of  carcinoma  occurring  in  myomata.  We 
are  inclined  to  agree  with  these  observers,  and  should  not  be 
surprised  even  if  the  future  demonstrated  these  growths  to  be 
the  very  early  stage  of  carcinoma,  although  at  present  all  proof 
is  against  this  conclusion. 

The  origin  of  the  epithelial  elements  of  adenomyomata  of  the 
uterus  has  been  much  disputed,  and  even  now  all  observers  are 
not  reconciled  to  any  one  view.  On  the  one  hand  is  the  theory 
upheld  by  Von  Recklinghausen,  who  believes  that  the  glands 
are  derived  from  the  remains  of  the  Wolffian  body;  and  on  the 
other  hand  is  the  theory  of  Cullen,  Kossmann,  Lockstadt,  etc., 
who  take  for  the  point  of  origin  the  Miillerian  duct.  Von  Reck- 
linghausen at  first  ascribed  the  origin  of  the  epithelium  of  all 
adenomyomata  of  the  uterus  to  the  remains  of  the  Wolffian  body, 
and  in  one  or  two  of  his  cases,  where  the  gland  spaces  of  the 
tumor  were  unmistakably  connected  with  the  uterine  mucosa,  he 
explains  the  condition  by  assuming  that  with  the  growth  of  the 
tumor  the  small  ducts  approach  nearer  and  nearer  the  mucous 
membrane,  gradually  pushing  their  way  into  it,  until  they  final- 
ly open  upon  the  uterine  canal.  In  the  appendix  of  his  article, 
however,  he  describes  a  case  where  the  growth  of  the  glands  of 
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the  mucous  iiienibrane  into  the  myoma  is  so  obvious  that  he  does 
not  question  the  origin  from  this  source.  From  the  evidence  of 
this  case  he  modifies  his  theory  somewhat,  and,  including  two  or 
three  of  his  former  cases,  states  that  in  this  variety  of  adeno- 
myoma— namely,  the  diffuse  type— the  epithelium  arises  from 
the  uterine  mucosa  and  not  from  the  Wolffian  body.  For  all 
other  adenomyomata  of  the  uterus,  however,  the  origin  is  uncon- 
ditionally from  the  remains  of  the  Wolffian  body. 

To  establish  this  theory  he  emphasizes  certain  points  in  the 
position  of  the  growths  and  their  histological  structures  which 
appear  to  him  sufficient  evidence  to  confirm  his  views:  First, 
these  tumors  do  not  commonly  occur  near  the  cervix ;  second, 
they  are  usually  found  in  the  outer  muscular  coats;  third,  con- 
nection between  the  mucous  membrane  and  tumor  is  rare;  the 
fourth  point  deals  with  their  position  in  the  dorsal  wall;  and 
fifth,  he  discusses  the  histological  structures.  In  his  observa- 
tions on  the  histology  of  the  glands  he  describes  certain  struc- 
tures which  he  terms  "pseudo-glomeruli,"  ''Gansemarsch"  and 
"  Pigmentkorper, "  and  lays  great  stress  upon  the  branching  of 
the  glands  and  the  appearance  of  duets  leading  into  ampulla- 
like dilatations;  all  of  which  structures  appear  to  him  to  bear 
close  resemblance  to  the  remains  of  the  Wolffian  body.  Finallj^ 
after  an  extensive  discussion  of  the  embryology  of  the  Wolffian 
body,  he  concludes  that  no  other  explanation  for  the  origin  of 
the  epithelium  will  serve  to  explain  all  the  conditions  found  in 
these  growths. 

]\reyer,  who  to  a  certain  extent  agrees  with  Von  Reckling- 
hausen's views,  has  studied  the  uteri  of  fetuses  and  infants,  and 
he  finds  that  in  a  small  percentage  of  cases  Gartner  ^s  duct  can 
be  demonstrated  in  the  walls  of  these  uteri.  He  has  never  found 
it  in  an  adult  uterus,  but  from  his  results  he  concludes  that 
Gartner's  duct  may  give  rise  to  adenomyomata  in  the  adult 
uterus. 

Pick  likcAvise  adopts  the  views  of  Von  Recklinghausen.  In  a 
subserous  myoma  containing  glands  which  he  describes,  he  finds 
structures  resembling  the  pseudo-glomeruli  of  Von  Reckling- 
hausen. 

Neumann,  on  the  other  hand,  represents  a  class  of  observers 
Avho  accept  both  theories,  and  he  even  believes  that  tumors  arising 
from  the  two  different  sources  may  occur  in  one  and  the  same 
uterus.  He  describes  a  case  in  which  he  considers  this  condition 
present.     The  uterus  contained  two  tumors,  one  a  large  inter- 
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stitial  growth  the  size  of  a  man's  fist,  the  other  a  small  subperi- 
toneal tumor  the  size  of  an  egg.  Both  myomata  contained 
glands,  and  in  the  interstitial  one  there  was  also  a  cyst.  No  con- 
nection existed  betAveen  the  two  rumors  nor  between  either  one 
of  them  and  the  mucosa.  In  spite  of  this  fact  he  considers  that 
the  epithelium  of  the  interstitial  growth  arose  from  the  mucous 
membrane.  Avhereas  the  glands  of  the  subperitoneal  tumor  arose 
from  an  entirely  different  source,  namely,  Gartner's  duct. 

Such  an  explanation  seems  exceedingly  improbable,  and  there 
appears  no  reason  to  suppose,  if  the  glands  of  the  interstitial 
growth  arose  from  the  mucous  membrane,  connection  between 
the  two  having  been  cut  off.  that  the  same  method  of  develop- 
ment should  not  explain  the  origin  of  the  smaller  growth.  Or  it 
is  not  impossible  that  the  subperitoneal  tumor  was  originally  an 
outgrowth  from  the  larger  adenomyoma,  and  that,  owing  to  the 
pressure  caused  by  the  growth  of  the  muscle,  the  glandular  con- 
nection was  constricted  and  finally  obliterated  entirely.  That 
such  a  condition  may  actually  occur  is  w^ell  shown  by  one  of 
Lockstadt's  cases.  In  No.  7  of  his  .series  a  large,  diffuse  adeno- 
myoma was  found  in  the  wall  of  the  uterus.  The  glands  of  the 
mucous  membrane  penetrated  the  tumor  and  connected  directly 
with  the  gland  spaces  embedded  in  the  muscle.  Lying  near  the 
diffuse  growth,  and  directly  beneath  the  peritoneal  surface,  was 
a  second  tumor  which  on  microscopical  examination  proved  to  be 
identical  with  the  large  one.  ]\Iacroscopically  it  was  more  or 
less  circumscribed.  Arising  from  the  glands  of  the  diffuse 
growth  were  a  few  tubules  which  led  into  the  musculature  of 
the  subperitoneal  tumor  and  fused  with  its  glands,  thus  clearly 
establishing  a  direct  connection  between  the  adenomatous  por- 
tions of  the  two  tumors  and  indirectly  demonstrating  a  com- 
munication between  the  subperitoneal  tumor  and  the  glands  of 
the  mucous  membrane.  Lockstiidt  refuses  to  accept  >Von  Reck- 
linghausen's theory  and  believes  that  the  glands  of  j>11  adeno- 
myomata.  whether  they  be  submucous  or  subperitoneal,  take 
their  origin  from  the  glands  of  the  mucous  membrane. 

A  case  of  Breus  appears  to  throw  some  light  on  the  origin  of 
Ihese  subperitoneal  tumors.  He  describes  a  large  subperitoneal 
cystomyoma  projecting  from  the  posterior  wall  of  the  uterus. 
The  cyst  cavity  was  lined  by  cylindrical  epithelium  and  opened 
directly  into  the  uterine  canal.  Breus  appears  to  disregard  the 
significance  of  this  connection  and  considers  the  cyst  as  a  mal- 
formation arising  from  the  remains  of  the  AYolffian  body. 
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All  the  recent  observations  tend  to  strengthen  more  and  more 
this  second  view.  Cullen's  two  cases  are  striking  examples  of 
the  projection  of  the  glands  and  stroma  of  the  mucous  membrane 
into  the  deeper  portions  of  the  adenomyomata,  and  furnish  the 
most  convincing  proof  of  the  origin  of  the  epithelium  (at  least 
of  these  diffuse  adenomyomata)  from  the  glands  of  the  mucosa. 
Cullen  was  among  the  first  to  suggest  this  view  as  to  the  origin 
of  the  tumors,  and  believes  that  the  pseudo-glomeruli,  etc.,  of 
Von  Recklinghausen  can  all  be  explained  by  the  compression  of 
the  ducts  by  muscular  growth.  Such  appearances  as  Von  Reck- 
linghausen describes  were  frequently  found  in  Cullen's  speci- 
mens. 

Shortly  after  the  appearance  of  Cullen's  first  article  Kossmann 
vigorously  opposed  Von  Recklinghausen's  views.  Each  and 
every  one  of  Von  Recklinghausen's  arguments  he  criticises 
severally  and  finds  each  in  turn  most  insufficient  for  the  basis  of 
such  a  theory.  His  conclusion  is  that  the  glands  arise  from 
accessory  Miillerian  ducts  lying  in  the  uterine  wall. 

Schroder,  although  not  altogether  accepting  Von  Reckling- 
hausen's theory  of  Wolffian-body  origin,  is  yet  not  entirely  in 
accord  Math  Kossmann,  inasmuch  as  he  believes  the  embryonic 
misplacements  play  but  a  minor  role.  According  to  him,  the 
epithelial  elements  arise  directly  from  the  glands  of  the  mucosa ; 
and  if  the  tumors  are  found  deep  in  the  uterine  wall  without 
connection  with  the  mucous  membrane,  he  explains  their  appear- 
ance by  a  gradual  constriction  and  nipping-off  of  a  few  glands 
of  the  mucous  membrane  which  have  penetrated  the  muscular 
wall.  The  development  of  these  glands  leads  to  the  typical 
adenomyoma. 

That  at  least  adenomyomata  of  the  Fallopian  tubes  may  arise 
in  the  course  of  a  few  j^ears  has  been  demonstrated  recently  by 
Von  Franque.  His  case  was  that  of  a  woman  who  submitted 
to  operation  for  the  relief  of  retroflexion  of  the  uterus  on  Jan- 
uary 25,  1897.  At  the  operation  both  Fallopian  tubes  were 
examined  and  noted  as  being  normal.  The  operation  was  not 
entirely  successful  and  a  second  laparatomy  was  performed  Feb- 
ruary 1,  1899,  two  years  after  the  first.  On  examination  the 
right  Fallopian  tube  presented  a  swelling  the  size  of  a  hazelnut. 
This  proved  to  be  a  myoma  containing  small  gland  spaces  and 
cysts.  Serial  sections  were  cut,  and  at  one  point  a  communica- 
tion was  found  between  the  glands  in  the  tumor  and  the  mucous 
membrane  of  the  tube.     Nearer  the  fimbriated  extremitv  were 
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found  a  feAv  tubercles.  Yon  Franque  considers  that  the  pro- 
liferation of  the  mucosa  forming  the  gland-like  spaces  in  the 
tumor  was  dependent  upon  a  chronic  inflammation  of  the  Fal- 
lopjan  tube.  Legnau  and  Marien  offer  the  same  suggestion  for 
the  origin  of  an  adenomyoma  of  the  uterus  described  by  them, 
chronic  inflammation  of  the  mucosa  being  a  marked  feature. 
But  since  chronic  endometritis  is  not  particularly  common  in 
connection  with  these  tumors,  and  as  it  is  so  exceedingly  com- 
mon in  all  gynecological  lesions,  little  weight  can  be  attached 
to  their  conclusions. 

One  other  suggestion  has  been  offered  by  Hauser  to  explain 
the  origin  of  the  subperitoneal  forms  of  growth.  He  reports 
such  a  case  and  believes  that  embryonic  misplacements  of  small 
portions  of  mucosa  may  account  for  the  development  of  the 
glandular  elements. 

Finally,  from  a  survey  of  these  cases  it  seems  practically  cer- 
tain that  the  dift'use  adenomyomata  of  the  uterus,  such  as  those 
described  by  Cullen,  Lockstadt,  Schroder,  and  others,  as  well 
as  our  own  cases,  derive  their  epithelial  elements  from  the  glands 
of  the  mucous  membrane,  Avhether  it  be  from  a  proliferation  of 
the  adult  glands  or  from  the  development  of  embryonal  pro- 
longations of  the  mucous  membrane  into  the  muscular  wall. 
The  first  theory  would,  however,  seem  more  probable.  As  re- 
gards the  circumscribed  subperitoneal  growths,  it  is  possible  that 
the  same  explanation,  with  certain  modifications,  may  hold  for 
them,  and  Lockstadt 's  case  is  very  suggestive.  But  in  these 
eases  it  is  difficult  to  exclude  embryonic  misplacements  of  small 
portions  of  the  mucosa.  It  seems  unnecessary  to  insist,  as  Koss- 
mann  does,  upon  an  accessory  Miillerian  duct,  and  the  theory 
which  Von  Recklinghausen  holds  appears  improbable  for  the 
vast  majority  of  these  cases. 

1831  Chestnut  street.  v 
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Since  the  abaudonment  of  tapping  as  a  method  of  treatment 
of  ovarian  cj'sts,  the  surgeon  is  not  often  called  upon  to  deal  with 
an  infected  or  suppurating  cyst  of  the  ovary.  He  has  become 
accustomed  to  look  upon  an  ovariotomy,  even  when  compli- 
cated by  adhesions,  as  a  comparatively  simple  operation.  Numer- 
ous operations  upon  purulent  appendages  and  the  good  results 
following  the  abdominal  removal  of  such  adnexa,  even  when  a 
portion  of  the  purulent  contents  has  soiled  the  pelvic  peri- 
toneum, have  made  him  perhaps  a  little  too  confident.  Hence 
he  is  rather  unprepared  for  the  death  which,  unfortunately, 
rather  frequently  follows  the  removal  of  a  suppurating  ovarian 
cyst.  Some  years  ago  a  series  of  experiences  led  me  to  fear 
peritoneal  soiling  with  the  contents  of  puerperal  ovarian  ab- 
scesses and  suppurating  ovarian  cysts.  Of  late  years  I  have 
waited  as  long  as  the  condition  of  the  patient  warranted  before 
evacuating  the  pus  in  puerperal  pelvic  abscesses,  in  order  that 
time  might  be  given  for  their  complete  walling-otf  from  the  gen- 
eral peritoneal  cavity  and  to  allow  for  the  incision  being  made 
through  the  vagina. 

It  may  sound  like  rank  heresy  in  these  days  of  bold  abdominal 
surgery,  but  I  am  tempted  to  confess  it  nevertheless,  I  have 
often  wondered  whether  the  suppurating  ovarian  cyst  could  not 
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be  best  treated  by  the  vaginal  route,  and  in  consideration  of 
this  procedure  I  was  not  unmindful  of  the  probable  long  con- 
tinuation of  the  suppuration. 

But  I  am  getting  ahead  of  my  subject,  for  it  is  my  purpose 
to  consider  the  treatment  of  infected  ovarian  cysts  a  little  later. 

While  there  is  considerable  literature  on  the  subject  of  in- 
fected or  suppurating  cysts  of  the  ovary  in  the  form  of  recorded 
cases,  the  greater  part  is  of  very  little  value  owing  to  an  absence 
of  careful  microscopic  and  bacteriologic  examinations  of  the 
suspected  purulent  fluid.  It  is  extremely  exasperating,  in  study- 
ing a  subject  through  the  literature,  to  find  accurate  observations 
on  all  particulars  except  the  most  important — the  exact  nature 
of  the  fluid  within  the  infected  area.  As  modern  surgeons  we 
should  profit  by  the  lesson  and  not  fail  to  conform  to  the  require- 
ments of  scientific  accuracy  in  the  recording  of  our  own  cases. 

Up  to  within  a  few  weeks  ago  I  had  met  with  three  cases  of 
suppurating  ovarian  cysts  in  my  practice.  They  were  all  in 
women  between  30  and  40,  the  cysts  varying  in  size  from  a 
child's  to  an  adult's  head.  The  three  patients  had  elevation 
of  temperature,  increase  in  the  pulse  rate,  and  other  symptoms  of 
septic  absorption.  Two  of  the  cases  died  and  one  recovered. 
The  peritoneum  was  protected  from  the  cyst  contents  equally 
carefully  in  each  case.  In  two  cases  drainage  by  means  of  a 
glass  tube  was  employed;  in  the  third,  ending  in  recovery,  the 
pelvis  was  packed  with  gauze,  the  end  of  which  was  passed  into 
the  vagina  through  an  opening  in  the  posterior  cul-de-sac.  Un- 
fortunately in  none  of  the  cases  were  bacteriologic  examinations 
made  of  the  contents  of  the  cysts,  and  it  has  always  been  a 
matter  of  speculation  with  me  why  the  one  case  survived.  I 
determined,  if  an  opportunity  presented  itself,  to  ascertain  the 
exact  nature  of  the  contents  of  the  cyst.  A  recent  casje  has  fur- 
nished me  Avith  this  opportunity,  and  the  results  of  mj'  investi- 
gations are  so  exceedingly  interesting  that  I  shall  report  the  case 
somewhat  in  detail. 

Mrs.  M.  B.,  widow,  aged  53,  Avas  referred  to  the  gynecologic 
service  of  the  University  Hospital  by  Dr.  C.  S.  Sackett,  of  Brook- 
field,  ]\Iich.,  February  24,  1902.  She  had  had  seven  children, 
the  oldest  thirty  years  ago,  the  youngest  ten.  Twenty  and  eight- 
een years  ago  she  aborted  at  the  third  and  sixth  month  re- 
spectively.    She  passed  the  menopause  four  years  ago. 

History  of  Present  TrouUe.— At  the  birth  of  the  last  child, 
ten  years  ago,  the  labor  being  in  the  seventh  month  and  the 
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child  living  only  eleven  days,  there  appeared  a  "bunch"  low 
down  which  pressed  upon  the  rectum.  The  abdomen,  however, 
did  not  begin  to  enlarge  until  some  time  later.  She  first  noticed 
a  swelling  on  the  left  side,  but  recently  the  tumor  seemed  to  be 
more  on  the  right  side.  Six  weeks  before  entrance,  while  work- 
ing with  her  arms  above  her  head,  she  was  seized  with  a  sudden 
pain  in  the  left  side  of  the  abdomen  and  had  to  go  to  bed  for  a 
few  days.  Three  weeks  after  the  seizure  she  began  to  have 
severe  pain  in  the  region  of  the  tumor,  accompanied  by  cough, 
severe  chills,  and  fever.  The  tumor  had  nearly  doubled  in  size 
during  the  last  three  weeks,  the  top  of  it  being  about  two  fingers' 
breadth  below  the  navel  at  that  time.  The  temperature  at  en- 
trance was  99.6°,  pulse  100. 

Examination  showed  a  prominent  abdominal  swelling,  irregu- 
lar in  outline,  and  extending  in  the  median  line  from  the  pubes 
to  two  fingers'  breadth  above  the  umbilicus.  On  the  left  side  it 
was  one  and  a  half  inches  from  the  lower  border  of  the  ribs. 
The  surface  of  the  tumor  was  smooth,  and  distinct  fluctuation 
could  be  made  out.  The  tumor  was  rather  immovable  and  some- 
what sensitive. 

The  urine  was  negative.  The  blood  count  showed  from  60  to 
70  per  cent  hemoglobin,  3,950,000  reds  and  9,167  whites. 

The  patient's  pulse  was  extremely  weak,  and  the  operation 
was  deferred  ten  days,  as  the  patient  seemed  to  grow  stronger 
under  liberal  diet,  digitalis,  and  strychnia.  During  this  inter- 
val the  temperature  varied  from  98.6°  to  100.6°,  the  pulse  at 
times  reaching  120. 

Operation  INIarch  4,  1902.  An  incision  in  the  median  line 
revealed  a  fluctuating  tumor  covered  by  lightly  adherent  omen- 
tum. The  latter  was  also  adherent  to  the  parietal  peritoneum. 
On  separating  the  omentum  the  underlying  dark-colored,  soften- 
ed cyst  wall  was  ruptured,  giving  exit  to  a  thin,  odorless  fluid  of 
the  consistence  and  color  of  pea  soup.  The  opening  in  the  cyst 
wall  was  dragged  to  the  incision  and  about  3,000  cubic  centi- 
metres of  the  fluid  evacuated  by  a  large  trochar.  Immediate 
smears  were  made  of  the  supposed  pus,  but  no  organisms  were 
found.  The  trochar  opening  in  the  cyst  was  closed  by  forceps 
and  the  enucleation  of  the  sac  proceeded  with.  The  pedicle  was 
made  up  of  the  left  tube  and  broad  ligament  and  was  tightly 
twisted  from  left  to  right  two  and  a  half  times.  After  removal 
of  the  tumor,  containing  residual  fluid  to  the  amount  of  1,000 
cubic   centimetres,   the   pedicle  was  ligated   with   catgut.     The 
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appendix  was  dilated,  attached  to  the  cyst  wall,  and  also  some- 
what twisted  on  itself.  It  was  removed  in  the  ordinary  manner. 
The  right  ovary  was  the  seat  of  a  proliferating  surface  papillo- 
ma and  was  removed.  The  pelvis  was  washed  out  with  large 
quantities  of  saline  solution  and  packed  with  gauze,  the  lower 
end  of  which  was  passed  into  the  vagina  through  an  opening 
made  in  the  posterior  cul-de-sac.  The  incision  was  closed  by 
through-and-through  silkworm-gut  sutures.  The  pulse  at  the 
close  of  the  operation  was  weak  and  150,  but  the  patient  reacted 
promptly  to  subcutaneous  and  rectal  injections  of  saline  solution. 
For  three  days  following  the  operation  the  patient's  temperature 
was  high,  at  one  time  reaching  103°.  The  pulse  was  rapid,  but 
of  much  better  strength  than  before  the  operation.  Both  pulse 
and  temperature  gradually  fell  to  normal  and  the  patient  made 
a  good  recovery.  The  wound  healed  by  first  intention  and  the 
patient  left  the  hospital  twenty-seven  days  after  the  operation. 

Cultures  made  from  the  cystic  fluid  at  the  time  of  the  operation 
gave  no  growth.  The  slides  showed  albumin  granules,  cellular 
debris,  and  scattered  leucocytes. 

Pathological  Eeport,  Dr.  A.  S.  AYarthin.  Gross  Appearances. 
—"When  first  seen  tumor  was  in  four  per  cent  formalin.  Large 
monolocular  cyst  collapsed  and  empty,  so  that  exact  size  and 
weight  could  not  be  taken.  Wall  of  cyst  consists  of  a  thick  con- 
nective-tissue layer,  grayish-blue  in  color,  and  containing  many 
congested  blood  vessels.  The  inner  surface  of  the  cyst  is  soft 
and  cheesy  and  is  covered  with  a  light,  flocculent  precipitate 
easily  removed  from  the  surface  in  the  majority  of  places,  but 
occasionally  more  firmly  adherent. 

jl/icroscopic  — Sections  of  the  cyst  wall  show  a  thick  connec- 
tive-tissue wall  containing  many  large  and  dilated  vessels  filled 
with  blood.  The  inner  surface  of  the  wall  shows  an  advanced 
stage  of  simple  or  cheesy  necrosis;  outside  of  this  the  tissues  of 
the  wall  show  a  less  advanced  necrosis,  the  nuclei  still  staining 
but  showing  disintegration  of  chromatin.  Toward  the  outer 
surface  of  the  wall  the  nuclei  are  much  better  preserved.  There 
is  a  relatively  large  number  of  leucocytes  scattered  evenly 
throughout  the  wall,  but  not  in  such  numbers  as  to  suggest  an 
inflammatory  infiltration.  The  appearances  are  those  of  a  ne- 
crosing cyst  wall,  the  necrotic  process  beginning  on  the  inner 
surface  and  gradually  extending  outward.  The  light,  flocculent 
precipitate  on  the  inner  surface  consists  of  granular  necrotic 
material  containing  few  leucocytes. 
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Diagnosis. — Necrosis  of  cyst  wall,  probably  infarction  from 
disturbed  nutrition  caused  by  shutting-off  of  the  blood  supply 
through  twisted  pedicle. 

Before  attempting  the  explanation  of  certain  rather  puzzling 
features  of  this  case,  let  us  consider  for  a  moment  the  various 
ways  in  which  an  ovarian  cyst  may  become  infected. 

Ovarian  cysts,  like  the  other  tissues  of  the  body,  are  subject 
to  invasion  by  pathogenic  and  saprophytic  organisms.  When- 
ever these  former  organisms  enter  the  cyst,  whose  contents  serve 
as  a  good  culture  medium,  leucocytes  from  the  cyst  wall  will  be 
thrown  out  to  war  upon  the  multiplying  bacteria  and  we  have 
the  formation  of  pus  in  the  cyst  contents. 

Certain  organisms  have  been  definitely  identified  in  suppurat- 
ing ovarian  cysts.  In  Mangold's^  thesis  it  is  stated  that  Bumm^ 
in  1893  found  virulent  streptococci  in  a  suppurating  cyst  which 
he  removed  from  a  patient  confined  but  a  short  time  before. 
Tavel  and  Lanz"  identified  the  staphylococcus  in  the  pus  of  a 
suppurating  dermoid  cyst.  Herzfeld*  and  Bloch^  have  also 
found  the  same  organisms  in  purulent  cysts,  both  patients  dying 
soon  after  the  operation.  Lohlein'''  reports  the  case  of  a  woman 
of  32  from  whom  he  removed  an  ovarian  cyst  containing  tAvelve 
litres  of  pus.  The  cyst  was  intraligamentous  and  joined  to  the 
colon  by  dense  adhesions.  Bacteriologic  examination  of  the 
fluid  contents  showed  large  numbers  of  the  colon  bacillus. 
Menge^  reports  the  finding  of  the  colon  bacillus  in  two  cases 
of  suppurating  cysts  and  a  gas-producing  bacillus  in  another 
case.  Madelener^  has  collected  a  number  of  cases  of  infection 
of  ovarian  cysts  by  tubercle  bacilli.  Werth,^  Kummel.^°  Wals- 
berg,^^  Sudeck,^-  and  Pit 'ha"  have  reported  cases  of  suppurating 
cysts  containing  the  typhoid  bacillus. 

The  organisms  may  gain  access  to  the  cysts  in  various  ways : 

1.  They  may  pass  through  the  cyst  wall  either  from  the  peri- 
toneal cavit}^  or  from  some  other  adherent  viscus  rich  in  germs 
(intestine,  appendix,  bladder). 

2.  Through  the  circulation,  either  directly  through  the  arterial 
circulation  of  the  pedicle  or  by  way  of  the  venous  circulation 
after  the  formation  of  a  phlebitis— a  retrograde  infection. 

3.  Infection  may  take  place  by  way  of  the  lymphatics. 

4.  Germs  may  be  introduced  directly  into  the  interior  of  the 
cyst  by  aspiration  or  puncture  through  the  abdominal  wall  or 
vagina. 
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Certain  local  pelvic  or  abdominal  conditions  may  have  great 
influence  in  bringing  about  the  infection  of  a  cyst  of  the  ovary. 
It  has  long  been  known  that  ovarian  dermoids  are  particularly 
prpne  to  suppuration,  not.  as  pointed  out  by  Pfanuenstiel.^*  be- 
cause their  thick,  oily  contents  act  as  a  better  culture  medium, 
but  because  from  their  small  size  and  slow  growth  they  are  more 
liable  to  traumatic  changes.  As  a  result  of  the  violence  inflam- 
matory changes  arise,  resulting  in  adhesions  to  the  rectum  or 
other  portions  of  the  intestinal  tract.  The  conditions  then  be- 
come most  favorable  for  the  passage  of  putrefactive  and  patho- 
genic organisms  from  the  intestine  to  the  interior  of  the  cyst, 
with  a  resulting  suppuration  of  its  contents. 

As  in  the  case  just  reported,  it  is  not  uncommon  to  find  the 
appendix  adherent  to  the  cyst  wall  in  bland  as  well  as  suppurat- 
ing ovarian  cystic  growths.  Sutton^^  has  urged  the  importance 
of  the  appendix  in  the  production  of  adhesions  between  the  cyst 
wall  and  other  pelvic  organs,  and  Doran^"  has  described  six  such 
cases.  Swan^'  and  Wilkerhauser^'^  have  reported  recently  cases 
where  the  appendix  was  attached  to  suppurating  ovarian  cysts, 
and  the  latter  writer  thinks  the  suppuration  was  directlj''  caused 
by  the  position  of  the  inflamed  appendix.  Adhesions  to  the  in- 
flamed Fallopian  tube  and  an  infected  bladder  have  also  been 
assigned  as  cau.ses  of  suppurating  cystomata. 

It  has  long  been  known  that,  aside  from  the  danger  to  the 
woman  of  an  ovarian  tumor  obstructing  the  passage  of  the 
child  through  the  pelvis,  the  traumatisms  incidental  to  child- 
birth were  liable  to  give  rise  to  serious  lesions  in  the  tumor  itself. 
Even  if  the  trauma  does  not  result  in  a  rupture  of  the  tumor,  it 
may  pave  the  way  for  subsequent  infection  and  suppuration  of 
the  cyst  contents.  So  true  is  this  that  it  has  been  brought  for- 
ward prominently  as  one  of  the  arguments  in  favor  of  the  re- 
moval of  an  ovarian  growth  as  soon  as  it  is  discovered  in  the 
pregnant  woman. 

Another  important  relation  between  pregnancy  and  ovarian 
growths  nuist  not  be  lost  sight  of.  Cystic  tumors  of  the  ovary, 
especially  dermoids,  are  liable  to  undergo  twisting  of  their  pedi- 
cles either  at  the  beginning  of  pi-egnancy  or  after  the  birth  of 
the  child.  Sutton  quotes  Thornton's  statistics,  where,  out  of 
57  cases  of  axial  rotation.  14.  or  one- fourth,  occurred  during 
pregnancy. 

\Yhere  the  pedicle  of  an  ovarian  cyst  is  twisted  and  the  circu- 
lation   completely    shut    ofl'.    the    eouditions    would    seem    most 
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favorable  for  subsequent  infection  of  the  cyst  contents.  From 
a  shutting-off  of  the  circulation  a  necrosis  of  the  cyst  wall  occurs, 
followed  by  the  usual  chemical  changes.  But  the  cyst  and  its 
contents  remain  sterile  until  organisms  are  introduced  from 
without  by  one  or  more  of  the  different  routes  mentioned  above. 
Upon  the  advent  of  the  germs  into  the  necrotic  cyst  wall,  a  gan- 
grene or  suppuration  ensues  which  rapidly  proves  fatal  to  the 
patient,  either  before  or  after  the  extension  of  the  infective 
process  to  the  contents  of  the  cyst. 

No  one  who  has  read  Thomas  Keith's^"  classic  article  "On 
Suppurating  Ovarian  Cysts,"  published  nearly  thirty  years  ago, 
Avill  fail  to  be  impressed  by  the  disastrous  results  following  tap- 
ping of  ovarian  cysts.  This  bold  surgeon  was  unable  to  set 
aside  entirely  the  prejudice  of  the  time  against  the  removal  of 
ovarian  cysts  except  as  a  last  resort,  but  was  accustomed  to  re- 
lieve his  patients  temporarily  by  tapping.  Infection  resulted 
in  a  large  proportion  of  the  cases,  and  at  subsequent  tappings 
pailfuls  of  pus  were  withdrawn.  One  case  particularly  is  worthy 
of  mention,  not  merely  as  an  example  of  infection  following  tap- 
ping, but  as  an  illustration  of  recovery  of  a  patient  from  an  ap- 
parently hopeless  condition.  After  the  removal  of  a  pailful 
of  pus  from  a  woman  of  27  who  had  been  tapped  previously,  a 
rupture  of  the  cyst  into  the  peritoneal  cavity  occurred.  Keith 
turned  the  nearly  unconscious  woman  on  her  side,  opened  the- 
abdomen  just  above  the  umbilicus,  and  evacuated  two  basinfuls 
of  pus  and  fibrinous  clots.  The  wound  yyas  brought  together 
by  a  safety  pin,  and  two  weeks  later  he  removed  the  suppurating 
cyst  and  the  woman  recovered.  The  conviction  is  forced  upon 
one  that  in  1872  the  bacteria  were  less  virulent  than  they  are 
to-day.  In  fact,  I  may  say  that  as  yet  I  am  unable  to  explain 
Keith's  results  except  on  the  supposition  that  in  some  of  his 
cases  he  was  not  dealing  with  suppurating  cysts.  Yet  his  obser- 
vations are  above  criticism  from  a  clinical  standpoint.  There 
were  only  two  deaths  out  of  twelve  patients  from  whom  he  re- 
moved suppurating  ovarian  cysts,  ten  acute  and  two  chronie 
cases— a  result  any  surgeon  to-day  would  be  justly  proud  of. 

This  leads  us  directly  to  the  consideration  of  the  case  I  have 
just  reported  in  detail.  From  the  macroscopic  appearances 
alone  I  had  no  hesitation  in  declaring  that  the  aspirated  fluid 
was  pus,  and  even  when  cover-glass  smears  showed  the  fluid 
sterile  I  gave  a  poor  prognosis  for  the  case.  Yet  I  am  convinced, 
after  careful  microscopic  examination  of  the  fluid,  and  since  re- 
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ceiving  Dr.  Warthin  's  report  on  the  cyst  wall,  that  the  fluid  was 
not  pus  at  all.  The  gross  appearances  so  closely  simulating 
pus  were  the  result  of  the  necrotic  changes  in  the  epithelial 
lining  of  the  cyst.  This  resulted  in  cloudy  swelling  and  fatty 
degeneration  of  the  epithelial  cells  of  the  cyst  to  such  a  degree 
that  the  presumably  clear  cyst  fluid  changed  to  the  appearances 
met  Avith  at  the  operation.  If  pyogenic  micro-organisms  had 
gained  access  to  the  cyst  contents,  or  even  to  the  cyst  wall,  puru- 
lent changes  would  have  resulted ;  but  such  was  not  the  case,  as 
the  scarcity  of  leucocytes  in  the  fluid  contents  and  their  relatively 
small  numbers  in  the  necrotic  wall  showed  clearly.  Moreover, 
cultures  from  the  fluid  showed  no  growths.  The  temperature 
prior  to  operation  was  due  to  the  absorption  of  the  products  of 
chemical  changes  in  the  necrotic  cyst  wall,  due  to  the  twist  in 
the  pedicle,  and  not  to  septic  absorption. 

Have  we  not  here  an  explanation  of  certain  cases  recovering 
after  the  removal  of  cysts  with  presumably  purulent  contents? 
I  do  not  mean  to  infer  that  all  cases  ending  in  recovery  are  of 
this  nature,  but  certainly  it  is  fair  to  assume  that  the  case  I 
have  recorded  has  been  duplicated  perhaps  many  times.  It  is 
significant  to  note  that  those  cases  of  suppurating  ovarian  cysts 
shown  by  bacteriologic  examination  to  contain  pathogenic  micro- 
organisms have  nearly  all  ended  fatally,  even  where  the  utmost 
care  was  exercised  in  their  removal.  The  question  which  has 
just  been  raised  can  never  be  definitely  settled  until  we  have 
at  our  command  a  greater  number  of  cases  where  complete 
microscopic  and  bacteriologic  examinations  have  been  employed. 

The  natural  history  of  suppurating  ovarian  cysts,  especially 
dermoids,  shows  that  they  are  prone  to  empty  into  some  neigh- 
boring viscus,  rectum,  vagina,  bladder,  or  even  the  ureter. 
Keith  reports  one  case  where  the  rupture  occurred  near  the  um- 
bilicus and  ended  in  recovery  after  a  long  period  of  suppuration. 
Herman  has  collected  a  very  interesting  series  of  eases  of  sup- 
purating dermoids  emptying  into  the  viscera  mentioned,  with 
recovery  in  the  majority  of  cases,  either  with  or  without  aid. 
Such  an  abscess  cavity,  just  as  in  the  case  of  a  tubal  abscess,  wil) 
be  obliterated  eventually,  provided  the  rupture  has  taken  place 
low  down  in  the  cyst  wall,  so  that  good  drainage  is  established. 
If  the  opening  be  high  up  there  will  be  a  residual  amount  of  pus 
with  a  continuance  of  the  symptoms.  Is  it  not  well  to  profit  by 
this  well-known  fact  and  make  use  of  a  vaginal  incision  and 
drainage  in  suppurating  cysts,  at  least  for  those  within  the  limits 
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of  the  pelvis  ?  In  fact.  I  imagine  that  oftentimes  this  treatment 
has  been  instituted  for  a  supposed  pelvic  abscess  when  in  reality 
the  pathologic  condition  was  an  infected  cyst.  It  maj^  be  a  ques- 
tion Avhether  treatment  by  vaginal  incision  should  be  employed 
for  large  suppurating  cj^sts.  those  which  rise  much  above  the 
pubes.  Here  we  find  extensive  adhesions,  and  it  is  expecting 
too  much  that  such  an  enormous  sac,  thus  handicapped,  should 
collapse  and  recovery  ensue.  But  these  objections  do  not  hold 
in  the  case  of  smaller  cysts.  By  the  vaginal  incision  we  would 
probably  avoid  the  infection  of  the  peritoneum  with,  in  the 
majority  of  instances,  organisms  virulent  enough  to  give  rise  to 
general  peritonitis.  A  life  saved  in  this  manner  is  worth  dozens 
of  brilliant  abdominal  enucleations  resulting  in  the  death  of  the 
patients. 

The  objections  to  this  mode  of  treatment  are  well  known  to  us 
all.  It  is  incomplete  surgery  and  one  shrinks  from  it.  So  did 
we  shrink  from  vaginal  incision  for  pus  tubes  until  we  found 
that  in  certain  cases,  by  adopting  this  treatment,  we  could  save 
more  lives  than  by  the  bolder,  more  spectacular,  but  deadlier 
enucleation  by  the  abdominal  route.  To  the  objection  that  the 
lining  membrane  of  a  dermoid  and  a  pus  tube  are  essentially 
different  and  that  the  former  would  not  heal  so  long  as  any 
epithelial  tissue  remained,  I  would  reply  that  a  study  of  Her- 
man's cases  of  suppurating  dermoids  shows  that  these  cysts  do 
heal  even  when  free  dependent  drainage  was  not  established. 
Much  more  so  would  be  the  case  if  modern  methods  were  em- 
ployed in  making  the  vaginal  incision. 

I  beg  to  submit  the  following  conclusions: 

1.  Suppuration  of  an  ovarian  cyst  is  a  most  serious  compli- 
cation and  is  productive  of  a  high  mortality,  with  or  Avithout 
operative  interference. 

2.  The  contents  of  every  suppurating  cyst  of  the  ovary  should 
be  subjected  to  searching  microscopic  and  bacteriologic  examin- 
ation, in  order  that  more  light  may  be  shed  upon  the  etiology 
and  pathology  of  the  condition. 

3.  There  is  good  reason  for  the  supposition  that  certain  ova- 
rian cysts  reported  as  suppurating  did  not  in  reality  contain 
pus,  but  that  the  gross  appearances  were  due  to  certain  changes 
in  the  fluid  contents  as  a  result  of  necrotic  changes  in  the  cyst 
wall. 

4.  When  suppurating  cysts  of  the  ovary,  shown  definitely  to 
contain  pathogenic  bacteria,  have  been  removed  bv  the  abdom- 
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inal  ruLite.  the  majority  of  the  patients  have  died  of  general 
peritonitis. 

5.  Hence  better  results  may  be  expected  from  vaginal  incision 
ajad  drainage  in  similar  cases  when  the  suppurating  cyst  does 
not  reach  much  above  the  limits  of  the  pelvis,  since  the  liability 
of  contaminating  the  pelvic  peritoneum  will  be  greatly  dimin- 
ished. 
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VARYING  VIEWS  CONCERNING  THE  HISTOLOGY  OF  TUBAL  GESTATION. 

The  Decidua.— In  the  uterus  the  ovum  descends  by  a  centrif- 
ugal process  into  a  well-developed  decidua,  which  is  gradually 
divided  into  a  superficial  compact  layer  and  a  deeper  spongy 
glandular  layer.  Concerning  the  existence  of  a  tubal  decidua, 
however,  opinions  differ.  Webster's  view  that  a  compacta  and 
spongiosa  are  formed  receives  no  support.  Wyder  found,  in  one 
case,  decidua  in  the  periphery  of  the  region  occupied  by  the 
ovum.  Mandl  describes  decidua  cells  in  the  placental  area, 
while  Veit  found  decidua  cells  not  only  at  the  placental  site  but 
at  a  distance  from  it  on  the  opposite  Avail.  In  his  eight  closely 
examined  cases  Prochownik  describes  decidua  cells  and  in  one  a 
well-developed  decidua.  Abel  found  a  well-marked  decidua 
about  an  ovum,  especially  in  the  region  of  the  placenta.  Hi& 
statement  is  positive,  since  he  compared  it  microscopically  with 
the  decidua  cast  out  from  the  uterus. 

On  the  other  hand,  Aschoff  found  none  at  the  placental  site, 
Kiihne  describes  only  a  pseudo-decidua  consistiitg  of  fibrin,  con- 
nective tissue,  and  invading  ectoderm  cells.  Though  slight  de- 
cidual changes  may  occur  at  the  placental  area,  the  cells  which 
have  been  2'>reviously  described  as  decidual  are  considered  by 
him  to  be  the  cells  of  Langhans,  and  Uie  same  view  is  shared  by 
Aschoff  and  Ulesko-Stroganowa.  In  most  cases  fibrin  masses, 
blood,  villi,  and  cells  which  at  least  look  like  decidua  cells,  but 
which  many  consider  to  be  trophoblast  cells,  are  to  be  found.  It 
is  a  fact,  however,  that  at  the  area  of  greatest  pressure  the  so- 
called  decidua  is  often  thinned  to  a  decided  extent. 

Veit  in  turn  considers  the  so-called  cells  of  Langhans  to  be, 
in  the  peripheral  areas,  decidual  cells.     Though  he  finds  cells  of 

'Continued  from  p.  623,  May  Journal. 
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the  layer  of  Lan^fhans  in  the  maternal  vessels,  yet  they  are  not 
connected  with  like  cells  about  the  vessels.  There  is  an  absence 
of  like  cells  between  the  vessels  arid  the  serotinal  surface.  While 
granting  that  the  resemblance  is  great,  he  considers  those  inter- 
stitial cells  present  in  the  peripheral  areas  about  the  ovum  to  be 
decidual,  and  concludes  that  the  connective  tissue  in  the  circum- 
ference of  the  intervillous  space  in  tubal  gestation  undergoes 
decidual  change,  only  that  this  layer  is  very  much  thinner  than 
in  the  uterus. 

Etnheddmg  of  the  Ovum,  and  the  lieflexa  or  Capsularis.—A 
considerable  difference  of  opinion  exists  as  regards  the  reflexa. 
Wyder  found  none  in  his  case  and  the  ovum  was  only  loosely  at- 
tached. Abel  found  no  capsularis  and  most  of  the  villi  were 
free  and  only  few  were  adherent.  Werth  described  sections  of 
a  tube  in  which  the  ovum  had  settled  at  the  height  of  a  tubal 
fold.  Werth  described,  in  another  case,  a  capsule  containing 
muscle  fibres  passing  out  at  the  base  from  the  muscular  fibres  of 
the  tube  wall.  The  external  covering  of  the  capsule  consisted  of 
epithelium.  According  to  Kreisch,  the  capsule  may  consist  of 
united  folds.  He  described  the  presence  of  a  reflexa  in  three 
cases,  however,  which  was  not  composed  of  tubal  folds.  In  a 
specimen  examined  eight  days  after  conception  a  reflexa  was 
found  by  him.  The  formation  of  a  pseudo-reflexa  readily  takes 
place  if  the  ovum  is  embedded  in  a  thick  system  of  folds.  Others 
believe  that  in  many  cases  a  capsule  consisting  of  longitudinal 
muscle  fibres  and  mucosa,  with  no  epithelium  on  the  inner  side,  is 
of  frequent  occurrence. 

Aschoft'  and  Fiitli  make  it  evident  that  the  ovum  makes  its 
way  down  into  the  mucosa,  as  is  the  case  in  the  uterus,  and  that 
it  extends  even  further  deeply  into  the  muscular  wall.  It  is 
then  covered  laterally  by  the  inner  layers  of  the  mjiscularis  and 
by  the  mucosa,  which  are  pushed  over  it,  forming  a  capstdaris 
and  bounding  the  intervillous  space.  In  several  closely  exam- 
ined cases  the  ovum  has  been  found  almost  under  the  entire 
thickness  of  the  tubal  Avail,  lying  directly  on  the  vessels  of  the 
ligamentum  latum.  Muscle  fibres  are  absent,  however,  at  the 
summit  of  this  resulting  capsule.  In  another  case  the  ovum  was 
nearly  extratubal,  lying  between  the  muscularis  of  the  tube  and 
the  muscle  fibres  of  the  ligamentum  latum.  The  ovum  was,  of 
course,  separated  from  the  lumen  by  the  mucosa  and  by  muscle 
fibres.  At  the  apex  of  this  capsularis  there  was  considerable 
thinning,  but  the  epithelium  upon  the  mucosa  was  intact.     Such 
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a  development  would  explain  tlie  so-called  pseudo-intraliga- 
mentons  cases  of  Kiistner.  The  capsule  has  been  fonnd  in  some- 
cases  to  be  lined  with  the  cells  of  Langhans. 

Intervillous  Space.— It  the  capsule  be  composed  of  folds,  ac- 
cording to  Kreisch,  they  may  be  so  firmly  united  that  an  inter- 
villous space  may  exist.  In  Abel's  case  the  space  between  the 
chorion  frondosum  and  the  decidua  Avas  larger  than  at  any  other 
point;  adherent  villi  extended  into  the  decidua,  but  most  of  the- 
villi  were  found  free  in  the  space.  The  vessels  of  the  decidua 
opened  directly  into  these  intervillous  spaces,  which  contained 
blood.  According  to  Aschoff,  the  centrifugal  descent  of  the 
ovum  makes  the  existence  of  an  intervillous  space  easy.  Veit, 
in  a  well-preserved  non-interrupted  case,  found  a  iccll-developed' 
intervillous  space  in  tvhich  hloocl  circulated,  and  traced  a  vein' 
containing  villi  into  this  common  intervillous  space.  Kiihne,  oD' 
the  other  hand,  considers  the  invasion  of  the  blood  vessels  by  the 
villi  to  be  pathological,  and  does  not  consider  the  existence  of  an- 
intervillous  space  probable,  because  in  eight  cases  he  found  nO' 
reflexa.  Since  Von  Both  collected  84  cases  of  ectopic  gestation 
with  viable  fetus,  an  intervillous  space  must  have  been  present. 

Villi.— Ahel,  as  stated  before,  finds  a  decidua  vera  in  the  per- 
ipheral areas  of  the  ovum ;  the  villi,  however,  he  found  to  extend 
only  up  to  the  muscle.  Leopold  and  others,  on  the  contrary,  find 
the  villi  extending  deeply  into  the  muscular  wall  of  the  tube. 
The  villi  are  covered  with  two  layers.  At  their  ends  are  pillar- 
like groups  of  cells  growing  into  the  wall,  between  the  muscle- 
fibres,  and  representing  extensions  of  the  trophoblast.  The  cells 
of  Langhans  growing  into  the  muscle  and  uniting  with  it  form 
the  so-called  Saugeplatte.  It  is  witli  this  layer  that  the  villi  unite 
through  the  cell  groups  found  at  the  ends.  These  complexes  of 
cells  of  Langhans  and  syncytium  speak  for  the  fetal  nature  of 
the  latter,  and  the  pillar-like  groups  are  simply  groups  of  tro- 
phoblast not  yet  reached  by  the  mesoderm. 

Abel  found  most  of  the  villi  free  and  only  some  adherent  to 
the  decidua.  As  they  did  not  enter  into  the  muscle,  the  connec- 
tion was  not  a  close  one.  Wyder  removed  an  ovulum  in  its  en- 
tirety from  a  tube  and  later  examination  showed  no  villi  extend- 
ing through  the  decidua  to  the  muscle.  Kiihne,  Ulesko-Stro- 
ganowa,  and  others  find  that  the  cells  of  Langhans  extend  active- 
ly into  the  submucous  tissue  and  into  the  muscle  bundles,  and' 
believe  that  these  are  the  cells  which  are  often  mistaken  for  de- 
cidual cells.     It  is  upon  them,  as  upon  the  compacta  of  the- 
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uterus,  that  the  villi  grow.  At  the  same  time,  they  may  extend 
entirely  up  to  the  serosa  of  the  tube. 

As  just  mentioned,  the  villi  may  extend  up  to  the  serosa,  and 
perforations  of  the  wall  covered  by  thrombi  have  been  frequently 
found.  Kiihne  describes  cells  which  have  entered  the  serotinal 
veins.  In  the  vessel  spaces  under  the  pseudo-decidua  he  finds 
free  cells  whose  character  proves  them  to  be  pseudo-deeidual 
elements.  He  considers  these  cells  to  have  entered  through  the 
vessel  walls.  j\Iandl  found  decidual  cells  in  the  vessels  and  be- 
lieves that  they  have  passed  out  of  the  surrounding  tissue  into 
the  lumen.  Other  cells  in  the  same  location  he  views  as  prolif- 
erated endothelium.  Cornil  found  syncytial  elements  in  the  ves- 
sels and  considers  them  decidual  cells  which  have  entered  through 
the  vessel  walls.  Other  investigators,  hold  that  the  cells  of  Lang- 
hans  grow  directlj'  into  the  submucous  tissue  and  into  the  muscle 
bundles,  and  that  these  cells  may  penetrate  the  vessels  and  open 
them  as  in  the  vterine  compacta.  They  describe  the  villi  as  fol- 
lowing the  course  of  these  cells  of  Langhans  into  the  muscularis, 
up  to  the  serosa  and  through  the  serosa,  which  latter  perfora- 
tions are  usually  covered  by  thrombi.  Aschoff,  Ulesko-Strogan- 
owa,  Leopold,  and  others  have  described  villi  as  perforating  the 
vessel  walls. 

Deportation  .—By  Veit  a  quite  different  theory  is  given,  how- 
ever, to  explain  the  presence  of  fetal  cells  and  villi  in  the  muscu- 
lar wall  of  the  tube.  In  discussing  the  relation  of  the  oviim  to 
the  uterus,  Heinz  considers  that  the  fetal  tissues  grow  into  the 
maternal  structures  and  says  that  the  maternal  glands,  vessel 
walls,  and  tissues  are  eaten  up  hy  the  villi.  Cornil  considers  that 
the  ovum  in  an  extrauterine  gestation  not  only  does  the  same, 
hut  follows  a  course  resembling  that  of  a  uterine  chorioma. 
"While  Veit  may  grant  the  correctness  of  such  a  view  in  patho- 
logical conditions,  he  does  not  believe  it  justifiable  to  consider  it 
the  usual  course. 

In  the  ease  of  a  normal  uterine  gestation,  villi  do  not  project 
into  the  arterial  openings  of  the  intervillous  space.  They  do, 
however,  project  normally,  not  only  in  the  border  sinuses  but  at 
all  the  serotinal  points,  into  the  veins  alone.  The  villi  are  of 
normal  structure  and  often  so  numerous  that  they  occlude  the 
vein  lumina.  They  are  frequently  very  long  and  follow  the 
course  of  the  veins  to  a  considerable  distance.  In  the  uterus, 
villi  are  thus  found  in  direct  contact  with  the  uterine  muscle, 
or,  better,  in  the  veins  of  the  uterine  muscle.    The  same  is  true  in 
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tubal  gestation.  Whether  this  occurs  in  all  cases  or  not  cannot 
be  positively  stated  (Veit). 

Veit  believes  that  cells  in  the  periphery  of  the  ovum  enter 
at  an  early  period  into  the  peripheral  veins.  In  normal  gesta- 
tion the  uterus  grows  as  much  as  the  ovum  needs,  and  the  ovum 
as  much  as  the  uterus  permits.  Later,  as  soon  as  the  ovum  in 
the  uterus  has  attained  a  certain  size  and  the  edge  of  the  placenta 
extends  laterally,  another  process  is  added  to  that  of  general 
growth.  This  process  is  brought  about  by  the  villi  which  pro- 
ject into  the  serotinal  veins.  If  a  villus  enters  a  vein  it  generally 
remains  in  contact  with  the  periphery  of  the  ovum  and  grows 
further  in  its  length  as  well  as  in  its  circumference.  In  its 
growth  it  dilates  the  lumen  of  the  vein  so  decidedly  that  its 
serotinal  portion  is  everted  and  taken  up  into  the  general  inter- 
villous space.  On  either  side  endothelium  then  extends  for  a 
short  distance  upon  the  serotinal  surface.  In  the  uterus,  nor- 
mally, only  cells  of  the  ovum  or  of  the  villi  are  loosened  and 
pass  on  into  the  veins,  but  the  villi  themselves,  as  a  rule,  remain 
in  contact  with  the  ovum.  In  uterine  gestation  the  entire  endo- 
metrium becomes  deciduous,  and,  therefore,  decidua  cells  are 
found  in  the  periphery  of  these  vessels  which  contain  villi. 
In  the  peripheral  region  of  the  Avell-preserved  tubal  sac  Veit 
found  free  villi  in  a  vein.  Series  sections  sliowed  this  vein  to  en- 
ter into  the  intervillous  space.  Therefore  the  villi  were  no  longer 
connected  with  the  ovum.  This  occurrence,  whereby  syncytium 
and  villi,  loosened  from  all  connection  with  the  ovum,  are  found 
in  the  veins,  is  given  by  Veit  the  name  deportation. 

Veit,  then,  explains  the  descriptions  of  Aschoff,  Fiith,  Cornil, 
and  Ulesko-Strogauowa,  Avho  find  a  destruction  of  the  tube  wall 
and  an  invasion  of  vessels  by  the  villi,  on  the  theory  of  deporta- 
tion through  the  veins. 

Veit  does  not  believe  that  the  fetal  cells  possess  the  power  of 
wandering,  because  he  finds  the  cells  of  Langhans  in  a  vessel 
but  no  such  cells  about  it.  Therefore,  in  his  opinion,  the  cells 
have  not  perforated  the  vessel  because  none  are  present  in  the 
connective  tissue.  Veit,  however,  forgets  that,  in  addition  to  de- 
portation, a  wandering  of  cells  and  a  perforation  of  the  vessels 
does  occur. 

Veit  denies  that  the  cells  of  the  fetus  wander  into  the  connec- 
tive tissue.  We  know  that  cell  groups  go  gradually  over  into 
the  cells  of  Langhans  on  the  villi,  while  on  the  other  side  they  are 
either  separated  from  the  decidua  by  fibrin,  or  else  the  cells  pass 
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gradually  into  the  decidua  with  such  a  resemblance  to  the  latter 
cells  that  it  is  difficult  to  differentiate  them. 

Veit  does  not  believe  that  the  cells  of  Langhans  in  the  per- 
iphery of  the  tube  look  different  from  those  which  are  near  the 
villi.  He  found  at  the  area  of  the  tubal  vera  a  few  changed 
connective-tissue  cells  and  considers  them  to  be  a  beginning 
stage  of  a  dtcidua  vera.  In  the  periphery  he  saw  cells  about  the 
vessels  differing  somewhat  in  appearance  and  stain  from  the 
cells  of  Langhans,  and,  since  they  are  like  the  above-mentioned 
vera  cells,  he  considers  them  decidual.  In  this  connection  he 
overlooks  the  power  of  the  trophoblast. 

Where  the  cell  groups  enter  the  decidua  he  sees  a  certain  form 
of  cells.  At  other  points  where,  in  series  sections,  no  villi  enter 
the  serotina  he  finds  the  same  cells.  Therefore  either  the  cells 
of  Langhans  can  wander  in  all  directions  or  else  a  decidual 
change  is  present,  and  he  believes  the  latter  to  be  the  case  and 
states  that  a  decidua  exists,  but  much  less  than  in  the  uterus. 

Conclusions.— /»  the  uterus  there  takes  place  a  centrifugal 
descent  of  the  ovum  on  a  spot  free  of  epithelium.  The  compact 
layer  of  the  decidua  forms  the  enveloping  zone.  There  is  an 
early  connection  between  the  maternal  Mood  and  the  fetal  cells  in 
the  form  of  a  trophoblast  which  is  a  product  of  the  ectoderm. 
The  trophoblast,  at  points,  extends  far  into  the  compacta  and 
the  cells  have  a  decided  power  of  wandering.  The  trophoblast 
is  changed  to  syncytium  through  the  corrosive  action  of  the 
blood.  The  opening  of  the  maternal  vessels  occurs  even  before 
villi  are  formed,  and  at  this  and  at  all  subsequent  stages  fetal 
cells  enter  the  maternal  circulation.  The  primary  enveloping 
zone  becomes  the  subsequent  intervillous  space.  Neither  the 
uterine  epithelium  nor  the  maternal  endothelium  play  any  part 
i)i  the  formation  of  the  syncytium.  No  reftexa  is  formed,  but 
through  the  descent  of  the  ovum  a  capstdaris  results.  The  ovum, 
ilirvugJt  its  trophoblast  cells  and  villi,  invades  and  destroys  the 
maternal  decidua.  The  fibrin  layer  of  Niiabuch  and  the  thick- 
ness of  the  decidua  prevent  the  extension  of  the  villi  too  deeply 
into  the  wall. 

In  the  tube  we  find  no  division  into  tAvo  layers,  as  is  the  normal 
in  the  uterus.  In  fact,  no  decidua  is  formed.  There  is  an  ab- 
sence of  the  thin- walled  decidual  vessels,  and  the  muscularis,  if 
at  all.  is  only  slightly  hypertrophied.  We  are  only  anticipating 
the  results  of  our  investigations  when  we  say  that,  with  the  ex- 
ception of  the  absence  of  the  decidua  and  an  enveloping  zone 
52 
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composed  of  conipacta,  the  processes  of  gestation  in  the  tube  are 
the  same  as  those  in  the  uterus,  modified  only,  as  ive  ivoidd 
naturally  expect,  hy  the  absence  of  the  decidua  and  the  thin- 
ness of  the  tube  wall. 

The  varying  differences  of  opinion  are  due  to  four  causes : 

1.  Ova  of  different  states  of  preservation  have  given,  quite 
naturally,  different  pictures. 

2.  Ova  of  very  different  ages  have  been  described  and  com- 
pared without  taking  this  fact  into  consideration. 

3.  As  in  the  uterus,  but  even  more  so,  the  differentiation  be- 
tween fetal  and  maternal  cells  has  been  almost  overlooked,  so 
that  trophoblast  cells  have  been  viewed  as  decidual.  The  ability 
of  the  fetal  cells  to  wander,  to  invade  the  tube  wall,  and  to  per- 
forate the  vessels  has  been  granted  by  only  a  few  investigators. 

4.  The  fact  that  there  are  several  forms  which  the  ovum  fol- 
lows in  its  embedding  in  the  tube  has  almost  entirely  escaped 
attention. 

5.  While  Veit's  deportation  is  an  accepted  fact,  he  leaves  out 
of  consideration  the  processes  of  "cell  wandering"  and  ''vessel 
invasion. ' ' 

How  nearly  and  hoAv  closely  in  all  important  details  the  his- 
tology of  tubal  gestation  may  resemble  the  course  of  uterine  ges- 
tation, will  be  seen  in  the  following  pages. 

{To  he  continued.) 


THE  CHOICE  OF  OPERATIONS  FOR  THE  RELIEF  OF 
RETRODISPLACEMENTS  OF  THE  UTERUS.^ 


JOSEPH  TABER   JOHNSON,   M.D., 
Washington,  D.  C. 


The  treatment  of  displacements  of  the  uterus  from  a  medical 
and  mechanical  standpoint  is  about  as  unsatisfactory  now  as  it 
was  one  hundred  years  ago.  Very  little  advance  has  been  made 
in  all  these  years  in  the  more  successful  use  of  drugs  or  in  the 
combination  of  injections,  douches,  or  suppositories.  The  me- 
chanical treatment,  while  of  more  or  less  temporary  use  as  a  make- 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
February  7,  1902. 
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shift,  has  comparatively  few  permanent  cures  whicli  can  be  set 
cloAvn  to  its  credit.  Pessaries,  of  the  thousand-and-one  ditt'ei-ing 
varieties,  when  successfully  fitted,  aft'ord  much  relief  in  some 
ca.sQs,  and  do  much  harm  when  worn  too  continuously  in  another 
class  of  cases.  Probably  the  same  can  be  said  of  pessaries  as  is 
often  said  of  ^^•hiskey,  opium,  and  tobacco — that  the  world  would 
be  just  as  well  or  even  better  off  to-da}^  if  they  had  never  been 
heard  of. 

A  properly  selected  pessary,  which  is  neither  too  long  nor  too 
Avide;  one  that  does  not  painfully  press  against  a  tender  ovary, 
bladder,  or  rectum;  one  that  will  not  slip  down,  turn  about  in  the 
vagina,  or  fall  out :  one  which  causes  no  disagreeable  discharge 
and  which  produces  no  l)aekache;  one  which  does  not  interfere 
with  micturition,  defecation,  irrigation,  or  copulation,  may  and 
frequently  does  bring  about  a  great  improvement  in  the  symp- 
toms of  a  victim  of  a  uterine  prolapse  or  version.  Occasionally 
we  meet  a  patient  who  tells  us  she  has  worn  these  mechanical  sup- 
ports, with  only  occasional  rests,  for  periods  of  five,  ten,  or  even 
twenty  years,  rather  than  submit  to  the  supposed  horrors  of  an 
anesthetic  and  the  surgeon's  knife.  AYe  very  frequently  hear 
the  opposite  story,  however:  that  they  are  tired  and  disgusted 
with  the  necessity  for  more  or  less  constant  treatment  in  doctors' 
offices  with  local  applications — electricity,  insertions  of  tampons 
and  pessaries — while  their  lives  are  made  a  burden  at  home  by 
the  frequent  necessity  for  antiseptic  and  astringent  douches. 
Many  objections  are  also  made  to  carrying  out  the  advice  of  their 
medical  attendants  in  regard  to  what  they  ought  and  what  they 
ought  not  to  do.  They  object  to  the  necessary  advice  in  regard 
to  diet,  exercise,  sleep,  management,  control,  environment. 

One  cause  of  failure,  which  we  have  all  had  many  times  illus- 
trated in  cases  seen  in  consultation,  is  the  too  early  introduction 
of  pessaries,  before  pelvic  tenderness  had  been  relieved  by  appro- 
priate treatment  or  successful  attempts  had  been  made  to  replace 
the  uterus. 

AYhile  we  know  that  a  I'Ctroversion  or  a  prolapse  is  in  all  cases 
the  result  of  some  discoverable  cause,  we  very  frequently  see 
cases  where  vigorous  and  long-continued  attempts  have  been 
made  to  cure  the  effect  instead  of  the  cause  of  all  the  trouble. 

]\rost  displacements  are  the  result  of  the  operation  of  one  or  thc 
other  of  two  sets  of  influences,  to  wit,  influences  which  have  in- 
creased the  size  and  weight  of  the  uterus  above  the  normal,  or 
influences  which  have  weakened  the  power  and  strength  of  its 
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supports.  To  introduce  tampons  or  pessaries  with  the  hope  of 
bringing  about  a  cure  when  the  uterus  was  abnormally  large  and 
heavy  would  be  just  as  delusive  as  to  expect  these  agencies  to 
permanently  relieve  a  patient  whose  uterine  supports  were  in  a 
condition  of  sul)involution.  We  frequently  find  that  the  removal 
of  the  cause  of  the  displacement  renders  further  treatment  of  its 
symptoms  or  effects  unnecessary,  while  the  opposite  course  of 
placing  the  cart  before  the  horse  results  as  disastrously  in  gyne- 
cology as  it  does  in  the  more  peaceful  pursuit  of  agriculture. 

While  the  prognosis  in  displacements  of  the  uterus  is  pretty 
generally  admitted  to  be  unfavorable,  there  are  many  cases  which 
can  be  cured,  radically  and  permanently,  by  a  resort  to  surgical 
procedures.  This  is  becoming  so  generally  known  among  the  peo- 
ple that  hardly  a  week  passes  in  the  practice  of  a  busy  gynecol- 
ogist that  he  is  not  asked  by  the  patient  or  some  of  her  friends  if 
there  is  not  a  shorter,  less  disagreeable,  and  more  permanent  cure 
by  surgical  methods  than  to  continue  on  in  the  same  old  way  witls 
■douches,  tampons,  pessaries,  and  a  rest  fi'om  pretty  much  every- 
thing which  a  woman  wants  to  do. 

After  these  rather  discursive  and  general  remarks  on  displace- 
ments and  their  ineffective  and  unsatisfactory  treatment,  to  both 
])hysician  and  patient,  by  the  methods  mentioned,  I  beg  now  to 
draw  your  attention  more  explicitly  and  technically  to  the  choice 
of  surgical  procedures  for  the  cure  of  one  variety  of  displacement, 
known  and  described  in  our  text  books  as  retrodisplacements  of 
the  uterus. 

This  particular  form  of  displacement,  while  frequently  existing 
alone,  as  the  result  of  a  fibroid  growth  in  the  posterior  wall  of  the 
uterus  or  some  similarly  operating  causative  influence,  is  most 
usually  found  associated  with  one  of  the  degrees  of  prolapsus. 
'We  have  in  these  a  double  set  of  symptoms  and  consequently  an 
emphasized  indication  for  early  and  radical  relief.  These  com- 
bined indications  are  generally  the  consequence  of  relaxed  uterine 
supports;  although  we  occasionally  find  associated  increased 
weight,  but  this  is  as  often  the  result  rather  than  cause  of  the 
retroversion.  When  a  uterus  of  perfectly  normal  weight  and 
size  has  become  retroverted  and  prolapsed  on  account  of  weak- 
ened and  relaxed  supports,  it  generally  becomes  enlarged  and 
boggy  in  consequence  of  interference  with  its  circulation  and 
drainage.  Associated  with  these  conditions  we  frequently  find 
a   resulting   endometritis   and   dysmenorrhea    with    tJtcir   added 
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train  of  troublesome  symptoms,  all  of  which  are  swept  away  by  a 
permanent  cnre  of  the  displacement. 

A  costly  error  is  sometimes  made  by  operating  for  the  cure  of 
uterine  displacements  before  associated  and  resultant  conditions 
are  removed  by  appropriate  treatment.  Surgical  procedures 
now  to  be  discussed  and  recommended  could  not  and  would  not 
succeed  if  hastily  resorted  to  before  the  cause  of  the  original  dis- 
placement had  been  removed.  For  example,  if  the  uterus,  vagina, 
and  supporting  ligaments  were  in  a  condition  of  subinvolu- 
tion, immediate  operation  by  what  is  known  as  Alexander's  or 
Kelly's  method  would  not  prove  a  success.  It  would  only  be  pos- 
sible to  cure  by  first  relieving  the  subinvolution  by  such  appro- 
priate treatment  as  dilatation  and  curettage,  and  restoring  tone 
and  contractility  to  the  over-stretched  ligaments  by  tonics,  rest, 
hot  douches,  electricity,  massage,  etc.  If  a  lacerated  cervix  e:s- 
isted,  trachelorrhaphy  should  be  performed  as  one  of  the  pre- 
liminary and  preparatory^  steps  to  the  curative  operation.  If  the 
perineum  had  been  lacerated,  or  such  a  relaxed  vaginal  outlet  was 
present  as  permitted  a  cystocele  and  rectoeele,  these  lesions 
should  have  been  previously  restored  by  the  necessary  plastic 
surgery.  Or,  if  the  patient  could  stand  it  and  there  were  con- 
trolling reasons  for  saving  time,  all  these  operations  could  be 
done  at  one  sitting.  Notwithstanding  the  successful  perform- 
ance of  all  this  surgical  woi-k.  the  aid  of  rest,  a  quiet  life,  and  a 
pessary  in  the  vagina  for  six  months  is  frequently  invoked  to 
insure  permanent  results  against  relapse.  This  is  more  es- 
pecially true  of  the  Alexander  operation. 

The  choice  of  operations  must  be  made  after  the  accumulatiou 
of  the  evidence  furnished  by  exceptional  facilities  and  opportuni- 
ties in  one's  own  practice,  or  by  the  collaboration  of  the  work  of 
many  other  operators  in  the  same  field  throughout  the  world. 
AYe  are  fortunately  able,  through  recent  text  books  and  the  medi- 
cal journals,  to  acquire  this  evidence  and  to  form  very  correct 
opinions  as  to  the  beneficial  results  of  proposed  and  practised 
surgical  procedures;  to  sift  the  claims  of  their  originators  and 
compare  the  results  of  many  operators.  While  no  one  operation 
will  fulfil  the  requirements  in  all  cases,  it  becomes  the  province 
of  the  individual  operator,  in  the  individual  case,  to  suit  the 
inmishment  to  th^  crime,  so  to  speak — to  adapt  and  modify  his 
surgery  to  the  particulai-  needs  and  conditions  of  the  case  in 
hand. 

The  choice  of  the  operation,  when  the  time,  in  the  history  of 
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any  particular  case,  arrives  to  resort  to  surgery,  will  depend 
largely  upon  the  environment  of  the  uterus,  or,  in  other  words, 
upon  the  condition  of  its  surroundings — whether  the  adnexa  are 
diseased  or  the  uterus  is  bound  down  by  adhesions.  In  a  simple, 
uncomplicated  retrodisplacement  requiring  surgical  aid,  the  Al- 
exander or  the  Alexander-Adams  operation,  in  the  hands  of  an 
expert,  would  probably  be  the  elective  procedure  with  many  sur- 
geons. Should  the  uterus  be  bound  down  by  inflammatory  bands 
which  make  its  restoration  impossible  by  digital  manipulation,  or 
should  there  coexist  diseased  ovaries  or  tubes,  a  celiotomy  would 
be  indicated,  which  Avould  enable  the  surgeon  to  deal  with  these 
associated  pathological  conditions  at  the  same  time  he  did  a 
ventral  fixation  or  suspensio  uteri  or  some  of  their  various  modi- 
fications. 

The  choice,  after  all.  will  frequently  be  determined  by  the 
operator's  predilections.  Thus  Alexander,  of  Liverpool,  declared, 
in  a  recent  discussion  on  this  subject  in  the  British  Obstetrical 
Society,  that  he  always  did  his  operation  partly  because  he  had 
never  attempted  a  ventral  fixation,  and  felt  much  more  at  home 
when  shortening  the  round  ligaments.  When  adhesions  ex- 
isted making  it  impossible  for  him  to  elevate  the  uterus  by  draw- 
ing up  the  slack  of  the  round  ligaments,  he  entered  the  pelvis 
through  a  vaginal  incision  large  enough  to  permit  him  to  break 
up  these  adhesions  by  digital  manipulation.  I  have  heard  it  said 
— though  I  cannot  vouch  for  the  truth  of  the  statement — that 
Kelly,  of  the  Johns  Hopkins  Hospital,  never,  under  any  circum- 
stances, performs  Alexander's  operation,  probably  because  he 
feels  more  at  home  with,  and  greatly  prefers,  his  own  modifica- 
tion of  ventral  fixation.  Likewise  Dr.  Joseph  Price,  of  Phila- 
delphia, never  performs  ventral  suspension,  claiming  that  he  gets 
better  results  by  other  surgical  procedures  which  he  greatly  pre- 
fers. Some  operators  combine  the  good  points  of  two  or  more 
operations  at  one  time.  Thus  Mann,  of  Buffalo,  Gill  Wylie  and 
A.  Palmer  Dudley,  of  New  York,  and  Montgomery,  of  Philadel- 
phia, begin  their  operation  as  they  would  a  ventral  suspension, 
and  terminate  it  by  shortening  the  round  ligaments.  They  either 
double  the  round  ligaments  upon  themselves,  thereby  taking  up 
the  slack  after  anteverting  the  uterus,  or  bring  them  over  the 
anterior  surface  of  the  uterus  and  stitch  them  to  it  and  then 
together ;  while  Goffe  and  Vineberg,  of  New  York,  and  Byford, 
of  Chicago,  shorten  the  round  ligaments  by  operating  through 
the  vagina. 
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Perhaps  the  best  method  of  arriving  at  a  choice  of  operations 
for  the  relief  of  retroversions  and  flexions  would  be  to  state  the 
generally  accepted  indications  for  the  employment  of  the  two 
ch^ef  surgical  procedures  resorted  to  most  frequently  at  the  pres- 
ent day.  Mackenrodt  and  Diihrssen,  of  Germany,  through  an 
anterior  colpotomy  fix  the  forcibly  anteverted  uterus  to  the  blad- 
der. This  operation  has  not  been  received  favorably,  largely  on 
account  of  its  supposed  interference  Avith  pregnancy  and  labor. 

Dudley,  in  his  "Diseas,es  of  Women,"  page  556,  says  Alex- 
ander's operation  is  permissible  only  when  the  displacement  is 
not  complicated  by  a  tumor,  inflammation  of  the  uterine  ap- 
pendages, adhesions,  or  other  impediments  to  replacements. 
Clearly,  shortening  of  the  ligaments  could  not  hold  in  place  a 
uterus  firmly  bound  down  by  adhesions  or  weighted  down  by  a 
tumor. 

Penrose,  on  page  141  of  his  "Text  Book  on  Diseases  of  Wo- 
men," after  describing  Alexander's  operation,  says  the  field  of 
this  operation  is  very  limited.  It  is  not  applicable  when  there 
are  adhesions  nor  Avhen  there  is  disease  of  the  tubes  or  ovaries 
recjuiring  operative  treatment. 

^lontgomery,  in  his  recent  "Text  Book  on  Gynecology."  page 
449.  after  describing  Alexander's  operation,  instead  of  giving  the 
indications  for  its  performance,  states  its  disadvantages  as  fol- 
loAvs :  "First,  that  two  incisions  have  to  be  made.  Second,  that  the 
operation  is  limited  in  its  application.  It  is  only  in  those  cases 
in  which  the  uterus  is  mobile  tliat  we  can  practise  this  procedure, 
consequently  it  has  a  further  disadvantage  in  that  we  are  not 
ahvays  able  definitely  to  determine  the  existence  of  adhesions 
between  the  uterus  and  the  anterior  wall  of  the  rectum.  Should 
such  adhesions  exist,  the  uterus,  drawn  forAvard  by  the  round 
ligaments,  is  subject  to  forces  which  tend  to  render  the  operation 
nugatory.  Third,  the  round  ligaments  are  sometimes  so  atten- 
uated as  to  be  of  little  use  in  maintaining  the  organ.  In  an  oper- 
ation of  mine  the  ligament  on  one  side  Avas  entirely  absent." 
]\runde.  CleA'eland,  DaAvnpoi-t.  Sutton,  and  quite  a  number  of 
otb.er  expert  surgeons  haA'e  made  the  same  statement,  or.  A\diat 
amounted  to  the  same  tiling,  that  after  diligent  and  careful 
search  they  could  not  find  one  ligament,  or  tliat  it  Avas  so  atten- 
uated as  to  break  and  Avithdraw  into  the  abdomen  upon  submit- 
ting it  to  the  slightest  traction.  ^Montgomery  giA'Cs  a  fourth  dis- 
adA-antage  in  cases  of  infection:  the  infected  ligament  may  slip 
back,  carrying  infection  in  licncatli  the  peritoneiuu,  where  it  Avill 
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be  difficult  to  reach,  and  rendering  the  operation,  as  has  been 
proved,  not  altogether  free  from  danger. 

Keed,  in  his  "Text  Book  on  Gynecology,"  page  294,  says  Alex- 
ander's operation  may  be  properly  performed  in  any  backward 
or  downward  displacement  in  which  there  are  no  adhesions.  He 
also  says  when  adhesions  are  present  there  is  usually  also  asso- 
ciated disease  of  the  tubes  and  ovaries.  Where  the  uterus  is 
greatly  enlarged  and  the  utero-sacral  ligaments  are  also  relaxed, 
very  little  benefit  can  be  expected  to  follow  Alexander's  oper- 
ation alone,  because,  although  the  fundus  may  be  held  forward, 
The  cervix  will  slide  down  under  the  symphysis  and  the  uterus 
Avill  again  get  into  the  axis  of  the  vagina,  so  that  in  time  the 
round  ligaments  will  give  way  and  the  displacement  will  recur. 

Howard  Kelly,  in  the  two  large  volumes  of  his  work  on  "Oper- 
ative Gynecology,"  does  not  mention  Alexander's  operation  at 
all,  but  directs  our  attention  soleh^  to  his  method  of  ventral  sus- 
pension. 

About  twenty  years  ago.  when  the  fixation  method  of  treating 
otherwise  incurable  retrodispla  cements  of  the  uterus  was  first 
introduced,  the  custom  was  to  make  such  a  radical  change  and 
secure  the  uterus  so  firmly  to  the  abdominal  Avail  as  to  make  cer- 
tain that  the  patient  would  be  cured  of  her  symptoms  and  a  re- 
lapse positively  prevented.  In  many  cases  the  operation  was 
overdone  and  had  very  little  reference  to  its  effect  on  subsequent 
pregnancies.  In  tracing  the  evolution  of  the  operation  it  tran- 
spires that  the  uterus  was  formerly  brought  into  the  wound  and 
securely  fastened  there — in  other  words,  it  was  used  to  plug  thr 
wound.  It  was  fixed,  and  the  woman  was  occasionally  fixed  at 
the  same  time.  AYhen  the  top  of  the  fundus  was  securely  and 
permanently  fixated  to  the  abdominal  wall,  it  is  readily  under 
stood  how  the  forces  of  graAdty,  added  to  the  weight  of  the  organ, 
would  drag  upon  the  parts  involved  and  produce  painful  symp- 
toms, hardly  less  disagreeable  than  those  which  the  operation 
was  performed  to  relieve.  This  method  of  operation  also  caused 
more  or  less  trouble  during  gestation  and  parturition.  Then 
it  Avas  proposed  to  stitch  up  the  anterior  Avail  of  the  uterus  in- 
stead of  the  fundus.  A  number  of  operators  found  that  this 
method  Avas  defective,  inasmuch  as  the  intra-abdominal  pressure, 
combined  Avith  the  AA'cight  of  the  uterus  and  the  ever-actiA^e  laAvs 
of  gravitation,  all  conspired  against  the  AA'oman's  peace  and  com- 
fort by  each  force  assisting  the  other  in  reproducing  the  displace- 
ment. 
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Kelly  then  proposed  that,  after  breaking  up  the  adhesions,  the 
retroflexed  uterus  should  be  not  only  elevated  to  the  abdominal 
wall,  but  bent  over  into  a  condition  of  partial  anteversion,  and 
the  j5osterior  surface  of  the  corpus  uteri  attached  to  the  abdom- 
inal wall.  With  the  uterus  in  this  position  all  the  forces  above 
referred  to  would  be  compelled  to  act' in  a  direction  favorable  to 
maintaining  the  uterus  in  the  desired  position.  As  this  method 
of  operating  gained  ground,  fewer  of  the  aforementioned 
troubles  were  reported  as  complicating  pregnancy  and  labor  and 
a  less  number  of  relapses  occurred. 

Still  the  objection  remained  that  a  normally  mobile  organ  had 
been  fixed  in  an  immobile  position.  To  correct  this  unnatural 
fixation  Kelly  suggested  in  1892,  and  has  practised  ever  since,  a 
method  which  is  generally  known  as  his  method  of  suspension  in- 
stead of  fixation,  thus  removing  many  of  the  objections  and  some 
of  the  symptoms  pertaining  to  the  fixation  operation.  In  this 
operation  the  steps  are  the  same  as  for  fixation  up  to  the  point  of 
the  insertion  of  the  stitches,  when,  instead  of  including  any 
portion  of  the  muscular  wall  of  the  abdomen  or  the  fascia,  the 
peritoneal  surface  of  the  uterus  is  stitched  to  the  peritoneal  edges 
of  the  incision  in  such  a  way  that  when  the  sutures  are  tied  the 
knots  are  entirely  within  the  abdominal  cavity.  Although  fix- 
ation has  been  apparently  produced,  the  result  is,  in  a  few  weeks, 
that  the  peritoneal  surfaces  in  contact  stretch  out,  so  that  prac- 
tically the  uterus  is  suspended  in  the  abdominal  cavity  by  the 
two  ligamentous  bands  formed  as  above  suggested.  The  uterus 
thereafter  remains  movable  in  all  directions  except  baclavard  and 
slightly  downward.  In  fact,  the  uterus  is  slung  by  a  newly 
formed  ligament  in  about  the  normal  position  and  with  about 
the  normal  amount  of  mobility,  and,  according  to  the  testimony 
of  its  originator  and  those  who  have  frequently  operated  after 
his  method,  the  chief  objections  from  the  standpoint  of  inter- 
ference mth  pregnancy  and  labor  do  not  apply. 

The  troubles  which  followed  these  operations,  and  which  liave 
given  rise  to  "conclusions"  and  "objections"  from  a  number 
of  writers  on  this  subject,  were  largely  on  account  of  the  too  firm 
and  unyielding  fixation  of  the  uterus  in  abdominal  contact 
with  the  abdominal  wall.  The  powerless  hibors;  the  interfer- 
ence with  expansion  of  the  cervix  in  its  elevated  position :  the 
undilated  anterior  uterine  wall  involved  in  the  fixation,  which 
appeared  to  interfere  with  the  normal  progress  of  laboi- :  tlie 
malpositions  noticed  in  some  patients  who  had  undergone  nter- 
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ine  fixation ;  the  possibility  of  the  uterus  +earing'  loose  from  its 
moorings  during  labor;  the  possible  rupture  of  the  uterus— all 
these  and  some  other  objections  have  been  made  to  the  operation, 
some  based  on  a  few  early  facts  and  some  on  theory.  Kelly  ten 
years  ago  rejected  the  fixation  operation  as  likely  to  cause  some 
of  the  above  troubles  during  pregnancy  and  labor,  and  new  pains 
and  inconveniences  in  the  non-pregnant  state. 

Still,  Noble  and  others  object  to  either  of  these  operations  in 
women  who  are  likely  to  have  children,  choosing  in  their  place 
Alexander's  operation,  or  some  one  of  its  many  modifications, 
in  cases  where  they  are  not  contraindicated  by  adhesions,  ad- 
nexal  disease,  or  some  abnormal  growth. 

The  choice  of  operations,  then,  for  the  relief  of  retrodisplace- 
ments  of  the  uterus  will  depend  upon  an  intelligent  grasping  of 
the  situation  and  the  environment  in  each  individual  case. 

Notwithstanding  the  repeated  reference  in  this  paper  to  the 
"objections"'  and  "drawbacks"  to  the  surgical  procedures  in 
present  use  for  the  cure  of  the  displacements  under  discussion,  it 
may  not  be  out  of  place  to  present  in  a  somewhat  more  statistical 
form  the  present  status  of  the  abdominal  operations,  at  least  if 
your  patience  is  not  already  exhausted. 

Noble's  review  shows  the  obstetric  results  in  808  American 
cases  of  suspensio  uteri  and  ventral  fixation.  Among  the  808 
were  56  pregnancies,  or  6.9  per  cent.  Seven  remained  undeliv- 
ered at  the  time  of  the  collection  of  the  statistics.  Later  reports 
shoAv  that  no  difficulties  occurred  in  these  seven  remaining  cases. 
There  were  6  abortions,  or  10.7  per  cent ;  43  were  delivered  at 
full  term  or  shortly  before  it.  There  were  3  deaths,  of  which 
2  were  not  attributable  to  the  operation,  one  dying  of  heart 
disease  before  labor,  the  other  becoming  septic  before  operation 
owing  to  a  dead  ovum.  Therefore  but  one  death — Noble's  Porro 
— a  mortality  of  about  2  per  cent,  occurred  as  a  direct  result  of 
the  manipulations  made  necessary  by  the  conditions  consequent 
upon  the  operation.  The  complications  in  labor  were :  forceps. 
3 ;  amputation  of  the  pregnant  uterus,  1 ;  retained  placenta,  2 ; 
sepsis  before  labor,  1;  heart  disease,  1;  uncontrollable  vomiting. 
1 ;  induced  labor,  1. 

The  European  statistics  correspond  closely  to  the  American. 
Gordon,  of  Baltimore,  who  has  collected  and  collated  them,  gives 
the  following :  1896,  out  of  175  pregnancies,  there  were  17  abor- 
tions (10  per  cent),  7  premature  labors  (4  per  cent),  and  133 
full-term  labors.     In  18  cases  labor  was  complicated  as  follows: 
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artificial  extraction,  2 :  forceps  delivery.  8 ;  version,  5 :  Cesarean 
section.  3.  Deaths  from  labor,  2  (one-fourth  of  one  per  cent). 
J.  Polak,  of  Brooklyn,  has  reported  a  special  group  of  153 
cases  not  included  in  Noble's  list,  in  which  he  attended  9  in 
their  natural  labors.  Of  the  153  ventral  fixations  and  suspen- 
sions which  he  has  personally  performed — 41  of  the  former  and 
112  of  the  latter — 20  pregnancies  are  known  to  have  gone  to 
term,  2  pregnancies  occurred  in  same  woman,  fixation  series, 
all  uncomplicated  labors  with  one  exception.  Of  the  9  attended 
by  Polak  in  subsequent  confinements.  3  were  in  the  suspension 
series  and  Avere  cephalic,  with  deliveries  unaided.  The  ninth,  a 
fixation  with  twins  and  a  pendulous  abdomen,  gave  some  trouble. 
In  this  case  the  posterior  wall  was  very  thin. 

The  conclusions  of  Jacobson,^  of  Brooklyn,  as  to  the  influence 
•of  suspensio  uteri  and  ventral  fixation  on  fertility,  are  that  ap- 
parently they  reduce  fertility,  as  oiily  56  became  pregnant  out  of 
808. 

Polak  declares  there  is  no  special  tendency  to  induce  abor- 
tion created  by  these  operations.  Kelly  and  Fry  have  both  sus- 
pended the  uterus  during  pregnancy  without  causing  abortion. 
My  own  50  cases  are  hardly  worth  reporting,  as  their  number 
is  yet  so  small  and  their  histories  so  absolutely  incomplete,  and 
were  all  done  by  the  ventral  suspension  method.  Only  one  pa- 
tient, so  far  as  I  know,  has  since  been  pregnant,  and  she  went 
through  such  a  rapid  and  uncomplicated  labor  that  the  child  was 
born  before  the  arrival  of  the  doctor.  I  examined  her  within  a 
month  and  found  the  uterus  in  good  position,  and  she  author- 
ized me  to  state  that  she  was  entirely  free  from  backache  and  all 
other  symptoms  for  which  the  operation  was  originally  done.  I 
should  say  that,  so  far  as  I  know,  all  the  others  had  been  success- 
ful except  one.  In  that  case  the  displacement  recurred,  the 
operation  was  done  over  again  recently,  and  the  patient  is  not 
yet  out  of  bed. 

926  Farragtjt  Square. 

'American  Medicine,  January  11,  1902,  p.  70. 
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Self-abuse  is  one  of  the  most  commonly  cited  causes  of  many 
of  the  nervous  diseases  of  childhood,  and  especially  of  epilepsy 
and  perhaps  insanity.  It  certainly  is  in  many  instances  an  ac- 
companiment of  those  disorders  and  actually  seems  to  be  the 
cause.  There  is  no  question  but  that  it  occurs  more  frequently 
in  both  sexes  than  medical  men  are  willing  to  admit,  and  that 
the  younger  and  more  delicate  the  individual  the  greater  danger 
of  the  practice.  The  subject  is  one  that  is  frequently  overlooked 
or  never  even  suspected,  and  its  results  attributed  to  other 
causes.  Drunkenness  and  feticide  are  considered  as  blighting 
vices;  but  this  habit  is  seldom  mentioned  or  even  referred  to  by 
those  in  authority,  but  is  permitted  without  protest  to  wreck  the 
health  and  lives  of  some  of  those  of  brightest  pi-omise.  The  in- 
dulgence itself  is  of  less  moment,  except  in  the  very  young  or 
very  weak,  as  it  is  not  so  much  the  physical  harm  but  the  thoughts 
about  it  which  make  it  more  harmful  and  debasing.  In  instances 
where  the  habit  was  begun  in  infancy  and  continued  to  mature 
years,  a  perversion  of  the  sexual  desire  has  been  found,  and 
such  persons  are  usually  found  to  belong  to  neurotic  families. 
Precocious  sexuality  with  masturbation  must  necessarily  inter- 
fere with  normal  mental  growth,  and  in  such  subjects  we  can 
look  for  loss  of  memory,  delusional  insanity,  and  hysterical  in- 
stability. 

The  causes  of  this  vice,  whether  considered  as  an  acquired 
habit  or  a  disease,  are  as  various  as  are  the  constitutions  of  the 
individuals  themselves,  and  I  fear  that  when  we  come  to  look 
into  this  matter  as  closely  as  we  should  we  will  many  times  find 
that  the  nurse  is  responsible  for  the  habit,  as  she  has  deliberately 
taught  her  little  charges  in  order  that  they  might  exhaust  them- 
selves and  go  to  sleep  quietly,  whilst  she  could  thus  secure  more 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society,. 
Febrtiary  7,  1902. 
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time  to  herself.  ]\Iany  such  nurses  are  taken  from  families  M'ho 
have  been  disgraced  by  drunkenness  and  vice,  and  have  been 
living  in  ignorance  and  depravity,  and  it  is  hardly  to  be  won- 
dered at  that,  Avhen  such  persons  are  taken  into  the  homes  of 
those  better  informed  and  in  better  circumstances,  they  carry 
with  them  their  vile  practices  and  teach  them  to  those  under 
their  charge.  How  to  correct  the  trouble  from  this  source  is 
quite  an  enigma. 

Whatever  the  cause,  it  has  undoubtedly  come  under  the  obser- 
vation of  most  physicians  that  many  children  fall  victims  to  this 
evil,  and  the  cause  can  many  times  be  found  in  the  condition  of 
the  parts  themselves;  sebaceous  matter  on  the  inside  of  the  pre- 
puce or  hardened  vernix  in  the  vagina,  inflammation  of  the 
kidneys,  phimosis,  seat  worms,  and  various  other  conditions 
causing  local  irritation  and  thus  leading  to  manipulation  of  the 
parts.  Seat  worms  are  many  times  found  to  be  the  cause,  as 
they  manifest  their  presence  in  the  lower  segment  of  the  rectum 
by  causing  a  recurring  itching,  especially  at  night;  and  in  girls 
they  may  enter  the  vagina  and  give  rise  not  only  to  an  intense 
itching,  but  to  an  irritation  and  inflammation  as  well.  It  is 
also  thought  that  the  practice  may  result  from  some  form  of 
brain  disease  or  cerebral  deficienc}',  as  it  is  often  found  to  exist 
in  those  sufi^ering  from  some  forms  of  insanity,  and  in  idiocy. 
There  is  no  doubt  that  the  frequently  recurring  excitement 
leads  to  serious  consequences,  at  least  as  far  as  the  nervous  sys- 
tem is  concerned,  as  the  mental  faculties  frequently  become  more 
or  less  afl'ected,  and  often  great  despondency,  loss  of  memory, 
irritability,  headache,  and  neuralgic  pains  ensue.  Facial  acne 
is  said  to  be  a  connnon  symptom. 

Children  who  have  fallen  victims  to  this  evil  seem  to  lose  their 
hold  on  health,  vigor,  and  loveliness  of  character,  and  become 
irritable,  morbid,  and  morose;  and  most  of  us  might  call  up 
visions  where  some  beautiful  child,  happy  as  the  day  was  long, 
had  become  changed  and  blighted,  both  in  body  and  mind,  as  if 
by  some  desolating  pUigue.  However  young  the  child  may  be, 
he  becomes  thin,  pale,  and  irritable,  and  will  sleep  but  a  few 
minutes  at  a  time ;  and  if  this  condition  is  not  arrested,  nervous 
symi)toms  are  apt  to  manifest  themselves.  Unnatural  wakeful- 
ness is  many  times  symptomatic  of  tliis  tr()ubh\  The  child  who 
rumps  and  plays  all  the  day  will  sleep  soundly  and  sweetly 
through  the  night ;  but  if  he  is  wakeful  and  silent  and  seeks 
seclusion,  we  inav  well  he  on  our  iruard  and  seek  to  an-est  a  vilt- 
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habit  before  a  brutalizing  vice  has  been  fully  developed.  AVhile 
wakefulness  is  a  symptom  of  this  trouble,  it  is  also  a  symptom  of 
various  other  disturbances,  and  was  a  prominent  symptom  in  a 
ten-months-old  child  who  was  under  my  care  a  short  time  ago 
and  rarely  ever  slept  more  than  ten  or  fifteen  minutes  at  a  time, 
night  or  day.  The  cause  in  his  case  was  indigestion.  He  was. 
being  fed  on  Mellin's  food  and  pure  milk  from  a  Jersey  cow. 
many  times  a  day  and  all  he  could  swallow.  Now,  in  this  case, 
when  tJie  ]\Iellin's  food  had  been  stopped  and  the  milk  reduced 
about  one-half  in  strength,  the  child  gradually  improved  in 
every  particular  and  soon  slept  as  a  child  should. 

Like  the  most  of  the  members  of  this  Society,  I  have  had  my 
share  of  cases  of  disturbances  that  might  be  traceable  to  mastur- 
bation, some  in  very  young  children,  others  in  older  ones.  The 
first  case  I  A\'ill  call  your  attention  to  came  under  my  care  as  a 
case  of  epilepsy.  The  youth  — for  such  he  was  at  that  time— had 
been  under  treatment  at  the  Children's  Dispensary  on  E  street 
from  about  the  time  they  opened  there  until  he  reached  the  age 
limit,  after  which  he  could  not  be  treated  at  that  institution.  I 
soon  suspected  him  of  being  a  masturbator,  which  he  stoutly 
denied,  but  on  pressing  him  closer  and  closer,  and  finally  asking, 
' '  How  many  times  have  you  done  it  to-day  ? "  he  began  trembling- 
as  if  in  ague,  and  finally  broke  down  and  told  me  all  about  him- 
self:  that  he  began  when  quite  young,  just  how  young  or  old 
he  did  not  know;  that  it  gradually  became  a  confirmed  habit; 
and  that  he  was  perhaps  about  10  or  11  years  old  when  he  began 
having  epileptic  convulsions,  for  which  he  was  treated  at  the 
Children's  Dispensary.  He  gradually  became  a  pitiable  object, 
had  an  attack  almost  every  day,  and  every  little  while  would 
have  several  attacks  a  day  for  several  days  in  succession.  I  put 
him  on  bromide  of  potassium,  which  did  not  seem  to  have  any 
beneficial  action  for  several  weeks,  but  then  he  began  skipping  a 
day  or  two  at  a  time,  and  finally  six,  eight,  or  ten  mouths  at  a 
time  without  a  single  convulsion;  but  if  he  would  leave  off  his 
medicine  for  a  couple  of  weeks  they  would  be  back  again,  and 
he  would  have  fifteen  or  twenty  paroxysms  before  he  could  be 
gotten  under  the  influence  of  the  bromide  again.  He  became 
very  despondent  and  threatened  many  times  to  end  his  life.  He 
counted  me  as  his  best  friend,  and,  to  please  me,  took  up  the 
study  of  music  and  in  a  little  Avhile  became  quite  a  good  pianist, 
and  to  please  me  he  entered  the  Georgetown  Law  School,  from 
which  he  graduated  a  year  or  two  later,  second  in  a  class  of 
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about  sixty.  He  was  at  this  time  engaged  to  be  married :  but 
he  soon  began  looking  upon  the  woman  as  his  inferior,  chiiming 
that,  as  he  was  now  a  member  of  the  legal  fraternity,  it  would 
not  do  for  him  to  marry  a  ^^•oman  he  would  be  ashamed  to  intro- 
duce as  the  mother  of  his  children.  About  this  time  I  circum- 
cised him  and  he  went  that  same  night  to  a  ball  and  danced  until 
near  daylight  the  next  morning.  Shortly  after  his  graduation 
he  became  private  secretary  to  one  of  the  justices  of  the 
Supreme  Court,  but  neglected  his  bromide,  as  he  did  every  little 
Avhile,  and  had  a  convulsion  while  at  the  home  of  the  justice, 
which  so  frightened  the  members  of  the  justice's  family  that 
he  lost  his  position.  He  then  took  a  desk  in  a  lawyer's  office, 
which  he  has  had  off  and  on  for  the  last  twenty  years,  during 
which  time  he  has  tested  the  stimulating  and  soothing  properties 
of  whiskey,  morphine,  chloral,  cocaine,  and  anything  else  that 
might  happen  to  strike  his  fancy.     He  has  had  syphilis. 

Another  case,  the  child  of  a  former  patient  of  mine,  came 
under  my  care  a  number  of  years  ago.  The  mother,  when  about 
20  years  old,  while  visiting  relations  in  this  city,  was  taken  wath 
measles,  and  on  about  the  sixth  day  of  the  fever,  when  the  rash 
was  fully  developed,  the  wife  of  her  relative  became  furiously 
jealous  of  her  and  drove  her  into  the  street  in  a  March  rainstorm. 
Some  neighbors,  hearing  the  storm  of  words  and  seeing  the 
young  woman  puslied  into  the  street,  took  her  into  their  home, 
Init  not  until  she  had  gotten  thoroughly  chilled  and  wet.  With- 
in a  few  days  she  had  a  severe  nephritis,  and  complained  to  me 
of  her  sad  plight,  that  her  relative's  home  here  in  the  city  was 
closed  against  her,  and  that  she  dared  not  return  to  her  home  in 
Fredericksburg,  Va.,  as  a  young  man  down  there,  her  inferior 
in  every  particular,  wanted  to  marry  her  and  that  her  family 
were  on  his  side.  About  two  years  later  she  came  into  my  office 
C[uite  a  cripple.  She  had  returned  to  Virginia  and  had  married 
• '  the  man  of  her  choice, " '  who  had  taken  her  into  a  oiie-roomed 
log  cabin,  in  a  wood  clearing  where  he  Avas  superintendent  of 
a  gang  of  laborers,  where  she  had  been  living  for  the  last  two 
years,  where  her  child,  now  one  year  old,  was  born,  and  where 
she  had  a  severe  attack  of  rheumatism  with  contraction  of  the 
nniscles  of  her  left  leg,  so  that  in  walking  she  could  scarcely 
touch  her  toes  to  the  ground.  I  was  fortunate  enough,  by  blister- 
ing, etc.,  to  relieve  her  lameness,  and  then  she  very  reluctantly 
told  me  of  her  child,  theii  al)out  one  year  old,  who  for  several 
months  past  had  been  liaving  erections  almost  every  day,  and 
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sometimes  more  than  once  a  day,  during  wliieli  time  he  would 
rub  his  legs  together  for  a  few  seconds,  when  his  whole  body 
would  become  rigid,  and  latterly  he  would  get  very  dark 
in  the  face  and  would  froth  at  the  mouth.  Later  on,  when  the 
child  was  about  16  months  old,  he  was  brought  to  this  city  and 
taken  to  the  Children's  Hospital,  where  it  was  found  that  he 
was  having  epilepsy,  and.  as  he  had  an  elongated  and  adherent 
prepuce,  he  was  circumcised;  but  as  he  was  not  benefited  by  his 
treatment  in  the  hospital  he  was  taken  back  to  his  home  in  Vir- 
ginia, where  he  gradually  grew  worse,  and  the  last  I  heard  from 
him  he  was  thought  to  be  an  imbecile. 

Quite  an  interesting  case  is  reported  by  a  physician  in  which 
a  little  girl  but  5  years  old  had  acquired  this  habit,  which  she 
claimed  to  have  learned  about  a  year  previously  Avhile  at  the 
home  of  a  relative  where  there  were  several  boys  and  girls ;  that 
they  all  did  it,  and  that  they  taught  it  to  her;  that  at  first  it 
gave  her  pain  and  she  did  not  like  it,  but  her  progress  was 
rapid,  she  soon  indulged  daily  and  sometimes  more  than  once  a 
day,  and  latterly  had  shoAvn  signs  of  mental  derangement.  There 
was  no  abnormal  development  of  genitals  or  mammary  glands, 
and  the  general  health  Avas  good.  Various  methods  were  re- 
sorted to;  anodynes,  cold  hip  baths,  cauterization  of  clitoris, 
blistering  of  genitals,  mechanical  and  moral  restraints,  were 
resorted  to,  and  all  failed  to  produce  any  mitigation  of  the  habit. 
At  times  Avhen  the  labia  and  clitoris  were  quite  raw  from  blis- 
tering she  would  manipulate  herself,  although  the  pain  and  sore- 
ness were  great  and  several  times  resulted  in  considerable  hemor- 
rhage from  the  raw  surface.  When  prevented,  for  a  day  or  tAvo 
at  a  time,  by  being  closely  Avatched.  she  aa^ouM  become  almost 
frantic,  thrust  her  fingers  into  her  nostrils  until  she  Avould  make 
her  nose  bleed,  pull  her  hair,  and  pinch  herself  in  various  por- 
tions of  her  body. 

Dr.  Jacobi  reports  the  case  of  a  girl,  3  years  old,  sent  to  him 
by  a  friend  because  of  a  peculiar  form  of  slight  convulsions 
Avhicli  AA^ere  reported  by  the  mother  to  have  lasted  for  a  con- 
siderable time.  "These  attacks  Avould  come  at  irregular  inter- 
vals, frequently  Avhen  the  child  Avas  playing  upon  the  floor  or 
crouching  upon  a  chair.  Redness  of  the  face  and  slight  tAviteh- 
ing  about  the  eyes,  Avith  a  deep  sigh  now  and  then,  AA-ere  all  the 
symptoms  enumerated.  She  neA-^er  had  an  attack  of  any  kind 
AA^ien  asleep,  or  Avhen  Avalking  about  or  playing,  only  Avhen  sitting 
doA\n  or  crouching,  and  at  such  times  she  Avould  keep  her  thighs 
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together  and  would  rub  them  together  violently,  and  would  get 
purple  in  the  face  and  would  begin  to  perspire,  would  twitch 
about  the  eyes  and  would  lean  back  exhausted." 

Holt  says :  ' '  jNIasturbation  is  not  uncommon  even  in  infancy. 
IMany  cases  have  been  observed  during  the  first  year,  and  some 
as  early  as  the  seventh  or  eighth  month.  The  symptoms  which 
older  children  exhibit  are  usually  quite  characteristic.  They  are 
pale,  and  are  easily  fatigued,  and  frequently  complain  of  head- 
ache. Gradually  they  become  more  and  more  morbid,  and  in 
extreme  cases  may  develop  melancholia,  mental  weakness,  or 
even  insanity.  In  other  cases  attacks  of  convulsions  and  epi- 
lepsy may  follow."  And  in  speaking  of  epilepsy  he  says:  "As 
reflex  causes  may  be  mentioned  intestinal  worms,  phimosis,  ade- 
noid vegetations  of  the  pharynx,  and  masturbation. ' ' 

Copeland.  in  his  "Dictionary  of  Practical  ]\Iedicine."  says: 
'"Masturbation  is  most  influential  as  a  cause  of  insanity,  and  is 
nuich  more  prevalent  in  the  female  than  in  the  male  sex." 

In  the  tenth  annual  report  of  the  Massachusetts  State  Luna- 
tic Asylum  intemperance  and  masturbation  are  said  to  produce 
the  very  worst  forms  of  insanity:  "When  the  mind  is  thus  de- 
throned and  there  is  no  appeal  to  the  person  through  the  moral 
sense,  the  brutish  vice  holds  the  ascendancy  over  the  body  until 
the  former  human  child  becomes  degraded  below  the  brutes." 

Starr  says:  "Some  of  the  conditions  which  are  regarded  as 
causes  are  really  due  to  disease.  Some  alienists  deny  that  this 
vice  is  ever  the  true  cause  of  insanity,  holding  that  it,  like  the 
insanity,  is  due  to  the  neuropathic  state  of  the  individual,  or 
that,  at  most,  it  is  merely  a  concomitant  or  aggravating  cause." 

Spitzka  lays  stress  upon  the  existence  of  masturbational  insan- 
ity, and  has  ably  described  it  from  his  point  of  view.  He  be- 
lieves "that  the  dementia  is  more  like  a  true  imbecility,  and  that 
infantile  insane  mastui'bators  are  more  liable  to  epileptiform 
attacks  than  to  outbursts  of  mania." 

In  a  paper  hy  Fitzgerald,  of  Dublin,  a  case  is  reported  of  a 
young  female  with  impaired  vision,  who  was  finally  taxed  with 
being  a  masturbator,  which  she  indignantly  denied  at  first,  but 
later  admitted  that  she  had  practised  the  habit  for  the  last  two 
years,  during  which  time  her  eyes  had  given  her  considerable 
trouble.  Later  complete  atrophy  of  both  optic  nerves  took  place 
and  she  is  now  blind.  The  doctor  goes  on  to  say:  "I  think  it 
quite  possible  the  inorlud  process  had  some  other  soui'ce.  but 
53 
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that  this  unfortunate  habit  played  an  important  role  in  hasten- 
ing it  is  surely  not  unreasonable  to  suppose. ' ' 

The  great  point  for  our  consideration  is,  how  shall  the  habit  of 
self-pollution  be  corrected  and  prevented?  This  question  has 
engaged  the  attention  of  the  profession  only  to  a  limited  extent, 
and  but  little  has  been  written  on  the  subject,  yet  it  is  highly 
Avorthy  the  combined  effort  of  every  member  of  this  Society. 
Corporal  punishment  has  been  resorted  to  time  and  time  again, 
but  in  no  instance  on  record  has  such  a  course  been  successful. 
The  first  step  toward  prevention  and  cure  is  to  ascertain  the  pos- 
sibility of  a  local  cause.  When  such  local  cause  exists  it  would 
be  the  height  of  folly  to  put  the  child  under  restraint.  In  infants, 
where  there  is  no  local  cause,  we  must  attempt  to  correct  the 
habit  by  the  ordinary  mode  of  muffling  the  hands  and  perhaps  by 
resorting  to  the  spread-eagle  style  of  putting  him  to  bed.  The 
parents  and  nurse  should  always  be  notified  when  we  suspect  a 
child  of  masturbating,  and  not  only  the  child  but  the  nurse 
should  be  watched,  but  we  will  unfortunately  find  that  it  is 
hard  to  overcome  this  habit.  Circumcision  should  of  course  be 
done  if  there  is  an  adherent  prepuce. 

In  treating  to  prevent  this  habit,  it  has  been  suggested  to  pierce 
the  prepuce  at  the  root  of  the  glans  with  an  ordinary  silver 
needle,  the  ends  of  which  should  be  tied  together,  and  thus  make 
erection  impossible. 


THE  PATHOGENESIS  AND  THERAPEUTICS  OF 
PUERPERAL  ECLAMPSIA.^ 


GEORGE    TUCKER    HARRISON,    M.A.,    M.D., 
New  York. 


The  pathogenesis  of  puerperal  eclampsia  is  still  a  questio 
vexata  and  must,  therefore,  be  the  subject  of  perennial  interest 
until  further  investigation  sheds  light  upon  its  dark  places.  This 
much  may  be  affirmed  to  be  proved,  that  all  those  theories  which 
are  based  exclusively  upon  the  disturbance  of  the  kidneys  and 
regard  this  as  the  primary  cause  of  the  entire  disease  must  be 
regarded  as  no  longer  tenable.  Virchow  lately  declared  that 
the  changes  in  the  kidneys  of  women  affected  with  puerperal 

iRead  before  the  New  York  Obstetrical   Society,   March   11,   1902. 


HARRISON  :    PUERPERAL    ECLAMPSIA.  835 

eclampsia  are  much  too  insufficient  to  afford  a  basis  on  which  to 
fonnd  a  theoiy  of  the  origin  of  eclampsia.  Priitz.  as  the  result 
of  his  studies  upon  the  relation  of  the  kidneys  to  puerperal 
eclampsia,  attained  to  the  conviction  that  quite  a  large  part  of 
the  cases  could  not  be  explained  by  the  renal  changes  that  were 
found.  On  the  other  hand,  when  the  kidneys  are  the  seat  of 
grave  pathological  changes,  as  in  chronic  parenchymatous  and 
interstitial  nephritis,  eclampsia  does  not  occur.  In  recent  times 
observations  have  multiplied  which  tend  to  demonstrate  with 
more  and  more  certainty  the  toxic  origin  of  eclampsia.  Riviere 
from  his  studies  regarded  eclampsia  as  an  affection  not  identical 
with  uremia,  but  nearly  allied  to  it.  The  distinction  consists  in 
this:  that  in  uremia  an  insufficiency  of  the  kidneys  only  is  in- 
volved; in  puerperal  eclampsia,  on  the  contrary,  a  similar  con- 
dition exists  in  the  liver,  the  intestines,  the  lungs,  and  the  skin, 
all  of  which  he  regards  as  organs  for  the  excretion  or  destruc- 
tion of  toxic  substances  originating  in  the  organism  or  intro- 
duced into  it  from  without.  He  finds  support  in  his  view^s  from 
the  extensive  researches  of  Bouchard.  Chambrelent  subjected 
the  blood  serum  of  eclami)tic  patients  to  accurate  investigation, 
with  the  view  of  determining  its  toxic  qualities.  He  found  that 
it  took  one-third  the  quantity  of  blood  serum  of  an  eclamptic 
to  produce  death  in  a  rabbit  by  injection  than  was  required  to 
produce  the  same  result  if  the  blood  serum  was  taken  from  a 
healthy  man.  The  toxicity  of  the  blood  serum  forms,  according 
to  Chambrelent,  an  important  criterion  for  an  opinion  as  to  the 
gravity  of  a  case  of  eclampsia.  It  is  more  decisive  for  the  prog- 
nosis than  the  degree  of  the  albuminuria  and  the  number  of  the 
convulsive  attacks.  With  reference  to  the  question  as  to  the 
cause  of  the  death  of  the  child  in  eclampsia  of  the  mother,  he 
investigated  the  blood  serum  of  the  new-born  with  the  view  of 
ascertaining  its  toxic  qualities,  taking  it  from  the '  umbilical 
cord,  and  found,  although  not  constantly,  that  they  were  con- 
siderably increased.  In  this  way  is  explained,  according  to  this 
observer,  the  frequent  death  of  children,  even  after  birth.  Some 
few  years  ago  investigations  in  this  domain  were  made  by  Lud- 
wig  and  Savor^  at  Chrobak's  clinic,  with  the  following  result: 
The  urine  of  pregnant  Avomen  is  less  poisonous  than  that  of  the 
unimpregnated ;  their  blood  serum,  on  the  contrary,  more  poison- 
ous. The  pregnant  organism  is,  therefore,  overladen  with  the 
final  products  of  metabolism.  The  serum  of  eclamptic  is  more 
^Monats.  f.  Geb.  mid  Gyn..  Bd.  i.,  S.  91. 
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poisonous  than  that  of  normal  parturient  women ;  the  toxic  condi- 
tion increases  in  the  stage  of  convulsions.  The  urine  of  the 
eclamptic  is  always,  at  the  time  of  the  increased  toxic  condition 
of  the  blood  serum,  less  poisonous  than  normal  urine. 

What  are  these  toxic  substances?  Ludwig  and  Savor  assume 
that  carbamic  acid,  a  preliminary  stage  of  urea,  accumulates 
during  pregnancy  in  consequence  of  the  disturbance  of  the 
metabolism,  and  causes  a  toxemic  condition  of  the  organism.  If 
the  body  is  overcharged  with  this  virus  eclampsia  is  produced, 
with  functional  disturbance  of  the  liver  and  kidneys.  Accord- 
ing to  ]\[assen,  these  toxic  substances  are  non-oxidized  products 
•of  the  vital  activity  of  the  cells — so-called  leucomaines.  These 
leucomaines  are  formed  in  the  body  of  pregnant  women  in  large 
quantity,  but,  through  the  intervention  of  the  functional  activ- 
ity of  the  liver,  are  rendered  innocuous  under  certain  conditions 
provisionally  unknown  to  us,  likely  due  to  increase  of  the  toxic 
substances ;  changes  take  place  in  the  liver,  as  a  result  of  the 
toxemia,  involving  secondarily,  in  all  probability,  the  kidneys, 
in  consequence  of  which  tlie  liver  is  unable  to  render  the  leuco- 
maines circulating  in  the  blood  innocuous,  while,  on  the  other 
hand,  the  kidneys  are  impaired  in  their  excretory  power.  These 
toxic  matters  accumulate,  therefore,  to  an  inordinate  degree  in 
the  blood  and  generate  such  an  irritability  of  the  central  ner- 
vous system  that,  under  the  influence  of  external  irritants,  con- 
vulsions are  evoked.  A  number  of  observers  have  endeavored 
to  demonstrate  the  bacterial  origin  of  eclampsia,  but  so  far  with- 
out success.  Saft,^  who  has  made  a  very  valuable  contribution 
to  this  theme,  attained  to  the  conviction  that  the  renal  change 
is  not  in  all  cases  primary,  but  that  it  is  called  forth  secondarily, 
in  most  instances,  bj^  the  virus  forming  in  the  body  during 
gravidity.  If  the  kidneys  are  altered  and  disturbed  in  their 
function  so  that  they  are  incapable  of  excreting  the  toxic  mat- 
ters, there  ensues  necessarily  a  considerable  accumulation  of 
toxic  matters,  and  this  calls  forth  again,  on  its  side,  a  worse 
lesion  of  the  kidneys.  At  all  events,  the  lesion  of  the  kidneys 
and  the  other  organs— the  liver  and  the  intestinal  tract— is  in 
most  cases  secondary.  If,  in  consequence  of  obstructed  excre- 
tion, the  organism  is  surcharged  with  the  poison,  eclampsia  is 
developed.  His  researches  forced  upon  him  the  belief  that  the 
albuminuria  and  the  eclampsia  stand  in  intimate,  although  not 
causal,  connection,  and  that  the  only  correct  way  to  solve  the 
^Archiv.  f.  Gyn.,  Bd.  ii..  S.  207. 
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enigma  of  eclampsia  is  to  endeavor  by  investigations,  condncted 
during  pregnancy,  to  acquire  accurate  knowledge  with  reference 
to  the  character  of  the  virus.  A  very  important  question  concerns 
the  part  of  the  organism  of  the  pregnant  woman  in  Avhich  the  toxic 
metabolic  products  are  generated.  Ahlfeld  expresses  the  opinion 
that  the  placenta  is  the  place  from  which  the  poison  attains  to 
the  circulation  of  the  mother.  This  poison  he  believes  is  an 
alkaloid  that  originates  as  a  metabolic  product  from  the  fetal 
circulation  or  forms  in  the  sinus  of  the  placenta.  According  to 
Halbertsma,  the  disturbance  of  the  kidney  and  the  eclampsia 
depend  on  pressure  on  the  ureters.  Sufficient  anatomical  proof 
of  this  theory  is  yet  wanting.  Recently  Gessner  has  advanced 
an  hypothesis  in  regard  to  the  origin  of  eclampsia  which  is  a 
modification  of  the  views  just  cited.  He  thinks  it  due  to  a  trac- 
tion of  the  ureters  on  the  kidneys,  which  are  abnormally  fixed. 
The  traction  on  the  kidneys  leads  to  circulatory  disturbances, 
Avith  the  result  following  of  a  fatty  degeneration  of  the  kidney 
epithelium.  Schroder's  assumption  of  a  vascular  spasm  to  ex- 
plain the  phenomena  has  some  plausibility,  for  it  speaks  the 
well-known  fact  that  peripheral  irritants,  or  an  examination, 
the  accouchement,  pains,  etc.,  are  accustomed  to  liberate  new 
attacks,  from  which  the  inference  is  logical  that  the  vaso-motor 
nervous  system  of  the  kidney,  or  of  the  brain  to  a  greater  degree, 
is  stimulated  to  spastic  contractions.  Schmorl  supports  the 
Schroder  theory  further  by  the  important  pathological-anatom- 
ical fact  that  in  the  smallest  arteries  separation  of  the  elastic 
fibres  of  the  intima  and  the  endothelium  from  the  media  is  found. 
Veit  and  Olshausen  uphold  the  same  view.  "It  is,^ therefore,  in 
a  high  degree  probable,''  they  declare,  "that  the  eclamptic 
attack  is  determined  by  brain  anemia."  This  anemia  can  scarce- 
ly be  anything  else  than  vaso-motory,  determined  by  vascular 
spasm.  In  favor  of  their  view  is  the  fact  that  every  other 
explanation  of  the  brain  anemia  is  wanting;  further,  the  extra- 
ordinarily quick  appearance  of  the  attack,  as  well  as  the  rela- 
tively quick  restitutio  in  integrum,  and  also  the  generally  so 
slight  eifects  shown  at  autopsy,  the  favorable  influence  of  those 
means  which  have  a  vascular  dilating  effect,  should  not  be  left 
out  of  mind.  In  addition.  Strogonoff,  a  Russian  physician,  is 
an  earnest  advocate  of  the  infectious  origin  of  eclampsia. 
Abulodse,  another  Russian  physician,  from  the  result  of  his  in- 
vestigations at  Kieff,  comes  to  the  conclusion  that  the  infectious- 
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ness  of  eclampsia,  in  the  sense  of  Strogonoff,  is  more  than  doubt- 
ful. 

With  reference  to  treatment,  too  much  emphasis  cannot  be 
laid  upon   the   importance  of  propJiylaxis.     If   the  prodromic 
symptoms  are  plain,  and  especially  if  the  phenomena  indicate 
a  disturbance  of  the  renal  function,  the  hot  pack  should  be  used 
and  the  patient  put  upon  a  milk  diet,  at  the  same  time  not  neg- 
lecting to  see  that  the  bowels  are  performing  their  proper  func- 
tion.    Should  the  symptoms  persist  or  grow  worse,  the  question 
should  be  considered  as  to  the  propriety  of  evacuating  the  con- 
tents of  the  uterus.     Especially  in  the  earlier  months  of  preg- 
nancy, if  symptoms  are  present  which  indicate  renal  disease, 
interruption  of  the  pregnancy  is,   I  believe,   imperatively  de- 
manded, unless  the  morbid  phenomena  yield  promptly  to  general 
treatment.     In  these  circumstances,  if  the  pregnancy  is  allowed 
to  continue,  the  life  of  the  mother  is  jeopardized  by  the  attack  of 
eclampsia  or  by  serous  exudation ;  or,  on  the  other  hand,  such 
changes  take  place  in  the  kidneys  that,  after  childbirth,  they  do 
not  return  to  their  normal  condition,  and  there  may  be  a  transi- 
tion into  chronic   )iei)hritis.     This  latter  probability  has  been 
denied,  it  is  true,  so  far  as  the  kidney  of  pregnancy  is  concerned, 
but  in  practice  it  may  be  difficult  to  decide  when  we  have  a  case 
before  us  of  pure  pregnancy-kiclney  or  when  actual  nephritis  is 
present.     At  all  events,  it  cannot  be  denied  that  the  dangers  for 
the  mother,  and  the   prospects  of  delivering  a  living,  healthy 
child,  are  less  and  less  the  earlier  in  pregnancy  the  renal  disturb- 
ance manifests  itself.     The  fact  should  not  be  ignored  that  it  is 
not  infrequently  out  of  our  power  to  respond  to  the  demands  of 
prophylaxis,  as  the  eclampsia  has  already  manifested  itself  be- 
fore our  services  are  called  in  requisition.     When  the  eclampsia 
has  broken  out  the  indications  are,  first,  to  lower  the  excitability 
of  the  brain  by  narcotics ;  secondly,  to  cut  off  the  effects  of  the 
centripetal  irritants  starting  from  the  sexual  organs  by  as  speedy 
an  ending  of  the  birth  as  possible,  consistent  with  safety  to  the 
maternal  organism ;  thirdly,  to  counteract  the  effect  of  the  toxe- 
mia by  restoring  the  function  of  the  kidneys  as  quickly  as  possi- 
ble and  by  producing  elimination  through  other  channels.     An- 
other indication,  according  to  Barnes  and  many  other  authori- 
ties, is  to  lower  arterial  tension.     It  is  to  meet  this  latter  indi- 
cation that  Norwood's  tincture  of  veratrum  viride  is  so  enthu- 
siastically recommended,  as  a  rule.     Its  good  effects  are  largely 
due  to,  doubtless,  its  power  of  calling  forth  profuse  diaphoresis 
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and  diuresis.  Lately  an  Italian  physician,  Mangiagalli,  reports 
that  in  18  cases  of  eclampsia  he  obtained  brilliant  results  by  the 
use  of  veratrum  viride,  17  recovering.  In  the  fatal  ease  he  could 
not  attribute  the  death  to  eclampsia.  My  own  experience  with 
veratrum  viride  has  not  been  so  favorable  as  to  make  me  a  very 
enthusiastic  advocate  of  its  use,  although  recognizing  its  potency. 

To  meet  the  first  indication  hypodermatic  injections  of  mor- 
phine should  be  exhibited.  Their  effects  should  be  carefully 
watched.  I  have  seen  the  life  of  a  patient  placed  in  the  greatest 
peril  by  an  overdose  of  morphine  in  these  circumstances.  Hy- 
drate of  chloral  has  been  highly  recommended  and  I  have  fre- 
quently used  it.  Its  exhibition  demands  great  caution,  however, 
especially  if  the  heart  is  at  all  weak.  Chloroform  should  not  be 
used  for  any  great  length  of  time.  Kaltenbach,  years  ago,  called 
attention  to  the  fact  that  its  prolonged  use  is  dangerous,  as  it 
invariably  leads  to  fatty  degeneration  of  the  heart  and  other 
organs,  and,  on  the  other  hand,  impairs  the  activity  of  the 
kidneys.  Blood-letting  I  do  not  employ.  Its  much-lauded  good 
effects  may  be  obtained  by  other  means  not  so  detrimental. 
When  edema  of  the  lungs  threatens  in  a  strong  woman,  perhaps 
a  copious  venesection  is  permissible.  Bernheim  recommends  the 
use  of  salt  infusions,  with  or  withovit  blood-letting,  to  dilute  and 
eliminate  the  poison.  Abrahams  has  lately  advocated  the  same 
method,  always  preceding  the  salt  infusion  by  venesection. 

To  meet  the  second  indication  we  are  all  agreed  that  if  the 
birth  can  be  ended,  without  risk  to  the  mother,  by  forceps,  ver- 
sion, or  craniotomy  if  the  fetus  is  dead,  this  should  be  done 
while  the  patient  is  under  an  anesthetic.  This  presupposes  that 
the  OS  is  already  dilated  or  readily  dilatable.  On  the  contrary, 
if  the  OS  is  not  yet  sufficiently  dilated,  or  if  the  cervix  maintains 
its  form  and  is  unyielding,  the  question  is  still  a  mooted  one  as 
to  the  indication.  On  the  one  hand  there  are  those  who  insist 
that  we  should  wait  patiently  until  sufficient  dilatation  has  taken 
place  before  actual  intervention,  keeping  the  patient  meanwhile 
under  the  influence  of  narcotics ;  on  the  other  hand  Diihrssen 
and  his  followers,  who,  in  cases  in  whicli  the  cervix  is  dilated 
above  but  the  os  undilated,  make  deep  incisions  in  the  cervix, 
the  vagina,  and  the  perineum  and  then  deliver  by  operative 
intervention,  when  the  cervix  still  maintains  its  form  introducing 
a  colpeurynter  or  Barnes'  dilator  into  the  uterus.  In  the  case 
of  the  colpeurynter  effecting  dilatation  by  continuous  contrac- 
1ion,  if  sufficient  dilatation  be  not  attained  in  this  way,  deep 
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incisions  may  be  necessary  in  addition.  Diihrssen,  in  a  late 
contribution  to  the  subject/  expresses  the  hope  that  the  classical 
Cesarean  section  in  eclampsia  will  soon  be  completely  replaced 
by  the  vaginal.  The  favorable  effect  of  the  operative  evacuation 
of  the  uterus  in  eclampsia  is  clear  from  the  fact  that,  according 
to  his  statistics,  the  disease  was  relieved  in  93.75  per  cent  of  the 
cases,  while  in  spontaneous  birth  this  is  the  case  in  only  78.9 
per  cent.  He  recommends,  therefore,  the  Cesarean  section  per 
vaginam  in  maintained  cervix ;  in  dilatation  of  the  supravaginal 
part  of  the  cervix,  on  the  contrary,  the  delivery  with  the  aid 
of  his  deep  cervical  incisions.  Schauta,  who  is  an  advocate  of 
the  method  of  Diihrssen,  admits,  however,  that  in  high  degrees  of 
rigidity  the  incisions  are  of  doubtful  value,  as  by  them  alone, 
without  simultaneous  distension,  the  dilatation  does  not  attain 
that  degree  which  is  necessary  in  order  to  deliver  Avithout  danger. 
For  these  exceptional  cases  he  believes  the  Cesarean  section  will 
be  drawn  into  consideration.  It  is  necessary  here  to  individual- 
ize :  whether  we  adopt  an  expectant  plan  of  treatment  or  inter- 
fere actively,  ultimately  making  use  of  forcible  operations,  must 
depend  on.  the  condition  presenting  of  the  pulse,  etc.  When  the 
pulse  is  weak  and  the  general  condition  growing  steadily  worse, 
an  active  procedure  would  be  indicated;  otherwise  it  is  better  to 
wait  for  special  indications.  An  important  point  to  bear  in 
mind  is  that  in  adopting  the  accouchement  force  the  patient 
should  be  profoundly  anesthetized. 

To  fulfil  the  third  indication  profuse  diaphoresis  should  be 
excited  by  the  hot  pack,  as  in  this  way  the  toxic  matters  are 
eliminated.  In  convalescence  the  patient  should  be  carefully 
watched,  diaphoresis  and  diuresis  promoted,  and  a  milk  diet 
enjoined.  The  psychoses  which  occasionally  follow,  and  which 
manifest  themselves  in  the  form  of  great  psychical  excitation 
and  even  maniacal  attacks,  it  need  not  be  said,  demand  careful 
supervision. 

'Archiv.  fur  Gyn.,  Bd.  Ixi.,  Hft.  3. 
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THREATENED   TUBAL   ABORTION, 

WITH    RErORT    OF    A   CASE.' 


J.   WEST-EY  BOVEE,    M.D., 
Washington,  D.  C. 


It  is  but  a  dozen  years  since  Lawson  Tait,  in  his  dogmatic 
manner,  declared,  "No  authentic  description  exists  of  an  unrup- 
tured tube  pregnancy."  At  that  time  his  individual  observa- 
tion and  experience  were  probably  the  largest  of  all  men,  and 
many  were  those  ready  to  accept  as  facts  all  ideas  given  out  by 
him.  I  need  not  state  that  many  of  his  pet  notions  have  been 
proved  to  be  erroneous,  though  his  beneficial  effect  upon  abdom- 
inal surgery  will  ever  be  appreciated.  We  now  know  the  preg- 
nant Fallopian  tube  is  no  stranger  to  the  abdominal  surgeon. 
He  recognizes  it  before  rupture  quite  as  easily  as  many  another 
condition.  Mr.  Tait  also  assailed  the  condition  known  as  tubal 
abortion,  taking  the  position  that  passage  of  the  fetus  through 
the  fimbriated  end  of  the  tube,  backward  toward  the  ovary,  was 
not  an  abortion,  and,  further,  that  sufficient  dilatation  for  this 
to  occur  was  an  impossibility.  It  is  not  entirely  clear  to  all 
that  this  term,  ' '  tubal  abortion, ' '  is  above  criticism,  except  when 
the  conception  products  ai'e  forced  into  the  uterus  and  thence 
as  in  abortion  from  the  uterus.  This  probably  never  occurs 
except  in  tubo-uterine  pregnancy.  I  have  been  unable  to  find  a 
)-eport  of  an  authentic  case  of  a  pure  tubal  pregnancy  in  which 
the  ovum  was  forced  through  the  isthmus  of  the  tube  into  the 
uterus.  Many  case  reports  purport  to  be  of  this  kind,  but  a 
careful  scrutiny  reveals  the  insufficiency  of  the  data.  On  the 
other  hand,  we  do  frequently  meet  with  cases  of  tubal  preg- 
nancy in  which  the  development  of  the  ovum  has  been  interrupt- 
ed and  a  portion  or  all  of  it  expelled  through  the  distal  end  of 
the  tube  into  the  peritoneal  cavity.  While  the  direction  of  this 
expulsion  is  exactly  the  opposite  of  that  normally  taken  by  the 
ovum,  yet  it  would  not  seem  productive  of  harm  or  confusion 
to  apply  to  this  condition  the  term  ''tubal  abortion,"  particu- 

'Presented  to  the  Washington  Obstetrical  and  Gynecological  Society, 
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larly  as  so-called  teclmical  tubal  abortion  is  uot  known.  The 
term  abortion  was  employed  long  before  ectopic  pregnancy  be- 
came a  subject  of  great  study  and  abdominal  surgery  such  every- 
day work.  It  was  applied  to  interruption  of  normal  pregnancy 
by  expulsion  of  the  conception  products  from  the  uterus  by  the 
same  route  as  in  normal  parturition,  and  to  this  day  this  usage 
is  in  vogue.  It  is  also  applied  to  the  premature  ending  of  pro- 
cesses other  than  gestation  and  in  a  freer  manner.  There  seems 
to  be  no  law  for  this  application  of  the  term  in  connection  with 
gestation  other  than  usage,  and,  as  the  study  of  the  tubal  form 
of  gestation  has  developed  the  fact  that  the  tube  as  Avell  as  the 
uterus  can  empty  itself  of  conception  products,  it  would  seem 
highly  proper  to  apply  the  term  "tubal  abortion"  to  such  pro- 
cess M'ithout  regard  to  the  end  of  the  tube  through  which  it  is 
emptied.  Werth  was  probably  the  first  to  employ  the  term,  and 
more  than  likely  its  adoption  by  the  profession  has  made  its 
usage  correct. 

The  case  I  have  to  report  is  of  unusual  interest,  inasmuch  as  I 
have  been  unable  to  find  in  the  literature  of  the  subject  a  similar 
one.  A  few  years  ago  Edebohls  presented  at  a  meeting  of  the 
New  York  Obstetrical  Society  a  specimen  in  which  the  fetus 
with  its  membranes  intact  was  seen  in  the  process  of  abortion, 
one  half  of  the  ovum  being  free  in  the  peritoneal  cavity,  while 
the  other  half  was  firmly  grasped  by  the  dilated  conical  fimbri- 
ated end  of  the  tube,  like  a  bud  in  its  calyx.^  In  the  case  herein 
reported  the  fetus  was  found  in  the  tube  near  the  isthmus,  and 
abortion  would  have  occurred  only  with  difficulty.  Yet,  as  no 
rupture  had  taken  place,  and  as  the  wall  of  the  tube  was  still  sur- 
prisingly thick  and  the  outer  end  of  it,  though  not  sufficiently 
dilated  to  aUow  extrusion  of  the  pregnancy  mass  and  blood  clot, 
it  is  presumable,  from  these  points,  and  the  facts  that  some  dilata- 
tion of  the  fimbriated  end  was  present  and  that  a  large  amount  of 
blood  had  been  forced  through  it,  abortion  into  the  peritoneal 
cavity  would  in  time  have  occurred.  In  my  experience  with 
nearly  a  hundred  cases  of  ectopic  gestation  I  have  never  met 
with  one  like  this,  and  for  that  reason  I  have  presented  the  speci- 
men with  these  notes. 

The  history  of  the  case  is  as  follows:  Mrs.  X.,  white,  aged  32 
years,  was  seen  in  consultation  on  the  evening  of  February  1, 
1902.  She  had  had  four  or  five  induced  abortions,  but  no  full- 
term  pregnancy.  ^Menstruation,  which  was  usually  regular,  pro- 
^Kelly,  Operative  Gynecologj',  vol.  ii.,  page  440. 
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fuse,  painless,  and  lasted  seven  days,  last  occurred  October  2, 
1901.  After  missing  the  next  period  she  began,  by  the  use  of 
eebolics  and  sponge  tents,  to  induce  abortion.  This  treatment 
caused  some  slight  flow,  but,  as  no  other  evidence  of  abortion  was 
present,  the  efforts  were  continued  and  some  time  later  a  physi- 
cian called,  who  found  a  mass  in  the  right  half  of  the  pelvis. 
She  was  kept  in  bed,  suffering  great  pain  that  was  only  relieved 
by  administration  of  large  doses  of  morphia.  Upon  examination 
of  the  abdomen  I  found  in  either  side,  rising  up  out  of  the  pelvis, 
a  large  mass.  Vagino-abdominal  examination  revealed  a  nor- 
mal-sized uterus  low  in  the  pelvis,  being  displaced  by  the  two 
masses  mentioned.  I  concurred  in  the  diagnosis  of  ectopic  preg- 
nancy made  by  the  attending  physician,  but  believed  a  pus  tube 
existed  on  the  opposite  side.  She  was  sent  to  Columbia  Hospi- 
tal for  Women  the  following  morning  and  the  abdomen  opened 
two  days  later.  A  large  mass  was  found  on  either  side  and  above 
the  uterus.  The  right  one  was  a  pregnant  Fallopian  tube  and 
adherent  ovary;  the  left  one  a  badly  adherent  and  degenerated 
appendage  and  a  number  of  adherent  loops  of  intestine.  Both 
appendages,  with  a  sac  of  blood  coagula,  were  removed.  The 
vermiform  appendix,  two  to  three  times  the  average  size,  was 
also  removed.  The  right  Fallopian  tube,  except  an  inch  at 
either  end,  was  dilated  into  an  ovoid-shaped  mass  about  three 
inches  in  the  long  axis  and  two  inches  in  transverse  diameter, 
while  the  inner  inch  was  practically  normal  in  size  and  appear- 
ance and  the  outer  inch  considerably  dilated,  permitting  passage 
of  the  little  finger,  and  adherent  all  around  to  a  thin-walled  sac 
which  contained  a  mass  of  black  blood  clot  filling  all  available 
pelvic  space.  On  incising  the  tube  longitudinally  a  fetus  about 
five-eighths  of  an  inch  in  length  was  found  in  a  smaU  sac  of 
clear  fluid  near  the  uterine  end  of  the  ovoidal  enlargement. 
Other  conception  products  and  blood  clot  composed  the  re- 
mainder of  the  distending  material  in  the  tube.  This  specimen 
was  carefully  inspected  by  my  assistant.  Dr.  Gill,  and  by  Drs. 
W.  S.  Bowen  and  J.  T.  Kelley,  who  were  present  at  the  operation. 
The  small  size  of  the  fetus  and  the  history  of  the  case  indicate 
fetal  death  occurred  about  the  time  of  the  first  employment  of 
the  eebolics  and  sponge  tents,  and  was  immediately  caused  by 
hemorrhage  from  the  tubal  nuicosa  on  the  outer  side  of  the  ges- 
tation sac— that  is,  the  side  toward  the  fimbriated  end.  This 
hemorrhage  caused  sudden  marked  pressure  against  the  fetus 
and  interrupted  its  blood  supply. 
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Meeting  of  March  11,  1902. 
JMalcolm  McLean,  M.D.,  in  the  Chair. 

PUERPERAL    TUBO-OVARIAN    ABSCESS    RESEMBLING    APPENDICITIS. 

Dr.  Herman  J.  Boldt. — The  patient  had  had  a  normal  con- 
finement two  weeks  previously.  Until  then  she  had  always  en- 
joyed good  health.  Three  days  after  her  confinement  the  tem- 
perature rose  to  103°  F.  and  varied  subsequently  between  102° 
and  104°  F.  There  was  pain  of  variable  intensity  in  the  cecal 
region,  also  sensitiveness  upon  pressure.  Examination  revealed 
a  tumor  which  with  the  inner  boundary  extended  to  the  median 
line ;  the  apex  was  on  a  line  with  the  umbilicus ;  the  contour  was 
fusiform ;  mobility  was  present  except  at  the  lower  outer  border, 
where  it  was  adherent  to  the  pelvic  fascia.  Bimanual  examina- 
tion showed  the  uterus  to  be  increased  in  size,  corresponding  to 
the  time  since  accouchement ;  consistence  of  the  uterine  structure 
likewise  in  harmony  with  the  postpartum  period.  The  pelvis 
was  free  from  exudate,  except  at  the  right  uterine  cornu,  where 
there  was  some  thickening  which  could  be  traced  laterally  about 
an  inch ;  this  did  not  seem  in  connection  with  the  large  tumor  in 
the  right  half  of  the  abdomen,  the  uterus  being  movable  inde- 
pendently of  the  abdominal  swelling,  and  vice  versa.  It  was  not 
deemed  advisable  to  make  too  much  pressure  on  or  about  the  mass 
in  the  abdomen  to  ascertain  its  exact  relations,  because  of  the 
danger  of  rupture,  it  being  evident,  from  the  conditions  present, 
that  pus  was  present  in  it.  It  is  evident,  from  the  condition 
found,  that  a  diagnosis  of  appendicitis,  with  a  large  perityphlitic 
exudate  presenting  some  unusual  features,  was  the  most  reason- 
able. A  long  incision  in  the  usual  situation  for  appendicitis 
w^as  made,  when  it  became  evident  that  a  part  of  the  bulk  of  the 
tumor  was  made  up  of  thickened  omentum,  which  appeared  as. 
though  wrapped  around  it.  While  separating  this  from  the  mass, 
about  100  cubic  centimetres  of  pus  exuded  from  the  mass. 
Further  investigation  sJiowed  the  mass,  which  previously  was 
thought  to  be  a  perityphlitic  exudate,  to  be  a  tubo-ovarian  ab- 
scess, the  outer  two-thirds  of  the  tube  to.be  greatly  distended,  in 
part  displaced  upward  out  of  the  pelvis.  The  upper  part  of  the 
tube  was  firmly  agglutinated  to  the  intestines.  The  unusually 
long  appendix  vermiformis,  twelve  centimetres,  Avas  found  inti- 
mately adherent  to  the  posterior  surface  of  the  tube ;  it  was  ex- 
cised with  so  much  of  the  tube  as  was  possible  without  incurring^ 
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risk  of  injury  to  the  adherent  bowel.  The  uterine  end  of  the 
tube  was  not  distended  at  all  with  the  pus ;  it  was  thickened  only, 
as  the  result  of  the  intense  infiammation.  There  was  profuse 
oozing  from  the  adhesion  surface.  A  IMikulicz  drain  was  packed 
into  the  wound  cavity.  Fortunately  for  the  patient,  omental 
and  intestinal  adhesions  had  formed  around  the  tubo-ovarian 
abscess  of  sufficient  density  to  prevent  the  pus  from  the  over- 
■distended  abdominal  tubal  opening  from  entering  the  general 
peritoneal  cavity.     Convalescence  is  progressing  favorably. 

Dr.  Simon  Marx. — I  have  seen  a  number  of  cases  of  appendi- 
citis occurring  during  and  after  pregnancy,  and  I  have  become 
very  wary  about  making  a  diagnosis  between  appendicitis  and 
tubo-ovarian  abscess,  simply  telling  the  patient  or  her  friends 
that  she  has  a  right  intra-abdominal  inflammation.  One  can 
readily  understand  how  a  diagnosis  of  this  kind  might  be  offered 
iDecause  of  the  subinvolution  or  enlarged  uterus.  I  remember  one 
case  in  which  the  clinical  picture  of  a  high  intumescence  was  not 
so  pronounced,  yet  the  woman  was  about  four  months  pregnant. 
r  made  the  diagnosis ;  undoubtedly  it  was  a  case  of  appendicitis. 
Upon  opening  the  abdomen  there  was  found  pus  leaking  directly 
from  the  fimbriated  end  of  the  tube  into  a  cavity  which  was,  of 
course,  walled  off.  In  this  instance  the  tumor  was  found  to  be 
higher  than  the  normal  site  of  the  appendix.  Yet,  to  my  surprise, 
I  found  the  pus  coming  from  the  tube  and  not  from  the  ap- 
pendix. There  was  much  extravasation  and  exudate  formed  by 
the  inflammation.  In  these  cases  I  do  not  believe  that  an  ab- 
solute diagnosis  is  necessary,  for  the  treatment  by  operation 
holds  good  in  one  case  as  in  the  other.  There  is  always  an  ex- 
treme ditficulty  in  making  a  differential  diagnosis  between  ad- 
nexal  inflammations  and  appendicitis,  not  only  during  preg- 
nancy but  during  the  puerperium;  one  may  easily  mistake  one 
for  the  other. 

Dr.  Brooks  H.  Wells. — I  have  operated  on  a  number  of 
cases  where  pregnancy  was  complicated  by  appendicitis.  About 
one  month  ago  I  was  called  in  consultation  to  see  a  woman  who 
had  been  delivered  four  weeks  before.  Shortly  after  her  de- 
livery she  developed  signs  suggestive  of  appendicitis.  She  had 
fever,  rapid  pulse,  tumefaction  and  tenderness  over  the  region 
of  the  appendix.  TTpon  palpation  there  was  found  a  rounded, 
tender  mass  above  the  pelvic  brim,  nearer  to  the  median  line 
than  we  expect  to  find  the  appendix.  Upon  pelvic  examination 
the  uterus  was  found  to  be  tilted  up  toward  this  mass.  I  made  a 
diagnosis  of  inflammatory  trouble  about  the  appendages  of  the 
right  side,  with  a  complicating  appendicitis.  The  patient  was 
sent  to  the  Polyclinic  and  a  median  incision  made.  I  found  a 
small  ovarian  cyst  which  had  had  its  circulation  cut  off  by  a 
twist  of  its  pedicle.  Everywhere  about  it  were  recent  adhesions. 
In  contact  with  the  cyst  at  its  upper  border  was  a  body  at  first 
supposed  to  be  a  gangrenous  and  perforated  appendix.  This 
was  the  size  of  a  lead  pencil,  two  and  a  quarter  inches  long,  and 
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sprang  from  the  small  intestine.  It  was  evidently  a  Meckel's 
diverticuhim  and  was  removed  just  as  an  appendix  would  have 
been.  The  appendix  was  found  to  be  perfectly  normal.  The 
patient's  recovery  was  rapid  and  uneventful. 

CHRONIC    CATARRHAL    APPENDICITIS;    PERSISTENCE    OF    PAIN    AFTER 

APPENDECTOMY. 

Dr.  Herman  J.  Boldt. — The  patient,  27  years  old,  has  been  ill 
three  years,  suffering  from  constant  pain  in  the  cecal  region. 
The  pain  was  greatly  aggravated  by  the  slightest  pressure  in  the 
cecal  region.  Operation  had  been  proposed  by  a  number  of 
surgeons  for  the  removal  of  the  appendix,  but  had  so  far  always 
been  declined.  In  addition  to  the  appendical  trouble  there  was 
retroflexion  of  the  uterus.  The  specimen  is  an  unusually  pretty 
one  for  demonstration  of  marked  catarrhal  appendicitis.  The 
lumen  of  the  appendix  is  dilated,  the  contents  are  sero-purulent, 
and  the  mucosa  is  much  thickened.  There  is  a  slight  stricture 
near  the  cecal  attachment.  The  uterus  was  suspended.  It  is 
now  three  weeks  since  the  operation,  yet  the  symptoms  are  as 
severe  as  before  the  operation.  The  case  demonstrates  that  long 
persistent  pain,  caused  by  pathological  changes  in  an  organ,  does 
not  cease  as  soon  as  the  pathological  factor  has  been  removed. 

COLLOID   TUMOR   OF    THE   OVARY. 

Dr.  Herman  J.  Boldt. — The  patient,  27  years  old,  has  had 
pain  in  the  right  lower  half  of  the  abdomen  about  two  years, 
which  has  increased  greatly  in  intensity  during  the  last  two 
months :  since  then  she  also  noticed  rapid  increase  in  the  size  of 
the  abdomen.  An  ovarian  tumor,  having  its  origin  from  the 
right  ovary  and  reaching  about  two  fingers'  breadth  above  the 
umbilicus,  Avas  diagnosed.  Believing  that  the  size  of  the  tumor 
could  be  diminished  by  means  of  evacuation  with  a  trochar  and 
canula,  I  neglected  my  customary  plan  to  make  the  incision 
sufficiently  long  at  the  start  to  remove  the  tumor  unopened,  the 
result  being  that  the  peritoneal  cavity  was  soiled,  infected.  Avith 
the  pseudo-mucinous  contents;  because,  after  enlarging  the  in- 
cision to  enucleate  the  growth,  some  contents  escaped  and  soiled 
the  parietal  peritoneum,  as  the  result  of  which  more  haste  was 
made  to  get  the  tumor  out,  and.  as  is  frequently  the  case  in  such 
tumors,  the  Avails  Avere  so  friable  and  thin  that  a  large  rent  A\'as 
made  into  the  posterior  \A'all,  through  AA'hich  a  large  quantity  of 
material  escaped,  necessitating  subsequent  flushing.  While 
such  a  mishap  is  not  likely  to  endanger  the  prognosis  from  in- 
fection if  the  flushing  is  done  thoroughly,  more  time  is  consumed, 
the  intestines  are  subjected  to  more  traumatism,  and  there  is  a 
chance  of  metasta.sis  from  such  material,  as  has  been  clinically 
demonstrated.  It  is  better  technique  to  deli\'er  ovarian  tumors 
unopened,  unless  one  is  absolutely  sure  that  the  contents  are 
serous.  I  was  able  to  leave  a  part  of  the  macroscopicallv 
healthy  OA^arian  stroma — a  course  which  should  ahvays  be  fol- 
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lowed  when  feasible.  On  the  opposite  side,  pi^otruding.  a  cyst, 
about  .5  by  1  centimetre,  was  opened  with  a  Paqnelin  cautery 
point  and  its  inner  wall  seared.  On  the  second  and  third  days 
after  operation  there  was  evidence  of  peritoneal  irritation,  un- 
doubtedly as  the  result  of  the  traumatism  to  the  intestines  neces- 
sitated by  the  copious  flushings.  This  subsided  after  applica- 
tion of  an  ice  coil.  To  reiterate,  such  mishaps  are  avoidable  and 
should  be  avoided  if  long  incisions  are  made. 

LARGE    COLLOID    TUMOR    IX    A    GIRL    OF    SIXTEEN    YEARS ;    DOUBTFUL 

DIAGNOSIS  UXTIL  AX'^ESTHETIC  WAS  ADMINISTERED  ;  TWISTED 

PEDICLE;   TORSION   OF   UTERUS. 

Dr.  Hermax  J.  BoLDT.  — The  girl  began  to  menstruate  at  13; 
had  always  been  irregular,  with  profuse  flow,  the  interval  being 
from  two  to  three  weeks.  It  is  asserted  that  she  had  always 
enjoyed  good  health  until  four  weeks  previously,  at  which  time 
she  came  home  from  school  complaining  of  severe  lancinating 
pain  in  the  right  half  of  the  abdomen.  So  intense  was  the  pain 
that  a  physician  was  summoned  during  the  night,  who  ad- 
ministered a  narcotic.  The  intense  pain  continued  two  days 
and  then  gradually  subsided.  From  that  time  on  the  abdomen 
began  to  increase  in  size  rapidly,  although  upon  questioning  it 
was  elicited  that  an  enlargement  was  noticed  since  last  October. 
Though  the  pain  was  less  severe  in  character,  it  w^as  never  en- 
tirely absent  since  its  onset.  Upon  examination  the  abdomen 
was  found  to  be  distended  by  a  tumor  which  had  several  hard 
nodules  upon  its  surface.  There  was  no  definite  boundary  to  the 
tumor.  One  of  the  nodules,  the  one  in  the  epigastrium,  was 
somewhat  mobile.  The  superficial  veins  were  greatly  distended ; 
there  was  distinct  evidence  of  ascitic  fluid  in  both  flanks.  Rectal 
examination  showed  a  normal  uterus.  The  adnexa  were  not 
palpated  because  of  the  extreme  irritability  of  the  girl.  The 
urine  was  normal.  The  temperature  was  99°  F. ;  hemoglobin 
55  per  cent.  An  abdominal  section  was  determined  upon,  al- 
though, under  the  circumstances,  a  positive  diagnosis  was.  in  my 
opinion,  impossible.  As  I  subseciuently  learned,  she  had  also 
been  examined  by  several  competent  surgeons,  with  similar  un- 
certain results  as  to  diagnosis.  Under  ether,  external  palpation 
readily  established  the  presence  of  the  tumor  boundaries  below, 
but  not  above.  A  bimanual  examination  was  not  attempted  at 
this  time.  An  incision  of  sufficient  length  to  introduce  the  hand 
revealed  the  growth  to  be  an  ovarian  tumor.  The  incision  was 
elongated  to  nearly  the  summit  of  the  tumor,  which  was  nearly 
to  the  xiphoid  cartilage.  There  were  extensive  intestinal  and 
omental  adhesions  in  addition  to  those  to  the  parietal  peritoneum. 
After  separation  of  these  the  tumor  w-as  lifted  up,  when  it  was 
shown  that  the  pedicle  had  a  360-degree  twist  from  left  to  right: 
the  body  of  the  uterus  Avas  twisted  upon  the  cerAnx  from  right  to 
left  at  90  degrees.  The  ascitic  fluid  in  the  peritoneal  cavity  liad 
a  brown,  turbid  appearance  and  was  about  1,500  to  2,000  cubic 
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centimetres  in  quantity.  In  the  pelvis  a  large  quantity  of  blood- 
stained colloid  (pseudomucin?)  coagula  were  found.  It  was  un- 
fortunately neglected  to  have  some  of  this  material  examined 
chemically. 

While  torsion  of  the  pedicle  is  not  of  rare  occurrence  in  in- 
stances of  ovarian  tumors,  especially  if  the  tumors  are  of  median 
size,  a  combination  of  pedicle  and  uterine  torsion,  in  a  tumor  as 
large  as  the  one  presented  (weight  8.5  kilogrammes),  is  very  rare. 
The  torsion  undoubtedly  occurred  at  the  time  when  the  child 
had  the  intense  attack  of  pain.  It  is  probable  that  the  pedicle 
and  uterine  torsion  occurred  simultaneously. 

It  has  been  stated  that  the  enlargement  of  the  abdomen  was 
only  noticed  since  last  October,  and  the  girl  had  always  been 
considered  perfectly  healthy.  She  went  to  somebody  down- 
town, who  pronounced  her  pregnant.  This  case  proves  the  wis- 
dom of  what  I  have  said  before,  that  we  should  make  an  incision 
large  enough  to  explore.  In  this  instance  an  incision  was  made 
from  the  ensiform  cartilage  to  the  symphysis  pubis.  In  all 
these  cases  I  think  it  is  best  to  endeavor  to  take  out  the  tumor  un- 
ruptured. The  tumor,  after  being  cut  open,  was  found  to  be  a 
multilocular  pseudomucin  cystoma. 

Dr.  Joseph  E.  Janvrin. — I  should  like  to  ask  Dr.  Boldt  if, 
when  the  large  tumor  is  cystic  in  nature,  he  still  makes  such  a 
long  incision.  Even  in  such  cases  as  this  puncturing  could  be 
done,  and,  if  it  is  found  that  it  does  not  drain,  it  can  be  sewn  up 
and  then  a  longer  incision  in  the  abdominal  wall  made.  Mixed 
ovarian  tumors  are  cystic,  and  in  nine  cases  out  of  ten  it  will 
not  be  necessary  to  make  such  large  incisions. 

Dr.  Herman  J.  Boldt.  — I  do  not  consider  a  long  incision  more 
dangerous  to  life  than  a  short  one,  and  usually  it  is  moi'e  de- 
sirable to  make  an  incision  of  sufficient  length  to  remove  a  tumor 
unopened :  and  in  this  instance,  .too,  it  is  exemplified  that  a  short 
incision  would  not  only  have  been  useless,  but  may  have  proved 
detrimental,  as  in  the  instance  of  the  first  tumor. 

vaginal     hysterectomy     for     HEMORRHAGt       OCCURRING     EIGHT 
MONTHS    AFTER    DOUBLE    OVARIOTOMY. 

Dr.  Brooks  H.  Wells. — Mrs.  R.,  aged  30,  entered  my  service 
at  the  Polyclinic  June  8,  1901.  She  had  borne  three  children, 
the  last  eight  years  before,  and  complained  of  pain  in  the  sacral 
region  and  inability  to  walk  or  work.  jMenstruation  came  on 
every  three  weeks,  lasted  for  five  days,  and  was  rather  free.  Ex- 
amination revealed  a  relaxed  pelvic  floor  with  moderate  cysto- 
cele  and  rectocele.  The  uterus  was  retroverted,  adherent,  and 
there  were  small  cysts  of  both  ovaries.  She  was  curetted;  the 
rectocele  and  C3^stocele  were  repaired.  An  abdominal  section 
was  done;  the  ovarian  cysts,  the  size  of  large  oranges,  were  re- 
moved; the  uterus  was  freed  and  suspended.  Convalescence 
was  uneventful  and  she  was  discharged  four  weeks  later.  She 
rapidly  regained  her  strength  and  felt  perfectly  well  until  De- 
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cember  18.  when  she  flowed  slightly  for  a  few  days,  then  ceased 
for  three  weeks  and  began  to  flow  profusely  again.  This  second 
flow  lasted  a  week  and  was  followed  by  an  interval  of  two  weeks 
during  which  an  occasional  spot  of  blood  was  noticed.  Then  the 
profuse  bleeding  returned.  When  she  came  to  me  on  February 
22  she  was  in  a  condition  of  extreme  anemia,  with  pallid  mucous 
membranes,  and  had  been  soaking  ten  napkins  a  day  for  three 
weeks.  On  examination  the  uterus  was  found  to  be  retroverted 
but  movable,  soft  and  very  tender.  She  was  at  once  put  to  bed 
and  efforts  made  to  improve  her  condition  and  check  the  bleed- 
ing by  the  use  of  ergot,  strychnine,  and  packing.  The  hemor- 
rhage continuing,  the  uterus  was  removed  per  vaginam.  Conva- 
lescence has  been  rapid  and  uneventful.  The  specimen  is  an  ap- 
parently normal  uterus  with  an  atrophic  mucous  membrane.  At 
the  right  cornu  is  a  cyst  the  size  of  a  small  marble,  evidently  at 
the  site  of  the  ligature  used  to  tie  off  the  ovary  and  tube  at  the 
first  operation.  Dr.  Jeffries,  the  pathologist  to  the  Polyclinic, 
reports  that  a  section  through  the  entire  thickness  of  the  uterus 
shows  nothing  abnormal  either  in  the  muscle,  connective  tissue, 
or  blood  vessels.  There  is  no  endarteritis.  The  case  is  reported 
to  elicit  a  discussion  on  the  cause  of  the  bleeding,  and  as  an 
argument  in  favor  of  the  removal  of  the  uterus  when  conditions 
necessitate  the  removal  of  the  appendages  on  both  sides. 

Dr.  Herman  J.  Boldt. — I  presented  a  case  to  the  Society  some 
3'ears  ago  in  which  there  was  a  condition  similar  to  the  one  re- 
ferred to.  It  was  impossible  to  stop  the  bleeding;  everything 
possible  had  been  done,  but  finally  the  uterus  had  to  be  removed 
in  order  to  stop  the  hemorrhage.  She  was  much  run  down  fi'om 
the  loss  of  blood.  The  endometrium  was  atrophic.  T  have  seen 
two  such  cases. 

Dr.  Vineberg. — In  these  cases  of  uncontrollable  uterine  hemor- 
rhage  the  endarteritis  is  localized  to  the  terminal  vessels  in  the 
uterine  tissues.  Several  such  cases  have  been  published  abroad 
and  a  few  have  also  been  published  in  this  country. 

Dr.  Egbert  H.  Grandin. — I  forget  whether  or  not  I  presented 
a  specimen  to  this  Society  or  to  the  Obstetric  Section  some  three 
or  four  years  ago  which  was  removed  by  vaginal  hysterectomy 
for  uncontrollable  hemorrhage.  She  had  been  thoroughly 
curetted  by  Dr.  Barrows  six  weeks  previously,  but  she  continued 
to  bleed.  By  the  curette  I  got  nothing,  and  I  foimd  that  the 
only  way  to  stop  the  hemorrhage  was  to  do  a  hysterectomy.  In 
the  left  uterine  cornu  was  found  a  nodule  the  size  of  a  pea,  of 
which,  unfortunately,  no  examination  was  made.  In  this  case 
the  patient  had  had  a  miscarriage  some  months  previous  and 
so  the  nodule  was  thought  to  be  a  deciduoma  malignum ;  in  the 
absence  of  a  pathological  examination  this  was  not  proved.  The 
woman  recovered. 

Dr.  Hiram  X.  Vineberg.  — I  had  a  case  last  summer,  a  young 
woman  21  or  22  years  old,  unmarried,  who  had  had  sexual  inter- 
course and  in  whom  thei'e  were  symptoms  of  an  uncontrollable 
54 
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hemorrhage.  She  had  been  curetted  without  relief.  Upon  open- 
ing the  abdomen  both  tubes  were  found  to  be  quit€  nodular.  Both 
tubes  were  removed,  cutting  well  into  the  uterine  tissue,  and,  for  a 
time,  the  hemorrhage  ceased.  Then  it  began  again  and  continued 
for  three  or  four  months  and  finally  ceased. 

Another  case  occurred  in  a  girl,  18  years  old,  who  was  curetted 
at  the  hospital.  The  uterus  and  the  appendages  were  apparently 
normal.  Little  could  be  gotten  from  the  interior  of  the  uterus, 
which  was  scraped  and  carbolic  acid  applied.  She  then  remained 
away  for  four  months,  having  normal  menstruation.  She  has 
now  been  bleeding  for  weeks,  and  the  question  is,  w^hat  will  stop 
the  hemorrhage  this  time "?  The  uterus  is  of  normal  size.  I  have 
had  cases  where  I  have  removed  the  uterus  for  uncontrollable 
hemorrhage ;  but  in  these  cases  the  uterus  was  enlarged,  with  a 
condition  of  chronic  metritis  or  fibrosis,  the  walls  being  thickened 
with  evidences  of  enlargement. 

Dr.  ]\Ialcolm  McLean. — I  should  like  to  make  one  suggestion 
in  those  cases  where  the  appendages  have  been  removed  and  an 
apparently  healthy  uterus  remains  in  the  pelvis,  with  an  uncon- 
trollable hemorrhage  occurring — in  other  words,  such  a  hemor- 
rhage as  occurs  at  the  menopause.  We  know  it  is  dangerous  to 
attribute  to  the  menopause  any  hemorrhage  which  is  due  to  func- 
tional changes.  Practitioners  here  have  had  an  opportunity  of 
seeing  cases  occasionally  in  which  hemorrhage  occurred  at  that 
period  without  any  organic  condition  being  present  to  explain  it. 
This  case  related  by  Dr.  Wells  can  be  classified  under  that  head, 
where  the  menopause  has  been  established  artificially,  and  this  re- 
sulting hemorrhage  is  quite  rare.  I  saw  one  case  within  the  last 
two  months  in  which  there  were  no  evidences  of  any  pelvic 
disease,  as  was  shown  by  investigations  of  other  experienced  men ; 
and  yet  this  patient  had  very  serious  hemorrhage. 

a  case  of  spontaneous  expulsion  op  a  cervical  polyp. 

Dr.  Abram  Brothers. — A  medical  friend  recently  sent  me  this 
specimen  of  uterine  polyp.  He  was  called  to  see  a  young  unmar- 
ried woman  of  22  years  who  had  expelled  the  tumor  sponta- 
neously. As  no  local  examination  was  permitted,  he  was  unable 
to  judge  whether  the  tumor  was  expelled  from  the  rectum  or  the 
vagina.  Dr.  Bandler  kindly  examined  the  pedicle  and  informed 
me  that  the  structure  of  the  numerous  glands  present  was  dis- 
tinctly cervical  in  character.  Hence  we  are  dealing  with  a  cer- 
\acal  polyp.  The  pedicle  in  the  fresh  specimen  was  at  least  one 
and  a  half  inches  in  length.  I  present  the  specimen  because  in 
my  experience  polypi  spontaneously  expelled  are  among  the  rar- 
est of  occurrences. 

Dr.  James  N.  West. — I  saw  a  case  in  which  a  polyp  of  large 
size  Avas  expelled  by  a  girl  about  15  years  old.  She  continued  to 
expel  polypi  for  three  or  four  weeks  before  coming  to  the  hos- 
pital, where  she  went  under  the  care  of  Dr.  Emmet.  One  was 
then  found  filling  the  vagina;  it  was  two  inches  in  diameter,  was 
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attached  to  the  cervix,  and  was  about  the  same  size  as  the  one 
presented  to-night.  The  pathologist's  diagnosis  was  cervical 
polyp.  She  left  the  hospital  and  again  appeared  in  about  one 
month  with  a  large  mass  in  the  vagina.  A  piece  was  removed 
and  was  pronounced  by  the  pathologist  to  be  sarcoma;  a  large 
part  of  the  cervix  was  removed  with  .it.  She  was  instructed  to 
return,  but  she  did  not,  and  I  finally  learned  that  she  died  of 
sarcoma.  The  point  of  interest  is  that  the  specimen  looked  like 
the  one  presented  here  and  was  mistaken  for  a  cervical  polyp. 

Dr.  Joseph  E.  Janvrin. — The  case  reported  by  Dr.  West 
passed  into  Dr.  Bache  Emmet's  hands  and  then  found  its  way 
into  mine.  I  curetted  her  thoroughly,  finding  the  disease  too  far 
advanced  to  justify  a  hysterectomy.  She  developed  sarcomata 
in  the  shoulder  and  under  the  breasts  and  died  about  two  months 
afterward. 

Dr.  George  T.  Harrison  read  an  essay  entitled 

THE  pathogenesis  AND  THERAPEUTICS  OF  PUERPERAL  ECLAMPSIA.* 

Dr.  Simon  Marx. — Dr.  Harrison  in  his  paper  referred  to  the 
increased  toxicity  of  the  blood  of  pregnant  women  and  a  lessened 
toxicity  of  the  urine.  I  do  not  think  Dr.  Harrison  laid  suffi- 
cient stress  upon  the  particular  factor  Avhieh  exists  in  these  cases, 
viz.,  the  diminution  in  the  amount  of  urea  excreted.  In  cases 
where  we  do  not  get  any  pathological  evidences  in  the  urine, 
such  as  albumin  or  casts,  there  is  one  of  two  conditions  present : 
(1)  a  true  toxemia  of  pregnancy  or  (2)  mechanical  pressure 
upon  the  ureters.  This  latter  point  has  been  referred  to  by 
Herzfeld  in  his  analysis  of  100,000  cases  of  labor,  among 
which  there  were  100  cases  of  eclampsia;  among  the  fatal 
cases— 11  per  cent— not  one  was  due  to  any  organic  trouble, 
but  all  due  to  a  mechanical  cause,  viz.,  pressure  upon  the 
ureter;  there  was  a  bilateral  hydronephrosis,  due  to  pressure 
upon  the  ureters  at  that  point  where  they  passed  over  the 
brim  of  the  pelvis.  These  cases  of  uremia  or  true  urinary  tox- 
emia occurred  in  primipara?  with  the  early  engagement  of  the 
head;  in  the  other  cases  of  toxemia,  the  urea,  or  one  of  the  eon- 
geners  of  urea,  probably  nitrogen,  is  diminished.  I  have  yet  to 
see  a  case  in  which  uremic  symptoms  were  present  where  the 
total  amount  of  urea  excreted  was  not  diminished.  On  the  other 
hand,  I  have  repeatedly  seen  cases  in  which  the  urea  has  gone 
down  to  one-half  per  cent  in  twenty-four  hours  and  there 
has  not  been  a  single  symptom  of  uremia.  The  only  way  that  we 
can  account  for  this  state  of  affairs  is  by  bearing  in  mind  that 
we  do  not  know  absolutely  the  normal  amount  of  urea  excreted 
under  normal  non-pregnant  conditions  by  anj'  particular  woman. 
Thus,  there  may  be  a  very  small  amount  excreted,  as  in  one  case 
now  at  the  hospital,  the  woman  excreting  but  three-quarters  of 
one  per  cent.  Occurring  in  private  practice  we  should  be  very 
wary  of  the  small  amounts  of  urea  excreted  and  watch  the  case ; 
but  in  hospital  practice  we  do  not  bother  so  much  with  it,  since 

'See  original  article,  p.  834. 
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underfed  patients  pass  less  urea  at  all  times  than  better-situated 
women. 

Regarding  the  treatment  of  eclampsia,  I  am  of  the  same  opin- 
ion to-day  as  I  was  several  years  ago — we  should  be  heroic.  I 
have  yet  to  see  a  case  with  the  excretion  of  urea  diminishing  day 
by  day,  with  the  symptoms  of  intoxication  present,  that  does  not 
■demand  the  induction  of  premature  labor.  Men  abroad  feel  that 
Cesarean  section  is  justifiable  in  these  conditions,  where  the  in- 
tegrity of  the  maternal  parts  is  threatened,  due  to  the  unpre- 
paredness  of  the  canal;  and  I  can  readily  imagine  a  primipara, 
especially  an  elderly  one.  with  a  long  cervix,  etc.,  in  whom  de- 
livery from  below  would  entail  frightful  lesions,  where  you  serve 
both  the  mother  and  the  child  best  by  doing  a  Cesarean  section. 

I  have  seen  excellent  results  follow  bleeding  in  selected  cases. 
I  certainly  would  not  venesect  a  woman  who  was  in  poor  health, 
paie,  anemic ;  but  I  certainly  would  if  she  was  stout  and  plethoric 
and  could  afford  the  loss  of  blood.  In  any  case  where  I  empty 
the  uterus  I  allow  the  woman  to  bleed  from  that  organ — the  so- 
called  uterine  phlebotomy. 

Dr.  George  L.  Brodhead. — It  seems  to  me  that  while  unques- 
tionably the  intestines,  the  skin,  and  the  liver  are  at  fault,  we 
must  remember  that  the  kidneys  are  the  organs  to  which  our 
treatment  must  be  especially  directed— our  treatment  should 
be  directed  to  the  kidneys,  just  as  if  we  had  to  deal  with  an  acute 
nephritis  without  the  existence  of  pregnancy.  The  examination 
of  the  urine  during  pregnane}^  is  of  the  utmost  importance. 

Many  patients  are  careless  and  do  not  send  specimens  of  urine 
at  regular  intervals  to  the  physician  for  examination ;  oftentimes 
the  physician  is  too  busy  to  note  the  fact  that  specimens  are  not 
being  sent  regularly;  soon  the  patient  may  complain  of  severa 
headache,  and  then  an  examination  reveals  the  fact  that  the  urine 
is  loaded  with  albumin  and  the  amount  of  urea  is  diminished. 
The  mortality  rate  from  eclampsia  at  the  present  time  is  still 
very  high,  in  spite  of  any  treatment  which  may  be  employed. 

Regarding  the  cause  of  eclampsia,  we  have  all  seen  women 
with  thirty,  forty,  or  even  fifty  per  cent  of  albumin  in  the  urine, 
with  but  few  symptoms  of  toxemia ;  and  therefore  the  amount  of 
albumin  present  is  not  in  itself  an  infallible  guide.  I  cannot 
agree  with  Dr.  Marx  that  the  chief  cause  of  eclampsia  is  the 
diminution  in  the  amount  of  urea  excreted,  because  of  the  fact 
that  many  women  during  pregnancy  excrete  less  than  the  normal 
amount  of  urea  without  a  single  symptom  of  intoxication.  We 
must  admit  that  the  eclamptic  patient  is  suffering  from  a  tox- 
emia the  nature  of  which  we  do  not  understand,  but  which  gives 
rise  to  certain  symptoms  of  grave  poisoning,  associated,  as  a  rule, 
with  a  steadily  increasing  amount  of  albumin  and  a  progressive 
diminution  in  urea  excretion. 

When  an  eclamptic  seizure  has  occurred,  I  believe  the  uterus 
should  be  emptied  as  quickly  as  possible,  duly  considering  the 
child  and  the  soft  parts  of  the  mother.    When  the  patient  is  in 
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the  second  stage  of  labor  there  should  be  no  delay  in  extracting 
the  child  by  forceps  or  version.  jNIy  experience  leads  me  to  be- 
lieve that  the  first  stage  of  labor,  in  cases  of  eclampsia,  proceeds 
very  slowly,  and  that  much  valuable  time  is  lost  when  active 
measures  are  not  adopted  looking  toward  full  dilatation  of  the 
cervix.  This  can  be  accomplished  by  manual  dilatation  in  suit- 
able cases  where  the  cervix  is  soft  and  easily  dilatable,  or  by  the 
use  of  the  dilating  bags  of  Champetier  de  Ribes. 

I  think  that  the  opinion  should  go  out  from  this  Society  that 
when  puerperal  eclampsia  has  occurred  the  uterus  should  be 
emptied  as  rapidly  as  is  possible  consistent  with  the  welfare  of 
the  child  and  the  soft  parts  of  the  mother. 

Dr.  Egbert  H.  Grandin. — The  closing  remarks  of  the  last 
speaker  lead  me  to  say  that  I  should  like  it  to  go  out  as  the  opin- 
ion of  this  Society  that  we  should  anticipate  puerperal  eclampsia 
and  empty  the  uterus  before  the  convulsive  seizures  occur.  The 
rate  of  mortality  is  very  high,  but  in  the  future  it  will  be  lower. 
The  only  difficulty  now  presenting  itself  is  in  deciding  just  when 
eclampsia  is  impending  and  tvJien  it  is  not.  I  have  ceased  to  be 
afraid  of  albuminuric  patients;  women  with  albumin  and  casts  in 
the  urine,  and  who  are  edematous,  frequently  go  on  to  term  and 
through  labor  without  eclampsia.  If,  on  the  contrary,  women 
with  no  albumin  and  few  if  any  casts,  with  urinary  insufficiency, 
with  an  absolute  diminution  in  the  amount  of  urea  excreted,  not- 
withstanding that  they  are  under  the  recognized  dietetic  and 
medicinal  treatment  which  aims  to  keep  the  liver,  the  intestinal 
canal,  and  the  skin  active— if,  under  such  precautions,  the  kidneys 
remain  insufficient  and  the  urea  remains  below  the  normal,  then 
I  do  not  think  we  should  wait  for  eclampsia  to  occur,  but  elect  to 
empty  the  uterus.  At  the  same  time  I  am  very  much  in  con- 
fusion regarding  uremia.  I  have  seen  a  few  cases  where,  not- 
withstanding the  urinary  insufficiency  and  the  diminution  in 
the  amount  of  urea  excreted,  the  women  have  gone  on  to  term 
and  delivered  themselves  spontaneously,  and  they  have  never 
become  eclamptic.  Only  last  year  I  had  two  cases.  In  one  I 
rapidly  induced  labor  and  delivered  her  of  a  toxemic  baby.  Be- 
fore I  delivered  her  she  was  passing  urea,  two  grains  to  the 
ounce ;  urine,  forty  ounces  in  twenty-four  hours ;  a  few  casts  and 
a  little  albumin.  For  three  or  four  days  after  its  delivery  we 
could  not  obtain  any  urine  from  the  baby.  Dr.  Abraham  Jacobi 
and  Dr.  JMarx  saw  the  baby,  Avhich  is  alive  to-day.  Yet  this 
woman  never  had  eclampsia,  but  she  did  have  some  premonitory 
symptoms,  such  as  headache. 

Veratrum  viride  in  my  hands  has  been  absolutely  a  failure, 
convulsion  following  after  convulsion,  although  the  pulse  was 
kept  at  40.  If  we  elect  to  lower  the  arterial  tension,  venesection 
is  the  method  par  excellence.  Another  drug  of  value  is  nitro- 
glycerin, far  superior  to  veratrum  vii'ide  because  it  acts  much 
more  quickly.  It  should  be  given  in  doses  of  one-tenth  or  one- 
fifth  hypodermatically,  and  not  one-hundredth  as  is  usual.     The 
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effect  is  evanescent,  and  therefore  it  may  be  repeated  frequently. 
As  to  opium,  I  think  that  is  a  drug  that  is  absolutely  contra- 
indicated,  because  it  locks  up  the  secretions.  AVhat  we  want  to 
do  in  eclampsia  is  to  make  active  the  intestinal  canal,  and  the 
kidneys,  and  the  liver,  and  the  skin.  Its  sole  use  is  as  a  sedative 
to  the  nervous  system,  and  this  effect  is  secured  by  chloral  and 
bromides  without  locking  up  the  secretions. 

I  see  no  objection  to  the  use  of  chloroform.  Ether  is  contra- 
indicated  because  of  its  effect  upon  the  kidneys. 

Regarding  the  use  of  chloral,  I  differ  from  the  views  advanced 
by  the  doctor.  I  do  not  believe  in  ten-grain  doses;  to  obtain  the 
effect  required  give  sixty  grains  per  rectum  and  sixty  grains  of 
bromide  of  sodium— /) of  of  bromide  of  potassium,  because  this 
salt  irritates  the  kidneys.     ' 

Regarding  the  surgical  treatment,  when  we  are  face  to  face 
with  a  long,  rigid  cer\ax  Cesarean  section  may  be  indicated,  but, 
under  ordinary  conditions,  the  one  method  offers  itself — not  the 
accouchement  force,  but  the  elective  accouchement;  no  force 
being  used,  but  the  muscle  being  caused  to  yield  to  pressure  ap- 
plied by  the  hand.  I  have  entered  many  uteri  with  the  hand 
and  I  have  never  torn  one  yet — of  course  I  am  not  referring  to 
the  cervix.  Having  dilated,  I  then  deliver,  and  if  the  pulse  is 
bounding  I  do  a  uterine  venesection. 

Dr.  Ralph  AValdo. — I  have  seen  five  eclamptics  within  three 
weeks.  With  one  exception  I  saw  all  these  cases  during  the 
serious  stages  of  eclampsia.  Of  these  five  cases  four  died.  All 
the  children  were  born  dead.  I  wish  to  emphasize  the  necessity 
of  inducing  labor  under  such  circumstances  when  we  have  the 
opportunity.  In  the  cases  referred  to  I  did  not  have-  the  op- 
portunity, for  I  was  called  in  when  the  patients  were  profoundly 
uremic. 

Dr.  R.  a.  ^Murray. — Empty  the  uterus  before  the  eclamptic 
seizure.  Eclampsia  is  not  due  to  uremia,  but  is  due  to  a  toxemia. 
We  should  not  only  determine  the  amount  of  urea  passed,  but 
also  the  amount  of  solids. 

AVhen  we  are  engaged  as  accoucheurs,  particularly  by  primi- 
parge,  we  should,  as  physicians,  give  them  instructions  how  to 
prepare  themselves  to  prevent  complications.  The  skin,  and 
especially  the  boAvels,  should  be  kept  in  order.  Nine  out  of  ten 
patients  do  not  drink  enough  water :  they  should  be  given  water 
in  large  quantities,  as  is  done  before  surgical  operations ;  this  is 
advocated  by  surgeons  and  gynecologists  when  it  is  our  effort  to 
get  the  kidneys  in  good  condition  to  throw  oft'  the  waste  matters. 
Instructions  should  be  given  regarding  the  diet.  Some  think 
fruits  are  very  useful;  they  are  if  the  patient  can  digest  them 
thoroughly,  but  sometimes  they  increase  the  flatulency  and  so 
make  greater  pressure  upon  the  ureters. 

I  do  not  believe  in  accouchement  force,  but  in  rapid  delivery. 
I  would  not  hesitate  to  perform  a  Cesarean  section  in  patients 
with  a  long,   nipple-shaped   cervix   who   were   threatened   with 
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eclampsia ;  the  danger  from  Cesarean  section  is  less  than  the 
danger  of  sepsis  from  the  cuts  made  in  the  cervix.  In  the  ]Ma- 
ternity  Hospital  Cesarean  section  has  been  performed  seven 
times  and  both  the  mothers  and  children  have  been  saved.  I 
think  Ave  run  a  great  risk  in  making  a  number  of  cuts  in  the  cer- 
vix and  then  subjecting  them  to  laceration  by  traction  upon  the 
forceps ;  we  are  liable  to  tear  up  into  the  bladder,  or  even  peri- 
toneal cavity,  and  also  to  lose  the  child  by  pressure. 

If  Ave  folloAv  these  cases  it  is  surprising  how  many  of  them  de- 
velop a  real  nephritis.  In  hospital  cases,  of  course,  they  are  lost 
sight  of  and  this  point  cannot  be  determined ;  but  in  private  prac- 
tice, after  seeing  a  number  of  cases  of  puerperal  eclampsia,  it  is 
surprising  how  many  of  them  turn  up  later  with  nephritis. 

Dr.  George  T.  Harrison. — I  am  happy  to  hear  the  views  of  the 
different  members,  for,  in  the  main,  they  all  agree  Avith  mine.  I 
must  differ  from  the  a^cavs  expressed  by  Dr.  Grandin,  for  I  think 
he  is  Avrong  regarding  the  use  of  narcotics.  The  hypodermatic 
injection  of  morphine  has  been  proved  conclusively  to  be  of  great 
efficacy  in  diminishing  the  mortality.  A  great  trouble  is  that 
AAC  cannot  respond  to  the  demands  of  prophylaxis;  if  Ave  Avere 
called  early  enough  none  of  us  Avould  disagree  at  all  as  to  Avhat 
should  be  done.  Premature  labor  nuist  be  performed  if  the 
prodromic  symptoms  are  marked. 
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Stated  Meetmg,  March  21,  1902. 

The  President,  Lester  E.  Frankenthal,  M.D.,  in  the  Chair. 

exencephalus. 

Dr.  Charles  S.  Bacon.  — This  monster  Avas  delivei-ed  from  a 
liealthy  (unmarried)  AA^oman,  27  years  of  age,  a  primipara.  It  is 
•eA'idently  a  case  of  exencephalus,  and  corresponds  closely  to  the 
specimen  represented  by  Dr.  Henry  F.  LeAA'is,  in  his  inaugural 
thesis,  as  a  case  of  exencephalus  proprius.  The  child  was  a  fe- 
male, and  corresponds  in  its  length— about  thirty  centimetres— 
and  size  to  the  duration  of  gestation  as  given  by  the  mother, 
namely,  seven  months.  The  posterior  Avail  of  the  skull  is  repre- 
sented only  by  a  slight  ridge  of  bone,  and  the  posterior  lamiufe  of 
the  vertebra?  are  lacking  doAvn  to  the  sacrum.  The  brain  is  rep- 
resented by  the  tAvo  lobes,  and  the  spinal  cord  lies  flattened  on  the 
bodies  of  the  vertebrae.  There  are  no  other  deformities.  The 
placenta  Avas  peculiar  in  that  it  Avas  nearly  cut  in  tAvo  by  the 
pressure;   about  one-third  of  its  centre  Avas  nearly  separated 
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from  the  remainder.     The  placenta  was  not  saved.     The  presen- 
tation was  by  the  breech,  and  hydramnion  was  present. 
Dr.  Charles  S.  Bacok  read  a  paper  entitled 

MASSAGE    OF    THE    BREASTS    DURING    LACTATION.^ 

Dr.  Joseph  B.  De  Lee. --This  paper  is  very  timely,  and  I 
agree  with  the  essayist  in  the  main  in  what  he  has  said.  If  I 
understood  Dr.  Bacon  rightly,  he  said  the  excess  of  milk  was  re- 
absorbed. I  would  like  to  get  a  little  more  information  on  that 
point.  Is  it  possible  for  milk  that  has  been  once  formed  and 
passed  out  of  the  gland  proper  to  be  reabsorbed  ?     If  so,  how  ? 

That  there  is  no  milk,  or  very  little  milk,  in  the  breasts  just 
before  nursing  I  have  no  doubt.  I  have  seen  breasts  that  were 
turgid,  apparently  with  milk,  but  Avithout  any  secretion  of  milk, 
or  when  three  or  four  drops  of  the  milk  were  expressed  the  tur- 
gidity  would  disappear  and  the  breast  would  become  relaxed  and 
flaccid.  If  that  Avere  milk,  such  a  thing  could  not  take  place. 
The  widespread  notion  among  the  laity  and  nurses  that  the 
breasts  are  full  of  milk  ought  to  be  combated,  because  it  leads  to 
no  end  of  trouble. 

Regarding  massage  of  an  infected  breast,  I  think  Dr.  Bacon  is 
right  in  the  main.  Once  in  a  while  there  may  be  an  exception  to 
that.  I  massaged  a  breast  once  that  had  a  red  spot;  I  did  so 
experimentally  to  see  if  I  could  not  squeeze  out  some  pus  that 
I  thought  existed  there.  Pus  came  out  from  the  nipple,  and  by 
gentle  massage  from  the  periphery  of  the  part  infected,  and 
pressure  upon  the  base  of  the  areola,  twice  daily,  I  could  milk 
out  fluid,  perhaps  half  a  teaspoonful  of  greenish  pus.  The  pa- 
tient's fever  declined  under  that  treatment,  and  in  forty-eight 
hours  the  temperature  was  normal.  At  the  end  of  forty-eight 
hours  more  she  was  discharged.  At  the  last  massage  I  could  not 
get  more  than  three  or  four  drops  of  a  thick,  yellowish  mixture. 

Dr.  Frank  B.  Earle.— While  I  did  not  hear  all  of  Dr.  Bacon's 
paper,  I  have  no  doubt  what  he  said  was  in  consonance  AAdth 
what  he  has  said  and  written  heretofore  on  this  subject.  It 
seems  to  me  an}^  method  which  in  itself  is  painless  is  one  which 
should  commend  itself  to  us  strongly,  and  this  is  practically 
Avhat  Ave  have  in  the  method  proposed  by  Dr.  Bacon.  It  is  a 
painless  method  of  reducing  engorged  breasts.  That  it  does 
reduce  engorgement  of  the  breast  there  is  no  question.  That  it 
diminishes  the  amount  of  milk  by  reducing  the  engorgement  I 
have  ahvays  believed.  But  perhaps  I  am  wrong  in  that  respect. 
Another  point:  We  can  many  times  limit,  perhaps  not  prevent, 
abscess  formation  in  the  breast  by  this  method.  INIilk  stasis  does 
not  cause  it,  but  it  faA'ors  abscess  formation.  If  Ave  can  by  this 
simple  and  painless  method  obtain  these  excellent  results  by  mas- 
sage of  the  breast,  it  is  an  excellent  method  to  folloAv.  In  sev- 
eral cases,  since  Dr.  Bacon  first  suggested  this  method,  I  liaA'e 

'See  original  article,  p.  772. 
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tried  it.  and  liave  had  it  tried  by  nurses,  and  nearly  always  with 
uniformly  good  success. 

Dr.  Gustav  Kolischer.  — I  agree  with  the  general  remarks  of 
Dr.  Bacon,  but  there  are  one  or  two  points  which  can  be  ex- 
plained otherAvise.  That  milk  is  stored  up  in  some  breasts  there 
can  be  no  doubt.  On  this  point  great  diversity  of  opinion  has 
originated  in  many  cases.  If  we  examine  the  breasts  of  a  great 
many  A^'omen  who  are  nursing,  we  will  find  that  there  are  two 
different  types  of  breasts :  one,  the  fleshy  breast,  which  contains 
considerable  fat  and  connective  tissue,  but  verj'-  little  glandular 
tissue;  the  other  type  of  breast  consists,  for  the  most  part,  of 
glandular  tissue.  It  is  a  common  thing  for  physicians  in  mater- 
nity hospitals  in  Europe  to  look  out  for  those  women  who  have 
flabby  breasts,  because,  it  is  said,  they  are  better  nurses,  and  it  is 
their  practice  to  find  out  whether  such  Avomen  are  good  nurses 
or  not  by  expressing  the  mammae.  In  squeezing  it  we  get  quite 
a  considerable  quantity  of  milk  in  a  short  time,  so  that  we  cannot 
say  that  by  expressing  the  breast  Ave  stimulate  the  secretion  of 
milk.  The  breast  is  full  of  milk,  Avhich  is  squeezed  out,  and 
then  it  becomes  flabby  again.  There  are  breasts  in  Avhich  milk 
is  stored  up. 

Another  point :  The  milk  ducts  can  be  dilated  by  the  secre- 
tion. INIilk  abscess  and  milk  cysts  should  not  form  if  the  secre- 
tion of  milk  depends  upon  stimulation  by  nursing.  As  in  many 
other  cases  of  the  formation  of  cysts  in  A^•hich  the  ducts  are  shut 
off,  the  cells  keep  on  secreting,  or  a  desquamation  of  the  cells 
is  constantly  taking  place.  If  one  of  the  milk  ducts  is  shut  off 
a  Aveak  point  is  produced  and  infection  may  occur. 

Dr.  Lester  E.  Frankenthal.  — I  heartily  indorse  everything 
that  Dr.  Bacon  has  said,  Avith  one  or  tAA'o  exceptions,  and  these 
Avere  partially  pointed  out  by  Dr.  Kolischer.  Let  us  take,  for 
instance,  an  abscess  of  the  breast  Avliere  Ave  are  unfortunate 
enough  to  cut  across  one  of  the  ducts  Avhile  operating.  AYe  can 
very  frequently  see  a  large  quantity  of  milk  emptying  itself. 
I  am  confident  that  in  many  instances  during  nursing  of  the 
breast,  through  some  unfortunate  condition,  not  all  of  the  ducts 
are  emptied.  If  you  Avatch  a  child  take  the  nipple  in  its  mouth, 
it  Avill  curl  its  little  tongue  around  the  nipple,  and  it  frequently 
kinks  one  of  the  ducts ;  and  you  are  called  to  see  one  of  those 
breasts,  and  by  simply  putting  the  finger  on  the  hard  lump.  Avith- 
out  resorting  to  any  massage,  you  can  make  the  milk  run  out. 
In  these  cases  it  is  my  habit  to  tell  the  mothers,  instead  of  placing 
the  child's  head  on  the  arm  corresponding  to  the  breast  Avhich 
the  child  is  to  nurse  from,  that  they  must  once  in  a  while,  say 
tAvice  in  tAventy-four  hours,  place  the  baby  the  other  Avay,  Avith 
xhe  head  toAvard  the  sternum,  to  prevent  the  kinking,  and  in  that 
Avay  obviate  the  retention  of  milk  in  the  breasts.  I  am  absolutely 
sure  of  my  premise  that  there  are  many  breasts  that  contain  a 
fair  quantity  of  milk  before  the  stimulation  induced  by  the  act 
of  nursing. 
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Dr.  Bacon  closing  the  discussion).  — I  did  not  say  that  there 
was  no  secretion  in  the  interval  between  the  nursings.  I  express- 
ly stated  that  undoubtedly  some  milk  was  stored  iip  in  the  duets, 
in  some  cases  more  than  in  others,  probably  more  at  a  later 
period  than  at  the  beginning  of  lactation,  and  the  presence  of 
some  milk  which  would  be  expressed  could  be  accounted  for  in 
that  way.  But  the  simple  act  of  expressing  milk,  if  it  continues 
for  a  few  minutes,  is  also  a  stimulus,  just  as  the  milking  of  a 
cow  is  a  stimulus  to  the  getting  of  the  milk.  As  I  illustrated, 
one  milker  will  get  perhaps  twice  as  much  from  a  cow  as  another. 
If  the  milk  had  already  formed  in  the  udder,  both  would  get  the 
same  amount,  but  it  is  known  that  a  cow  will  secrete  more  milk 
for  one  milker  than  for  another.  And  as  it  is  undoubtedly  true 
that  milk,  in  the  case  of  a  cow,  is  formed  during  the  act  of  milk- 
ing, so  milk  may  be  formed  in  the  breast  by  expression. 

AYith  reference  to  milk  cysts,  they  are  quite  uncommon,  but  if 
they  occur  in  a  nursing  breast,  or  in  one  breast  while  the  other 
is  being  nursed,  there  is  always  stimulation  to  account  for  the 
milk  formation.  We  have  to  consider  that  the  milk  formation  goes 
on  in  the  corresponding  breast.  That  is  a  well-established  point. 
The  presence  of  milk  in  the  unemptied  ducts  or  in  a  severed  duct, 
to  which  Dr.  Frankenthal  alluded,  can  possibly  be  explained 
also  in  that  way. 

"With  reference  to  the  reabsorption  of  milk,  I  did  not  say 
that  the  milk  was  reabsorbed,  although  I  believe  it  is.  I  said 
that  the  secretions  from  the  glands  were  absorbed.  It  seems  to 
me  that  some  milk  is  reabsorbed,  but  the  disappearance  of  the 
fulness  of  the  gland  is  almost  entirely  due  to  the  disappearance 
of  the  circulating  fluids  and  the  absorption  of  the  swollen  gland 
cells. 

I  am  glad  to  get  the  support  of  the  gentlemen  in  this  practice. 
I  had  hoped  that  there  might  be  a  little  more  said  about  massage 
of  the  infected  area.  The  case  alluded  to  by  Dr.  De  Lee  is  clear; 
but  the  general  question  of  the  relief  of  the  tenderness  and  con- 
gestion around  the  infected  area  by  massage  is  a  surgical  one  of 
some  importance,  and  I  did  not  feel  very  sure  of  the  ground. 
It  may  be  that,  properly  applied,  massage  might  relieve  that 
tenderness  and  congestion,  but  I  should  not  dare  advise  it  or 
teach  it. 

Dr.  Lester  E.  Frankenthal.— I  am  sure  many  of  the  gentle- 
men present  have  seen  mothers  who  have  had  to  apply  several 
napkins  to  catch  the  milk  which  would  escape  from  their  breasts 
during  the  night  without  anj^  stimulation,  yet  in  whom  there 
were  absolutely  no  symptoms  of  any  pathological  condition. 

Dr.  De  Lee.— Do  you  not  find  them  to  be  neurotic  women? 

Dr.  Frankenthal.— No,  not  necessarily.  I  have  seen  that 
in  the  ordinary  pauper  patients  in  the  maternities,  in  absolutely 
phlegmatic  women. 
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Meeting  of  March  20,  1902. 
George  Erety  Shoemaker,  IM.D..  in  the  Chair. 
Dr.  Barton  C.  Hirst  read  a  paper  on 

AN  OPERATION  FOR  CYSTOCELE.^ 

Dr.  H.  a.  Slocum.  — I  would  like  to  ask  Dr.  Hirst  whether, 
after  the  denudation  of  the  triangle  at  the  side,  he  could  see 
the  muscular  fibres,  or  whether  he  makes  a  moderately  deep 
incision  and  passes  the  sutures,  trusting  to  luck  to  catch  them. 

Dr.  Girvin.  —  In  an  operation  for  cystocele  in  which  I  did  Mar- 
tin's operation,  although  the  large  mass  of  anterior  vaginal  wall 
which  had  protruded  had  disappeared,  the  patient  still  com- 
plained of  the  same  symptoms  she  had  had  before.  I  deter- 
mined, therefore,  in  the  next  case  to  do  a  double  operation,  such 
as  Dr.  Hirst  has  described,  with  the  exception  that,  instead  of 
running  the  denudations  up  exactly  as  he  has,  I  run  them  out 
from  the  lower  end  of  the  Martin  denudation.  I  have  operated 
upon  three  cases  in  this  way,  and  all  of  them  have  been  entirely 
relieved  of  symptoms. 

Dr.  George  M.  Boyd.  — It  seems  to  me  that  Dr.  Hirst's  sugges- 
tions are  of  great  importance  in  regard  to  operating  upon  the 
anterior  vaginal  wall.  I  do  not  think  the  results  in  the  hands 
of  any  one  person  are  always  satisfactory.  I  am  particularly 
interested  in  his  operation  in  regard  to  primary  injuries.  We 
too  often  after  delivery  neglect  to  examine  the  anterior  vaginal 
vault,  and  even  sometimes  fail  to  repair  carefully  injuries  of  the 
pelvic  floor.  From  his  suggestion  I  think  we  will  be  better  able 
to  cope  with  the  injuries  to  the  anterior  vault  of  the  vagina.  I 
would  like  to  ask  whether  in  his  operations  he  has  included  an 
operation  upon  the  perineum. 

Dr.  George  E.  Shoemaker.— It  seems  to  the  Chair  that  the 
suggestion  of  Dr.  Hirst  is  valuable  particularly  where  the  relax- 
ation of  the  anterior  wall  is  far  forward.  The  operation  which 
is  practised  by  many  surgeons,  of  the  excision  of  the  anterior 
wall,  is  particularly  valuable  for  those  cases  where  stretching 

'See  original  article,  p.  778. 
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is  in  the  neighborhood  of  the  cervix  and  in  the  middle  portion^ 
so  to  speak,  of  the  anterior  vaginal  wall:  but  it  does  not  work 
very  well  in  taking  up  the  slack  near  or  at  the  level  of  the  exter- 
nal orifice  of  the  urethra,  because  the  excision  of  the  flap  imme- 
diately over  the  urethra  is  not  very  satisfactory.  This  taking  up 
of  the  slack  at  either  side  would  probably  be  of  advantage  tO' 
those  cases  in  addition  to  the  triangular  excision  which  is  the 
practice  of  the  speaker  and  of  several  operators  in  this  city. 

Dr.  Hirst  (closing).— AnsM'ering  Dr.  Slocum.  I  do  not  think 
the"  muscular  fibre  can  be  seen  without  making  the  denudation 
rather  deep,  but  by  passing  the  needle  as  one  does  in  the  Emmet 
operation,  with  a  turn  of  the  wrist,  the  stitch  is  inserted  deeply 
and  the  bundle  of  fibres  can  be  felt  engaged  upon  its  point. 
There  is  communicated  the  same  sensation  to  the  hand  with  the 
needle  as  when  the  levator  ani  is  caught  and  pulled  forward. 

In  relation  to  the  primary  repair  of  this  injury.  I  have  ex- 
amined a  large  number  of  women  shortly  after  labor  and  at 
periods  of  two,  four,  and  six  weeks,  to  determine  whether  we 
could  not  repair  the  injury  primarily.  It  would  be  easy  tO' 
repair  injury  of  the  muscle  of  the  urogenital  trigonum  by  put- 
ting in  stitches  with  a  curved  needle.  The  tear,  as  far  as  I  have 
observed,  is  always  submucous.  It  would  be  easy  to  catch  the 
muscle  under  the  mucous  membrane  and  bring  it  together,  but 
I  do  not  see  how  we  are  to  repair  the  stripping-off  of  the  vag- 
inal wall  from  subjacent  attachments.  The  matter  is  well  worth 
careful  consideration,  because  our  aim  ought  to  be  to  repair- 
these  injuries,  as  far  as  possible,  at  once.  Every  woman  ought 
to  leave  her  room  after  confinement  in  perfect  condition.  I 
hope  in  the  near  future  there  Avill  be  no  such  thing  as  a  second- 
ary operation  on  the  parturient  tract  in  a  woman  whose  case- 
has  been  well  managed  during  confinement. 

A  study  of  four  cases  of  extrauterine  pregnancy,  w^ith 

REFERENCE  ESPECIALLY  TO  THEIR  ETIOLOGY. 

Dr.  Brooke  M.  Anspach.— Extrauterine  pregnancy  has  been 
ascribed  to  various  causes.  Among  the  most  frequently  noted  is 
some  obstruction  to  the  descent  of  the  fertilized  ovum  into  the 
uterine  cavity.  From  recent  observations  we  may  surmise  that 
an  obstruction  alone  can  scarcely  be  considered  a  sufficient  cause, 
for  jMandl  and  Schmidt,  in  their  experiments  upon  rabbits, 
found  that  if  they  tied  the  Fallopian  tiibe  at  its  isthmus  tubal 
pregnancy  did  not  occur;  whereas  when  the  horn  of  the  uterus 
was  occluded,  so  that  a  portion  of  endometrium  was  exposed  tO' 
the  descending  ovum,  pregnancy  did  occur  in  the  cornu.  Glitsch 
in  a  recent  paper  reviews  the  literature  upon  the  subject  of 
ectopic  gestation,  and  from  this  and  from  a  study  of  45  cases 
in  Walcher's  clinic  at  Stuttgart  concludes  that  no  single  cause 
obtains  in  all  cases;  that  there  often  exists  a  predisposition  to- 
the  affection    (some   obstruction   to  the  descent   of  the  ovum),. 
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hereditary  or  acquired ;  that,  in  addition  to  the  obstruction,  there 
usually  must  be  some  alteration  in  the  tubal  mucosa,  and  this 
is  usually  of  an  inflammatory  nature.  He  says  that  the  most 
common  etiological  factor  which  would  produce  both  an  obstruc- 
tion to  the  lumen  of  the  tube  and  alterations  in  the  mucosa  is 
salpingitis,  and  that  the  most  frequent  cause  of  this  salpingitis 
is  gonorrhea.     The  cases  reported  are  as  follows: 

Case  I.  —  Interstitial  pregnancy  due  to  myomata  in  the  fundus 
uteri. 

Case  //.  — Tubo-ovarian  pregnancy  due  to  previous  appendi- 
citis associated  with  right  adnexal  disease  with  recent  tubercu- 
losis of  the  tube. 

Case  III. — Ampullar  pregnancy  due  to  salpingitis,  with  dis- 
tortion of  the  tube  from  perisalpingitic  adhesions. 

Case  IV. — Ampullar  pregnancy  in  a  malformed  tube;  history 
of  tubal  infection  following  abortion.  The  diagnosis  of  inter- 
stitial pregnancy  must  be  made  with  great  care,  and  the  criteria 
of  this  condition  include  the  relations  of  the  gestation  sac,  which 
must  be  embedded  in  the  wall  of  the  uterus  and  have  the  round 
ligament  coming  oft'  from  the  uterus  to  its  outer  side.  In  Case  1 
several  mj'omata  were  found  embedded  in  the  fundus,  and  one  of 
them  was  in  close  relation  with  the  inner  extremity  of  the  gesta- 
tion sac.  There  were  no  changes  in  the  tubal  mucosa,  except 
those  that  might  have  been  incident  to  the  myomata,  and  there 
was  no  history  of  gonorrhea.  The  woman  had  been  sterile  up 
to  this  illness. 

Case  2  brings  to  mind  the  association  of  right  adnexal  disease 
and  appendicitis.  In  this  case  the  predisposing  cause  for  the 
ectopic  pregnancy  may  have  been  the  distortion  of  the  tube 
caused  by  the  previous  appendicitis  and  the  adhesions  resulting 
between  the  tube  and  the  omentum.  The  tuberculosis  of  the  or- 
gan presumably  developed  later  and  may  be  styled  the  exciting 
cause. 

Case  3  showed  a  marked  distortion  of  the  tube  just  median 
to  the  insertion  of  the  ovum,  and  gave  the  typical  history  of 
ectopic  pregnancy  due  to  salpingitis  following  childbirth.  That 
is  to  say,  the  patient  had  ten  children,  the  last  one  four  years 
antedating  her  present  illness.  Two  years  ago  she  had  an  abor- 
tion, and,  following  tliis,  pain,  discharge,  etc.,  indicating  left 
tubal  involvement. 

Case  4  showed  a  distinct  malformation  of  the  tube  with  more 
or  less  obstruction  at  one  area.  The  woman  had  borne  four 
children,  the  last  one  eight  years  before  her  present  illness.  ^loi'e 
than  three  years  after  her  last  confinement  she  had  an  abortion, 
and  following  this  she  presented  evidence  of  left  tubal  disease 
Unless  this  case  represents  external  transmigration  of  the  ovum, 
this  malformed  tube  had  given  passage,  during  the  woman's 
earlier  life,  to  both  the  spermatic  particle  and  the  fertili/.t*(l 
ovum.     Durinu'  the  pei'iod  of  active  inflammation  it  transmit ii-il 
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neither.     The  present  condition  occurred  in  the  subsiding  stages^ 
after  the  calibre  of  the  tube  was  partially  restored. 
Dr.  John  H.  Girvin  read  a  paper  on 

UTERUS   BICORNIS   WITH    DOUBIiE   VAGINA.^ 

Dr.  B.  C.  Hirst.— The  only  thing  which  occurs  to  me  is  ta 
point  out  the  possibility  of  mistaking  a  case  of  uterus  bicornis 
which  is  retroverted  for  a  case  of  double  pus  tubes,  which  mis- 
take I  once  made.  In  this  case  I  felt  two  sausage-shaped  masses, 
densely  adherent  and  very  sensitive,  and  recommended  abdom- 
inal section.  Upon  section  I  found  to  my  surprise  a  bicornate 
uterus  with  both  horns  adherent  and  a  perisalpingitis,  but  no- 
thing wrong,  aside  from  that,  with  the  tubes  and  ovaries.  In 
treatment  the  adhesions  were  severed  and  the  bicornate  uterus 
lifted  into  place,  and,  as  I  remember,  a  stitch  was  placed  in  each 
horn,  attached  to  the  peritoneum  on  the  anterior  abdominal  wall. 

Dr.  George  Erety  Shoemaker. — The  question  of  prognosis  a& 
to  pregnancy  is  an  interesting  one.  There  is  no  doubt  that 
pregnane)'  and  safe  delivery  are  possible  in  a  certain  number 
of  cases,  one  half  of  the  uterus  being  capable  of  fulfilling  the 
duties  of  impregnation.  Certainly  any  mutilating  operation  to 
avoid  pregnancy  should  not  be  undertaken,  unless  there  is  an 
extremely  thin  wall  which  is  liable  to  rupture.  In  one  of  my 
own  cases,  after  two  abortions,  the  woman  was  finally  delivered 
safely  and  to  her  satisfaction. 

Dr.  H.  a.  Slocum.  — It  seems  to  me,  from  the  standpoint  of 
prophylaxis  in  pregnancy  and  of  relief  in  dysmenorrhea,  it 
would  be  a  good  plan  to  cut  the  septum  and  throw  both  vagina? 
into  one,  and  then  proceed  similarly  with  the  uteri. 

Dr.  Girvin  (closing). — I  do  not  see  the  slightest  reason  why 
the  woman  should  not  go  through  a  normal  pregnancy,  partic- 
ularly if  pregnancy  should  take  place  on  the  right  side  where 
the  uterine  wall  was  apparently  normally  thick.  If  pregnancy 
took  place  and  developed  in  the  portion  of  the  cornu  on  the  left 
side  it  would  be  likely  to  be  diagnosed  as  extrauterine. 

As  to  the  question  of  dividing  the  septum  in  this  ease,  I  do 
not  see  the  slightest  advantage  in  doing  so.  Both  sides  of  the 
uterus  could  be  easily  dilated,  and  the  cervical  canal  to  almost 
the  same  degree  as  in  a  small  nuUiparous  uterus.  The  septum 
between  them  was  complete  and  there  were  two  separate  and  dis- 
tinct uterine  cavities. 

'See  original  article,  p.  782. 
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Meeting  of  March  25,  1902. 
The  President,  Le  Roy  Broun,  M.D.,  in  the  Chair. 

ECTOPIC  PREGNANCY;  UNRUPTURED  TUBE;  HEMORRHAGE  OCCURRING 
PROM  A  VESSEL  AT  THE  FIMBRIATED  EXTREMITY  OP  THE  TUBE. 

Dr.  W.  H.  Baker. — At  the  last  meeting  Dr.  Aspell  showed  a 
specimen,  taken  at  autopsy,  of  an  ectopic  tubal  pregnancy,  un- 
ruptured, where  the  bleeding  had  taken  place  from  a  vessel  on 
the  surface  of  the  sac.  I  recalled  a  case  which  occurred  under 
my  observation  a  good  many  years  ago,  where  a  similar  condition 
existed.     Here  is  the  report  of  the  case : 

May,  1879.  Patient  33  years  of  age;  married;  one  child  7 
years  of  age.  There  was  a  clear  history  of  ectopic  gestation. 
The  amount  of  distension  and  sensibility  of  the  abdomen  made  a 
physical  examination  impossible  without  an  anesthetic,  and  the 
patient  died  before  complete  relaxation  could  be  obtained.  The 
specimen  was  removed  post  mortem. 

Report  of  Autopsy  hy  Dr.  W.  H.  Workman. — Upon  incision 
abdominal  and  pelvic  cavities  found  to  contain  about  five  pints 
of  dark  liquid  blood.     Upon  lifting  the  omentum  there  was  seen. 


a,    clot   enveloping   fimbriated   extremity    of   tube,    through    which    hemorrhage 
occurred. 

lying  among  intestines  and  displacing  them,  an  ovoid  tumor  as 
large  as  a  medium-sized  orange,  of  a  dark  red  color  and  with  a 
smooth,  glistening  capsule.     This  tumor  lay  just  above  the  pelvic 
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brim,  upon  and  a  little  above  the  promontory  of  the  sacrum.  It 
was  above  and  to  the  left  of  the  fundus  of  the  uterus,  to  which 
it  was  adherent  by  a  few  soft  adhesions.  It  was  also  adherent 
to  the  omentum  in  front  by  recently  formed  adhesions,  and  to  the 
sigmoid  flexure  by  moderateh'  firm  bands,  by  which  the  tumor 
and  the  sigmoid  flexure  were  drawn  up  and  bound  to  tissues  cov- 
ering the  fifth  lumbar  vertebra.  Beneath  the  tumor,  and  occupy- 
ing the  pelvic  cavity  and  Douglas'  cul-de-sac,  was  a  large,  soft, 
dark  clot.  Upon  examination  the  tumor  was  found  to  be  caused 
by  the  development  of  an  ovum  in  the  outer  part  of  the  Fallopian 
tube,  the  walls  of  which  latter  covering  the  ovum  were  trans- 
formed into  a  cavernous  tissue  about  three  millimetres  in  thick- 
ness. The  fimbriated  extremity  of  the  tube  formed  the  extreme 
outer  part  of  the  envelope  of  the  ovum.  From  the  fimbriated  ex- 
tremity projected  a  light-colored  clot  as  large  as  a  small  flattened 
bean.  From  beneath  this  clot,  through  the  opening  in  the  ex- 
tremity, the  hemorrhage  occurred,  caused  by  the  giving  M^ay  at 
this  spot  of  the  wall  of  a  sinus  which  received  no  support  from 
surrounding  tissues.  The  proper  envelopes  of  ovum  were  intact. 
The  relations  of  the  embryo  to  its  envelopes  may  be  seen  in  the 
diagram,  about  two-thirds  actual  size.  The  embryo  appeared  to 
be  in  the  sixth  or  eighth  week  of  its  development.  The  uterus 
was  of  normal  size  and  its  cavity  contained  a  few  drops  of  blood. 
The  ovaries  were  scarred,  and  the  left  one  contained  a  corpus 
luteum  with  a  radiated  central  portion  one  point  of  which  was  in 
contact  with  the  surface  of  the  ovary. 

Dr.  Joseph  E.  Janvrin. — The  case  recalls  one  I  reported  at 
the  American  Gjniecological  Society  in  Washington  in  September, 
1886.  I  read  a  paper  as  to  the  propriety  of  doing  laparatomy 
in  all  cases  of  tubal  pregnancy.  The  ease  I  refer  to  occurred  in 
May,  1886.  I  had  diagnosed  tubal  pregnancy,  seven  weeks  ad- 
vanced. I  called  in  Dr.  Kockwell.  who  helped  me,  and  we  applied 
galvanism  three  days  in  succession  to  destroy  the  fetus.  The 
day  after  the  third  application  I  was  sent  for  hurriedly  to  see  the 
patient.  "When  I  reached  the  house  I  found  her  dead,  and  in- 
sisted upon  a  postmortem,  which  I  did,  and  found  the  fetus, 
placenta,  everything  in  the  tube.  There  had  been  no  hemorrhage 
whatever  from  the  fimbriated  extremity,  but  there  was  a  rupture 
of  a  small  artery  on  the  peritoneal  surface  of  the  tube.  From 
that  vessel  had  occurred  a  bleeding  of  two  quarts.  The  patient 
promptly  died.  This  occurred  on  the  morning  following  the 
third  application  of  galvanism  the  preceding  afternoon.  The 
ease  is  fully  reported  in  the  American  Gynecological  Society's 
Transactions  for  1886. 

That  case  opened  my  eyes  to  the  fact  that  laparatomy  is  better 
than  the  use  of  electricity  in  any  form.  I  wrote  the  paper :  it 
was  generally  criticised  and  discussed.  Some  of  the  gentlemen 
present  agreed  with  me.  Two  years  later  Dr.  Arthur  Johnstone, 
of  Danville,  now  of  Cincinnati,  and  Dr.  Gardner,  of  Portland. 
INFe.,  each  reported  a  case  of  early  successful  laparatomy,  and  I 
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reported  one  also.  These  three  cases  are  very  similar.  lu  my 
:first  case  there  was  a  rupture  from  a  small  artery  iqjon  the  sur- 
face of  the  tubal  sac,  as  before  stated,  the  wall  of  the  tube  being 
perfectly  sound  and  no  hemorrhage  whatever  from  any  point  ex- 
•cepting  from  this  small  artery.  Since  1886  I  have  always  per- 
formed laparatomy  in  every  case  of  tubal  pregnancy  which  has 
■come  under  my  care,  and  have  always  done  it  at  once,  and  have 
not  had  a  single  fatality. 

Dr.  Broun.  —  In  the  two  cases  Dr.  Johnstone  reported  the 
escape  of  blood  took  place  not  from  a  rupture — 

Dr.  Janvrin. — From  the  fimbriated  extremity.  My  second 
case  was  not  from  rupture.  It  was  from  the  fimbriated  ex- 
tremity also— a  tubal  abortion. 

Dr.  p.  F.  Chambers. — The  case  is  very  interesting.  I  do  not 
see  why  Ave  should  not  have  ruptures  outside  of  the  sac  as  well  as 
of  the  sac  wall.     I  never  had  a  case  in  my  own  practice. 

Dr.  George  C.  Freeborn. — I  can  only  state  that  in  my  study  of 
these  cases  of  ectopic  pregnancy  I  have  found,  where  the  ovum  is 
fixed  in  the  fimbriated  extremity  of  the  tube,  that  the  wall  en- 
closing the  ovum  is  much  thinner  than  when  pregnancy  occurs  in 
the  central  portion  of  the  tube.  If  you  get  specimens  while 
fresh  and  examine,  you  will  find  that  this  is  true,  and  wonder 
why  there  has  not  been  a  rupture  of  some  of  the  surface  vessels. 
In  the  case  of  Dr.  Baker  the  hemorrhage  was  not  due  to  the 
rupture  of  a  vessel  on  the  surface  of  the  sac,  but  due  to  the  tear- 
ing away  of  the  placental  attachment  to  the  cyst  wall.  That  is 
very  rare,  but  rupture  of  a  vessel  in  the  covering  of  the  sac  is 
more  common  than  we  suppose.  Any  case  where  hemorrhage 
comes  from  tearing  away  of  the  placenta  from  the  sac  wall  and 
opening  into  one  of  the  sinuses  is  very  unique.  I  never  before 
heard  of  one.  I  can  see  how  it  is  possible  for  large,  dilated  ves- 
sels in  thin-walled  cysts  to  rupture. 

Dr.  C4E0RGE  H.  I\Iallett.— I  had  a  case  two  years  ago  of  this 
character.  The  patient  died.  In  the  wall  of  the  tube  was  a 
rupture  barely  admitting  the  point  of  a  quill.  The  woman  had 
gone  only  five  days  over  her  mensti-ual  period.  She  thought  the 
fluid  was  that  of  menstruation  and  telephoned  to  me  to  call,  as  she 
suffered  intense  pain.  I  gave  her  a  hypodermatic.  Pulse  120. 
I  staved  there;  got  two  different  men  in  consultation.  They 
thought  an  operation  would  be  fatal.  The  husband  was  away. 
none  of  the  family  seemed  willing  to  allow  an  operation,  and  I 
could  not  get  anybody  to  agree  to  it.  In  three  or  four  hours, 
while  I  was  deliberating,  the  woman  died.  By  vagina  hardly 
anvthing  was  to  be  felt.  After  death  I  made  an  incision  and 
found  the  abdomen  full  of  blood,  even  up  under  the  liver.  On 
one  side  of  the  uterus  was  an  enlargement.  In  this  mass  was  a 
small  rent.  I  showed  the  specimen  to  the  Society  two  years  ago. 
Another  patient  missed  three  periods.  She  did  not  have  the 
usual  tearing  pain,  but  severe  pain  in  the  side.  Pulse  130.  I 
55 
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made  a  diagnosis  of  ectopic  gestation  and  took  her  to  the  hospital. 
Three  different  surgeons  saw  her.  They  thought  different 
things  and  talked  me  out  of  the  idea  that  it  was  a  ruptured 
ectopic  gestation.  I  let  her  rest  for  three  days.  Then  her  tem- 
perature and  pulse  went  up.  I  made  an  abdominal  section  and 
found  the  abdomen  full  of  blood  of  varying  degrees  of  darkness, 
showing  that  she  had  been  bleeding  for  some  time. 

Dr.  Chambers.  — I  had  a  ease  a  week  ago  which  I  wish  to  report 
to  show  the  advantage  of  operating  in  desperate  cases.  I  was 
called  to  see  a  lady  in  an  adjoining  city  whose  case  the  doctor 
had  diagnosed  as  pelvic  abscess  with  peritonitis.  Blood  count, 
32,000  Avhite.  She  had  been  vomiting  for  two  days.  Pulse  120, 
temperature  103'°,  abdomen  very  much  distended.  On  examina- 
tion before  the  operation  I  could  detect  nothing  but  general  hard- 
ness all  over  the  pelvis.  I  made  an  incision  and  found  she  had  a 
general  peritonitis.  The  small  intestines  were  in  a  state  of  in- 
flammation and  covered  with  fibrinous  lymph.  On  the  left 
side  I  detected  some  free  pus.  I  broke  up  adhesions ;  in  doing  so 
I  opened  an  abscess  or  pus  tube  which  discharged  over  a  pint  of 
foul  pus.  I  cleared  out  everj^thing  thoroughly,  removed  the 
ovarj^  and  tube  on  left  side,  and  then  washed  out  the  abdominal 
cavity  with  salt  solution  very  thoroughly.  I  used  several  gallons 
of  water,  and  with  my  hand  went  over  the  whole  coui*se  of  the 
intestines,  large  and  small,  until  I  was  thoroughly  satisfied  that 
everything  was  washed  out.  I  then  made  a  counter-drain 
through  the  vagina,  put  in  gauze,  and  closed  the  wound.  It  was 
done  last  Thursday.  The  patient  has  not  vomited  since ;  has  gone 
on  steadily  improving  from  the  time  of  the  operation.  Pulse  100, 
temperature  99}i°.  Tympanites  had  disappeared,  bowels  and 
Iddneys  acting  normally.  The  gauze  was  removed  after  forty- 
eight  hours,  and  the  patient  is  now  practically  out  of  danger.  I 
think  she  would  certainly  have  died  from  peritonitis  had  she  not 
been  operated  upon.  The  case  seemed  hopeless.  I  mention  it,  not 
as  anything  special  in  removing  the  tube,  but  to  show  that  these 
desperate  cases  are  often  not  too  desperate  to  permit  of  oper- 
ation. The  operation  and  washing-out  of  the  abdominal  cavity 
saved  her. 

Dr.  Clement  Cleveland. — I  would  only  comment  on  the  re- 
moval of  the  gauze  so  early.  I  think  it  a  mistake.  I  consider  it  a 
great  advantage  to  leave  it  seven  or  eight  days,  pulling  down  a 
little  each  day.  Another  thing:  in  my  own  mind  I  am  satisfied 
that  sterilized  gauze  is  not  so  satisfactory  as  the  iodoform  gauze. 
For  a  year  I  used  sterilized  gauze  alone,  and  noticed  that  the 
temperature  would  remain  up  for  two  or  three  days  after  vaginal 
hysterectomy  or  in  cases  when  I  combined  operations  and  packed 
the  vagina  with  gauze.  Being  satisfied  there  was  something 
about  the  gauze  that  made  it  likely  to  become  septic  sooner  than 
the  iodoform  sauze,  I  returned  to  iodoform  and  have  not  had  an- 
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noyance  in  elevation  of  temperature.  I  am  well  satisfied  with  the 
change.     Iodoform  gauze  has  given  better  results. 

Dr.  Baker. — I  agree  with  Dr.  Cleveland  as  to  iodoform  gauze. 
I  have  been  through  similar  experience  for  that  special  purpose, 
but  I  like  to  have  it  all  out  in  forty-eight  hours,  or  twenty-four 
if  I  can,  and  give  a  light  sterile  douche  through  the  vagina. 

Dr.  Janvrin.— I  always  use  iodoform  gauze.  I  have  found 
it  so  satisfactory  I  never  deviate  from  its  use.  I  leave  it  from 
four  to  seven  days,  pulling  down  a  little  every  day.  and  keep  the 
parts  open  so  that  drainage  shall  go  on.  For  vaginal  hysterec- 
tomies I  have  never  used  any  other  packing.  I  alwaj^s  squeeze 
the  ten  per  cent  iodoform  gauze  out  in  hot  water  before  applying 
it.  I  put  it  pretty  high  up  and  begin  on  the  fourth  day  to  take  it 
out.  At  the  end  of  the  eighth  or  tenth  day  I  have  it  all  out.  It 
is  left  in  thus  long  for  the  purpose  of  holding  up,  somewhat,  the 
intestines  and  getting  a  little  freer  discharge. 

Dr.  Herman  Grad. — The  leucocytosis  of  32,000  in  Dr.  Cham- 
bers' case  is  very  interesting.  It  may  be  that  this  high  leuco- 
cytosis was  itself  of  great  value  to  the  patient.  It  showed  that 
the  patient  had  a  remarkable  natural  resistance  to  the  infection. 

Dr.  Broun. — Two  years  ago  I  used  iodoform  gauze  constantly. 
It  is  customary  at  the  Woman's  Hospital  to  have  urine  analysis 
made  five  or  six  days  after  major  operations.  The  impression  in 
my  mind  is  that  the  uniform  experience  at  that  time  was  that  the 
urine  contained  more  albumin,  it  always  contained  iodine  and 
casts,  and  occasionally  there  was  high  temperature,  due  to  iodo- 
form poisoning.  At  that  time  some  members  of  the  staff  from 
Boston  who  were  close  students  of  the  urine  were  very  much  im- 
pressed and  thought  that  the  trouble  was  with  the  iodoform.  It 
is  possible  that  we  might  have  had  the  iodoform  gauze  more 
heavily  impregnated  with  the  drug  than  we  use  now.  We  have 
had  no  trouble  since  we  returned  to  the  use  of  iodoform  gauze  for 
drainage. 

Dr.  Chambers. — I  use  iodoform  gauze,  but  wash  it  out  as  much 
as  possible  at  the  time  of  introduction.  I  am  not  much  in  favor 
of  leaving  any  chemical  in  contact  with  the  peritoneal  cavity,  but 
where  I  have  used  it  I  have  had  my  assistant  wash  it  out  in  sterile 
water.  That  leaves  a  little  iodoform  there.  I  do  that  because  I 
think  it  prevents  the  tissues  from  growing  into  the  interstices  of 
the  gauze.  Whether  that  is  a  notion  of  mine  or  not  I  do  not 
know.  It  may  do  this,  and,  if  so,  that  is  the  only  advantage  I 
can  see  in  using  it. 

Dr.  Sumner  Shailer.— Being  house  surgeon  at  the  time  Dr. 
Broun  refers  to,  I  had  occasion  to  notice  the  effect  of  the  gauze. 
The  condition  of  the  patient  would  be  favorable  until  we  started 
to  pull  down  the  gauze.  After  the  first,  second,  or  third  pulling 
of  the  gauze  the  patient  seemed  to  grow  worse.  The  question  is, 
how  much  was  due  to  iodoform  poisoning  ?  We  could  not  get  the 
exact  classical  symptoms  of  maniacal  delirium  such  as  the  text 
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books  describe.     It  never  was  found  in  those  eases.     We  noted 
every  symptom  of  iodoform  poisoning  except  the  delirium. 
Dr.  "William  H.  Baker  presented  a  paper  on 

THE    ORIGIN,    GROV^'TH,    AND    WORK    OF    THE    FREE    HOSPITAL    FOR 
W^OMEN,  BOSTON,   MASS. 

Origin. — The  Free  Hospital  for  Women  vi^as  organized  in  1875 
with  tive  beds  and  a  guaranteed  support  of  one  hundred  and 
fifty  dollai-s  annually  from  each  of  six  religious  societies,  or  nine 
hundred  dollars. 

The  necessity  for  this  hospital  in  the  community  was  felt  and 
shown  by  the  co-operation  of  such  leading  members  of  the  pro- 
fession in  Boston  as  Drs.  D.  H.  Storer,  A.  D.  Sinclair,  W.  W. 
Morland,  and  J.  P.  Reynolds;  and  as  sponsors  for  the  ability  to 
preside  over  the  surgical  welfare  of  the  institution  I  was  indebted 
to  my  New  York  friends  and  instructors,  Drs.  J.  Marion  Sims, 
T.  Addis  Emmet,  T.  Gaillard  Thomas,  and  E.  R.  Peaslee. 

The  governing  boards  are  as  follows,:  Board  of  Trustees,  Medi- 
cal Board  (one  member  of  which  is  on  the  Board  of  Trustees), 
and  Board  of  Lady  Visitors.  In  early  days  it  was  rather  as  an 
accommodation  to  me  that  individuals  served  on  these  boards. 
The  success  was  further  insured  by  the  location  of  the  hospital  on 
the  next  street  to  the  residence  of  the  visiting  surgeon,  who  served 
alone  in  the  professional  care  of  the  patients  for  four  years. 

As  its  name  implied,  it  was  an  entirely  free  institution,  no 
charge  being  made  for  admittance,  board,  care,  medicines,  or 
anything  else.  Its  doors  were  open  to  poor  women  without  re- 
gard to  race,  creed,  color,  or  location  of  residence.  It  was 
enough  to  know  that  she  was  an  absolutely  poor  woman  suffering 
from  some  disease  peculiar  to  her  sex.  It  only  cared  for  as  many 
patients  at  any  one  time  as,  or  for  whom,  the  funds  had  been  pre- 
viously guaranteed.  Thus  the  motto  of  the  hospital  was  created : 
"Never  spend  a  dollar  until  we  possess  it."  To  this,  with  one 
exception,  we  have  strictly  adhered. 

To  secure  against  any  present  or  future  inauguration  of  politi- 
cal influences  that  might  hamper  the  attainment  of  the  highest 
character  of  professional  work,  it  was  decided  not  to  ask  for  or 
receive  any  State  or  municipal  aid. 

From  the  earliest  days  of  our  history  the  Board  of  Lady  Vis- 
itors has  been  composed  of  most  actively  working  members.  To 
these  came  with  double  force  the  appeals  of  the  suffering  appli- 
cants for  admission,  which  our  limited  means  restricted  our 
ability  to  care  for,  and  the  determination  on  their  part  to  pro- 
vide such  means  was  not  only  highly  praiseworthy,  but  was  that 
which  more  than  anything  else  insured  the  growth  and  success 
of  our  undertaking. 

From  the  earliest  period  in  our  history  the  governing  boards 
have  realized  two  great  principles  to  guide  them  in  the  dispensing 
of  this  charity :  First,  the  relief  of  suffering  to  poor  women  and 
surrounding  them  with  that  kindly  attention  and  sympathy  which 
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helps  greatly  to  soften  their  hard  lot  and  to  encourage  their  feel- 
ings of  self-respect  and  individuality.  Second,  the  discharge  of 
our  obligation  to  the  connnunity  and  the  public  at  large  by  the 
dissemination  of  the  knowledge  obtained  in  our  work,  through 
the  use  of  the  hospital  as  an  instructing  factor  to  medical  students 
and  the  profession.  That  there  need  be  no  incompatibility  in  the 
harmonization  of  both  these  interests  is  evidenced  by  the  univer- 
sal success  in  their  adaptation  during  the  twenty-seven  years  of 
our  work. 

Groivth. — Within  two  j^ears,  or  in  1877,  the  capacity  had  in- 
creased to  fifteen  beds  and  a  more  commodious,  house  on  the  same 
street  was  obtained.  Within  four  years  the  capacity  was  in- 
creased again  to  twenty  beds,  and  an  Out-Patient  Department 
established  and  Dr.  F.  H.  Davenport  appointed  assistant  sur- 
geon, and  at  the  end  of  that  time  we  received  an  act  of  incorpo- 
ration from  the  State. 

After  an  existence  of  twenty  years  the  growth  of  our  institu- 
tion was  well  shown  in  that  fourteen  surgeons  were  in  constant 
attendance  throughout  the  hospital  year  in  the  Indoor  and  Out- 
door Departments,  the  surgeons  in  the  latter  having  a  service  in 
the  former  in  rotation.  At  this  time,  although  the  capacity  of 
the  hospital  remained  the  same,  twenty  beds,  yet,  through  the 
adaptation  of  aseptic  principles  in  surgery,  double  the  number  of 
patients  were  treated  annually,  and  the  number  of  operations 
performed  on  such  patients  quadrupled,  and  this  not  only  with- 
out the  death  rate  increasing,  but  it  actually  diminished. 

January  1,  1895,  our  present  hospital  building  was  dedicated, 
Avhich  largely  increased  our  running  expenses ;  still,  through  our 
improved  facilities,  we  were  able  to  care  for  one-third  more 
patients  annually.  In  the  erection  and  furnishing  of  our  new 
building  we  attempted  to  combine  aseptic  and  hygienic  princi- 
ples with  usefulness  and  artistic  effect,  and,  I  might  say,  ar 
elegance  of  construction  which  would  not  only  appeal  to  the  more 
educated  class  of  sufferers,  of  whom  we  had  many,  but  which 
certainly  also  made  the  work  of  the  hospital  increasingly  pleasant 
to  the  governing  boards. 

Work  AcconrpUshed. — In  the  twenty-seven  years  of  the  hos- 
pital work  there  have  been  4,152  patients  in  our  wards,  with  a 
death  rate  of  two  per  cent  from  all  causes,  including  +he  cases 
of  inoperable  cancer,  f  i-om  which  cause  alone  we  had  seven  last 
year,  who  entered  the  hospital  for  nursing  and  care  until  death 
relieved  them  from  their  suffering.  There  have  been  treated  in 
the  Out-Patient  Department  104.706  patients.  From  the  various 
causes  of  hospital  facilities,  operative  technique,  and  the  adapta- 
tion of  aseptic  principles  the  average  stay  in  the  b.ospital  ha.s  been 
reduced  from  fifty-nine  and  one-half  days  to  nineteen  days,  or 
two-thirds.  A  Training  School  foi-  Nurses  has  been  in  successful 
operatio2i  for  the  i)ast  six  years.  The  present  land,  buildings, 
and  outfit  represent  $200,00i),  and  our  endowed  fund  is  $200,000, 
makinsr  a  total  of  $400,000.     There  is  no  debt  of  any  kind,  and 
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there  has  never  been  a  time  when  our  treasurer  had  a  deficit  to 
report  in  our  running  expenses.  Our  present  capacity  is  forty 
beds,  and  there  is  seldom  a  time  when  the  application  list  num- 
bers less  than  one  hundred  names. 

We  are  making  a  vigorous  effort  to  raise  at  least  $250,000,  in 
order  that  the  number  of  patients  may  be  doubled,  which  would 
attain  the  full  capacitj'  of  our  present  building,  eighty  beds.  In 
the  expenditure  of  such  sum  we  hope  to  move  the  present 
kitchens,  laundries,  nurses"  quarters  and  servants'  quarters,  and 
laboratories  into  other  buildings,  so  as  to  devote  the  whole  of  the 
present  building  to  the  care  of  patients.  We  feel  the  need  of  a 
large  sum  for  tlie  construction  and  the  maintenance  of  a  scientific 
laboratory.  We  feel  that  the  special  hospital  for  to-day,  or  any 
hospital  for  that  matter,  can  only  grow,  progress,  and  keep  pace 
along  its  lines  by  doing  superior  work,  by  excelling  in  the  know- 
ledge and  treatment  of  the  class  of  eases  especially  treated ;  that 
this  can  only  be  done  bj^  the  most  thoroughly  scientific  work  and 
original  research.  It  is  for  the  construction  and  endowment  of 
such  an  institution  that  we  hope  to  appropriate  a  large  amount 
of  the  sum  proposed  to  be  raised. 

It  is  with  great  pleasure  that  I  make  this  report  to  my  fellow- 
alumni  and  thus  render  the  account  of  my  stewardship  to  my 
Alma  Mater  for  the  twenty-eight  years  of  work  since  I  left  the 
Woman's  Hospital,  and  in  so  doing  I  wish  to  again  thank  my  in- 
structors, the  visiting  staff,  and  the  assistants  of  the  Woman's 
Hospital  with  whom  I  was  associated,  for  the  knowledge  received 
from  them  and  their  oft-repeated  encouragement  and  counsel. 

Dr.  George  Tucker  Harrison. — One  thing  strikes  me  as  show- 
ing real  administrative  ability  and  wisdom  in  the  surgeon  who 
organized  and  built  up  the  hospital,  and  that  is  the  way  in  which 
the  boards  were  organized.  The  hospital  would  never  have 
reached  the  success  attained  had  it  not  been  for  his  remarkably 
sound  judgment  and  knowledge  of  human  nature.  I  only  wish 
some  of  our  hospitals  would  study  that  portion  of  the  report. 
Like  a  wise  captain,  he  stood  close  to  the  helm  in  the  management 
of  the  ship. 

Dr.  Cleveland. — It  has  been  a  great  pleasure  to  listen  to  this 
report  of  Dr.  Baker 's  work.  I  visited  the  first  hospital,  saw  him 
operate  there,  saw  how  the  work  was  done,  and  I  have  also  seen 
the  new  hospital.  Every  detail  indicates  the  earnest,  deep 
thought  given  to  the  work,  and  he  has  been  the  master-spirit  from 
the  very  beginning  and  inception  of  it,  all  through ;  he  has  guided 
the  people  and  kept  them  with  him.     He  does  to  this  day. 

Dr.  Henry  D.  Nicoll.— It  has  been  a  great  privilege  to  all 
members  of  the  Society  to  hear  so  distinguished  an  associate  and 
such  an  interesting  history  of  his  successful  work  in  Boston.  It 
is  evident  to  anybody  who  has  watched  the  progress  of  Dr. 
Baker's  hospital  that  it  has  illustrated  the  true  principle  upon 
which  to  establish  and  carry  on  a  hospital  successfully.  A 
hospital  must  be  under  medical  control  if  it  is  to  reach  the  highest 
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usefulness.  The  offspring  in  this  instance  has  shown  much  more 
Avisdom  than  the  parent.  The  highest  development  of  the  Wo- 
man 's  Hospital  of  New  York  has  frequently  been  interrupted  by 
the  failure  of  the  Board  of  Governors  to  be  guided  in  medical 
matters  by  the  IMedical  Board. 

I  believe  we  have  with  us  young  men — men  placed  in  responsi- 
ble pj)sitions  close  to  those  who  are  organizing  hospitals;  they 
ought  to  learn  a  lesson  which  Dr.  Baker's  history  to-night  so 
strongly  emphasizes :  a  hospital  must  be  managed  in  medical  mat- 
ters by  doctors  if  it  is  to  succeed.  We  cannot  hope  to  have  al- 
ways his  admirable  success,  which  is  due  so  largely  to  his  per- 
sonality, magnetism,  adaptability,  and  tactfulness.  The  lesson  is 
there  and  we  should  learn  it. 

Dr.  Janvrix. — I  have  been  particularly  interested  in  this  can- 
cer question  which  Dr.  Baker  has  brought  up.  I  happened  to  be 
connected  with  the  Woman's  Hospital  as  one  of  the  assistant 
visiting  at  the  time  of  the  trouble  to  which  he  refers,  and  as  a  re- 
sult of  that  trouble,  I  think,  the  Skin  and  Cancer  Hospital  was 
started.  The  late  Dr.  Hunter  was  the  gynecologist  of  this  hos- 
pital during  the  first  year.  I  succeeded  Dr.  Hunter  as  gyne- 
cologist. We  had  a  little  building  in  Thirty-fourth  street  for 
many  years.  The  Skin  and  Cancer  Hospital  is  now  at  Nine- 
teenth street  and  Second  avenue  and  will  accommodate  fifty 
patients,  twenty-five  skin  and  twenty-five  cancer.  We  take  in 
males  as  well  as  females.  The  cancer  ward  for  females  has 
twelve  beds,  the  ward  for  males  eight  beds,  and  we  have  a  few 
private  rooms. 

We  find  it  difficult  in  that  building,  even,  to  take  in  inoper- 
able cases  and  keep  them  long.  We  have  the  wards  on  the  second 
floor  for  skin  diseases,  and  those  on  the  third  floor  for  cancer, 
and  on  the  fourth  floor  the  operating  room,  a  few  private  rooms, 
and  a  children's  ward  with  six  or  seven  beds.  AVe  do  take  in  a 
great  many  inoperable  cases— that  is,  where  I  can  curette  and 
clear  necrotic  tissue  out ;  then  we  send  them  somewhere  else.  Of 
course,  as  a  rule,  the  beds  are  pretty  well  filled  with  cases  in  the 
early  stages.  As  soon  as  the  operation  is  finished  and  the  patient 
is  convalescent  she  is  sent  away.  For  some  years  Ave  had  a  coun- 
try branch  at  Fordham  for  incurable  cases.  We  disposed  of  it 
at  a  high  figure,  and  the  money  helped  us  to  buy  the  property  at 
Nineteenth  street  and  Second  avenue  and  build  a  modern  hos- 
pital. I  am  surprised  that  Dr.  Baker  can  keep  these  inoperable 
eases  in  the  same  room  with  others  and  not  have  a  disturbance. 
Our  patients  object  to  the  foul-smelling  cases.  It  has  occurred  to 
me  very  frequently,  and  more  particularly  during  the  last  few 
years,  that  an  institution  in  which  inoperable  cases  can  be  taken 
care  of,  out  of  the  city,  is  the  thing  now  most  needed. 

Dr.  Broun. — When  I  Avas  at  the  jMemorial  Hospital  one  Avard 
Avas  devoted  to  inoperable  cases.  I  knoAv,  Avhen  I  Avas  on  the 
staff,  air  Avas  pumped  in  all  the  time — the  air  AA-as  kept  sAveet  all 
daA'.     It  Avas  onlv  heaA-v  after  9  o'clock  at  night,  after  the  Avin- 
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dows  were  closed.  However,  I  know  after  9  o'clock  until  next 
morning  it  was  very  heavy,  but  all  during  the  day  it  was  very 
sweet — not  perceptible  at  all  in  the  ward  proper.  We  kept  the- 
patients  there  until  the}^  died. 

AN    ORIGINAL    SIMS    SPECULUM. 

Dr.  Nicoll. — I  have  the  pleasure  of  showing  to  the  Society  a 
very  interesting  historical  instrument.  It  will  be  of  interest  tO' 
the  older  members  of  the  profession,  and  I  think  it  ought  to  be  to- 
the  younger  members — a  Sims  speculum,  engraved  "Speculum 
held  b}^  Margaret  Brennan,  the  Nurse,  in  1857."  This  is  prob- 
ably one  of  the  original  Sims  specula.  By  the  kindness  of  Miss- 
Fowler,  Superintendent  of  the  Woman's  Hospital,  I  am  per- 
mitted to  sliow  it  to-night.  It  is  shaped  as  Dr.  Sims  said  the 
speculum  should  be.  It  has  made  various  journeys  to  different 
parts  of  the  world,  but  is  now  in  the  Woman's  Hospital  to  stay. 
It  is  kept  in  the  safe  and  only  exhibited  on  rare  occasions  to  dis- 
tinguished visitors. 

Official  transactions. 

H.  Grad,  M.D.,  Editor. 


TRANSACTIONS  OF   THE 
OBSTETRICAL  SOCIETY  OF  LONDON. 


Meeting  of  March  5, 1902. 
The  President,  Peter  Horrocks,  M.D.,  in  the  Chair. 
Dr.  R.  G.  McKerron  read  a  paper  on 

suppression  of  urine  after  labor. 

He  at  first  directed  attention  to  the  fact  that  suppression  of 
urine  before  or  after  labor  was  rare,  notwithstanding  the  fre- 
quency of  pathological  changes  in  the  kidneys  during  pregnancy. 
From  recent  experience  he  was  disposed  to  believe  that,  as  a 
puerperal  complication,  complete  or  partial  suppression  was 
more  common  than  the  small  number  of  recorded  cases  would 
suggest.  He  described  three  cases  which  came  within  his  own 
knowledge,  adding  short  abstracts  of  three  cases  of  complete 
anuria  found  in  literature. 

The  causation  of  anuria  after  labor  was  obscure.  To  assist  in 
the  solution  of  the  causal  problem  an  analysis  of  the  leading- 
clinical  features  of  the  cases  was  given,  from  which  the  author 
concluded  that  several  factors  were  concerned  in  its  production, 
and  that  these  might  be  variously  combined  in  different  cases. 
The  essential  causes  he  believed  to  be :    (1)  a  nephritis,  similar 
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to  that  underlying  eclampsia,  and  probably  superimposed  on 
kidneys  previously  defective;  (2)  a  neurotic  temperament; 
(3)  shock  resulting  from  precipitate  labor  or  from  intense  pain 
accompanying  its  progress. 

The  paper  concluded  with  a  few  observations  on  treatment 
and  on  the  possible  effect  of  opium  in  contributing  to  the  sup- 
pression. 

Dr.  Boxall  presented  the  details  of  two  cases  in  which  par- 
tial suppression  of  urine  occurred,  in  one  after  labor  and  in 
the  other  after  a  five-months  miscarriage.  In  both  cases  the 
patient  died,  and  in  both  disease  of  the  kidneys  had  previously 
occurred.  Except  for  persistent  vomiting,  till  shortly  before 
death  there  were  no  marked  symptoms  indicative  of  the  grave 
condition  of  the  kidneys.  In  the  first  case  the  urine  was 
examined  soon  after  labor,  and  active  measures,  which  included 
saline  injections  into  the  boAvel  and  into  the  veins,  were  early 
adopted,  but  unfortunately  failed  to  re-establish  the  functions 
of  the  kidneys. 

Dr.  Griffith  said  that  there  appeared  to  be  two  classes  of 
puerperal  cases  of  suppression  of  urine— one  the  common  cases 
of  acute  nephritis,  with  or  without  eclampsia;  the  other  very 
rare  and  quite  unconnected  with  this  disease.  He  had  seen  one 
of  the  latter  some  years  ago  at  Blackheath— a  primipara,  quite 
clear  in  her  mind,  without  headache  or  uremic  symptoms,  and 
with  complete  suppression  of  urine,  who  survived  about  five 
days,  and  the  treatment  adopted  failed  completely.  His  recol- 
lection of  the  case  was  that  it  was  a  complication  of  acute  septi- 
cemia. 

Dr.  W.  Murray  Leslie  said  he  could  recall  three  cases,  where, 
however,  the  anuria  did  not  prove  complete,  though  the  daily 
amount  of  urine  voided  was  in  excessively  small  quantities  and 
loaded  with  albumin,  and  in  each  of  these  cases  the  main  factor 
in  setting  up  the  condition  proved  to  be  alcoJiol.  The  first  case, 
seen  in  consultation,  had  a  long  history  of  indulgence,  and 
ended  fatally  after  a  fortnight  with  uremic  symptoms.  The 
other  two  cases,  in  private  practice — primiparae— recovered. 
These  two  latter  patients  had  never  been  previously  suspected  of 
alcoholism,  and  one  had  only  acquired  the  habit  during  'he  preg- 
nancy. The  kidneys  were  not  examined,  as  postmortems  were 
not  obtainable.  He  emphasized  the  importance  of  regular  exam- 
ination of  the  urine  at  intervals  during  the  latter  part  of  a  preg- 
nancy, and  of  dealing  firmly  with  the  question  of  alcohol,  should 
any  trace  of  albumin  l)e  found  to  be  present. 

Dr.  Tate  refeired  to  a  very  remarkable  case  reported  by  Brad- 
ford and  Lawrence  in  the  Journal  of  Pathology  and  Bacteriology 
in  ]\Iay,  1898.  The  patient,  a  multipara,  was  delivered  of  a  still- 
born child  on  February  28,  1890.  She  was  sick  after  the  con- 
finement was  over  and  suffered  from  headache  and  slight  drowsi- 
ness. She  said  she  passed  no  urine  from  the  time  of  her  con- 
finement until  ]March  2.  when  two  teaspoonfuls  of  urine  were 
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drawn  off.  There  were  no  fits  or  twitchmgs;  the  patient  grad- 
ually got  worse,  and  died  suddenly  on  March  7.  At  the  post- 
mortem there  was  found  to  be  necrosis  of  nearly  the  whole  cortex 
of  both  kidneys.  There  was  widespread  endarteritis  of  the  inter- 
lobular arteries,  which  were  thrombosed  and  had  caused  necrosis 
of  the  convoluted  tubules  throughout  the  cortex. 
Dr.  Tate  also  reported  the  following  case  of 

ANURIA    FOLLOWING    LABOR. 

The  patient,  a  primipara,  passed  through  a  normal  confinement 
on  April  16,  1899.  All  went  well  till  April  23,  when,  while 
having  a  vaginal  douche,  the  patient  had  a  shivering  attack  and 
her  temperature  rose  to  102.5°.  She  felt  faint  and  vomited.  On 
the  same  day  she  complained  of  sore  throat.  On  the  following 
da}'  the  temperature  had  fallen  to  normal,  but  she  vomited  four 
times  during  the  day.  On  April  25,  at  6  a.m.,  she  began  to 
hiccough,  and  this  troublesome  symptom  continued  until  death. 
There  was  also  some  diarrhea.  The  lochia  appeared  to  be  healthy 
and  free  from  odor.  The  amount  of  urine  passed  was  first  ob- 
served to  be  below  the  normal  on  this  day. 

On  April  26  Dr.  Cullingworth  saw  the  patient  and  curetted 
the  uterus.  On  April  28  the  hiccough  still  continued,  the  tem- 
perature was  subnormal,  and  still  no  urine  had  been  voided.  The 
patient  died  suddenly  at  6  :oO  p.m.  She  complained  of  sudden 
pain  over  the  heart,  and  died  before  the  nurse  could  get  to  the 
bedside. 

The  President  showed 

TWO  sarcomata  OF   THE  OVARY, 

each  tumor  being  the  size  of  a  football.  They  were  removed 
recently  from  two  patients  who  presented  almost  identical  symp- 
toms, namely,  a  large,  freely  movable  solid  tumor  together  with 
abundant  ascites  (necessitating  paracentesis  in  one  case  to  relieve 
dyspnea),  marked  wasting,  pyrexia,  and  pleurisy.  The  latter 
was  thought  to  be  due  possibly  to  secondary  growths.  Both 
patients  were  making  a  good  recovery.  It  was  interesting  to 
note  that  in  one  case  the  small  intestines  were  so  intimately  ad- 
herent as  to  require  a  very  careful  dissection,  while  in  the  other 
case  there  were  no  adhesions.  Now,  in  the  former  the  sarco- 
matous elements  were  most  abundant,  while  in  the  latter  the 
fibrous  element  predominated.  Both  women  were  multiparous; 
the  one  with  marked  sarcoma  was  under  30,  and  the  other  about 
40  years  of  age. 
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OBSTETRICS. 

Eclampsia. — Analyzing  26  cases  of  eclampsia,  L.  Hirigoyen 
(Bev.  mens,  de  Gyn.,  Ohst.  et  Fed.  de  Bordeaux,  t.  iii.,  No.  11.) 
finds  that  the  patients  were  most  often  young  primiparge.  IManual 
dilatation  and  rapid  delivery  gave  very  good  results  in  severe 
cases  when  combined  with  other  means  of  treatment,  includ- 
ing saline  rectal  irrigations  or  subcutaneous  injections. 

Pathology  of  Eclampsia. — A.  Boissard  (Bidl.  de  la  Soc. 
d'Obst.  de  Paris,  No.  7,  1901)  presents  the  liver  from  a  fatal  case 
of  eclampsia  with  coma,  jaundice,  albuminuria,  and  hematuria. 
The  liver  was  filled  with  hemorrhagic  areas  which  had  encroached 
upon  and  destroyed  many  hepatic  cells.  In  the  autopsy  of  an- 
other case  of  eclampsia  the  liver  also  showed  lesions.  J.  Thoyer- 
Eozat  (ibid.)  found  punctate  hemorrhages  upon  its  inferior  sur- 
face and  also  localized  emphysematous  areas.  The  writer  does 
not  consider  these  the  result  of  postmortem  changes,  although 
the  autopsy  was  performed  thirty-six  hours  after  death.  No 
bacteriological  examination  was  made. 

Puerperal  Infection. — In  discussing  a  paper  upon  abdominal 
hysterectomy  for  puerperal  infection,  Maygrier  (Bidl.  de  la  Soc. 
d'Ohst.  de  Paris,  No.  7,  1901)  quotes  the  statistics  of  the  Lari- 
boisiere  and  Charite  maternity  hospitals.  Of  392  cases  of  in- 
fection, 331  were  cleaned  out  or  curetted,  with  299  recoveries,  or 
over  90  per  cent.  The  article  concludes  with  a  discussion  of  the 
conditions  under  which  hysterectomy  is  indicated  in  cases  of  in- 
fection, these  including  fetal  putrefaction,  abscess  of  the  uterus 
or  purulent  infiltration  of  its  wall,  and  gangrene  of  the  uterus. 

Cesarean  Section  during  Labor. — A.  Boquel  (Bidl.  de  la 
Soc.  d'Ohst.  de  Paris,  No.  7,  1901)  mentions  a  general  tendency 
toward  symphyseotomy  or  the  Porro  operation  when  some  such 
procedure  is  required  as  an  emergency  measure  during  labor. 
He  thinks  that  the  fear  of  peritoneal  infection  which  prevents 
many  from  performing  Cesarean  section  under  these  circum- 
stances is  unnecessary,  and  that  sufficient  care,  particularly  the 
use  of  sterile  compresses  and  drainage,  will  prevent  such  an  acci- 
dent. He  reports  a  successful  case  of  emergency  Cesarean  sec- 
tion during  labor  in  a  woman  with  a  rachitic  pelvis. 

Symphyseotomy. — Edward  A.  Ayers  (Jour.  Am.  Med.  Assoc, 
Mar.  8)  obtained  the  following  results  in  13  symphyseotomies: 
No  infections  and  no  deaths  due  to  operation ;  three  children  wer*^ 
lost  and  eleven  saved;  firm  fibrous  union  of  the  pubes,  with  a 
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play  of  the  joint  of  about  one-eighth  of  an  inch  in  all  the  cases. 
Each  patient  was  kept  in  bed  four  weeks.  The  last  six  patients 
were  placed  in  the  author's  symphyseotomy  hammock.  The 
operation  performed  upon  all  cases  was  that  of  the  author. 

Edward  A.  Avers  (N.Y.  Med.  Jour.,  Apr.  12)  is  of  the  opinion 
that  symphyseotomy,  performed  in  cases  Avhere  the  disproportion 
is  not  too  marked,  is  far  better  than  Cesarean  section.  Especially 
is  this  true  in  cases  where  there  has  been  considerable  manipula- 
tion of  the  parts,  as  there  is  less  danger  of  infection.  He  claims 
that,  even  if  there  is  a  septic  discharge  from  the  vagina,  by  using 
his  subcutaneous  operation  there  is  no  danger  of  infecting  the 
field  of  operation.  lie  severs  the  symphysis  by  introducing  a 
bistoury  under  the  clitoris  upon  the  face  of  the  joint.  He  be- 
lieves that  at  the  present  day  there  are  many  more  craniotomies 
performed  than  either  Cesarean  sections  or  symphyseotomies, 
because  there  have  not  been  the  proper  opportunities  for  the  gen- 
eral practitioner  to  prepare  for  major  obstetrical  work. 

Alfred  C.  Sandstein  (Jour.  Ohst.  and  Gyn.  of  the  Br.  Emp.^ 
J\Iar. ).  from  an  experimental  study  on  twenty-eight  female  ca- 
davers taken  at  random,  gives  his  results  as  follows :  Six  centi- 
metres of  pubic  separation  is  all  we  can  allow;  the  utmost  in- 
crease of  the  true  conjugate  we  can  aim  at  is  one  centimetre. 
Therefore  our  cases  must  be  limited  to  such  as,  with  a  pubic 
separation  of  six  centimetres  as  a  maximum,  will  have  the  length 
of  their  true  conjugate  raised  to  three  and  one-quarter  inches  at 
the  least,  or  a  conjugate  of  two  and  seven-eighths  inches  before 
operation  as  the  minimum.  The  child  must  be  alive.  Walcher's 
position  must  be  used,  and  as  far  as  possible  maintained,  together 
with  support  to  the  sides  of  the  pelvis.  In  some  cases  it  is  neces- 
sary to  counteract  the  unequal  movements  of  the  two  sides  of  the 
pelvis,  as  one  of  the  pubic  bones  comes  to  lie  on  a  posterior  plane 
to  the  other  and  may  squeeze  the  bladder  or  vagina  against  the 
fetal  head  and  cause  perforation  of  the  bladder  or  vagina.  Once 
this  asymmetrical  movement  is  set  up  it  very  soon  causes  rupture 
of  the  ligaments  on  that  side.  In  order  to  arrest  this  asym- 
metrical movement,  tlex  the  thigh  of  the  non-moving  side,  and, 
abducting  the  bent-up  knee,  that  side  can  be  made  to  move 
equally  with  the  other  side  and  rupture  of  the  ligaments  thus  be 
avoided.  The  knife  used  to  sever  the  symphysis  should  be  a 
broad-bladed  one.  The  subpubic  ligament  should  not  be  aimed 
at,  although  the  symphysis  must  be  completely  divided.  The 
subpubic  ligament  offers  some  resistance  to  the  pubic  separation, 
and,  if  intact,  prevents  the  extension  of  the  wound  into  the  vulva. 
Ossification  of  the  cartilage  does  not  occur.  Sandstein  believes, 
those  cases  reported  as  having  ossification  of  this  joint  are  cases 
in  which  the  joint  has  been  missed  and  the  bone  severed.  In 
fifty  per  cent  of  these  cases  the  upper  end  of  the  joint  was  in  the 
median  line ;  in  the  others,  to  one  side.  If  the  upper  end  is  not 
in  tlie  median  line  it  is  most  often  on  the  left  side.  This  point 
can  be  located  bv  the  fibrous  tubercle  on  its  sununit.        lligid 
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asepsis  must  be  observed,  and  the  existence  of  a  foul  discharge 
■should  be  looked  npon  as  a  contraindication  to  the  operation. 

Rupture  of  the  Uterus  during  Labor. — A.  Torngren  {Cent.  f. 
Gyn.,  No.  1)  gives  the  histories  of  two  cases  of  spontaneous  rup- 
ture. In  one  the  child  was  removed  by  basiotripsy.  a  laceration 
of  the  bladder  was  sutured,  no  drainage  employed,  and  death 
from  sepsis  followed.  The  other  was  an  uncomplicated  case 
treated  by  supracervical  amputation  with  drainage  through  the 
abdominal  wound,  and  recovered.  For  incomplete  rupture  he 
would  tampon  the  uterus.  For  complete  rupture  with  severe 
hemorrhage  he  advises  supracervical  amputation  by  the  ab- 
dominal route  with  drainage  through  the  wound.  If  bleeding 
is  not  threatening  he  would  confine  the  treatment  in  private  prac- 
tice to  packing  the  uterus,  operating  only  in  a  hospital. 

G.  Wiener  (Milnch.  med.  ^yoch.,  No.  1)  also  reports  two  cases, 
one  spontaneous.  One  was  partial,  with  a  secondary  peritoneal 
tear;  the  other  complete.  After  preliminary  tamponade  both 
were  successfully  treated  by  suture  of  the  lacerations.  Wiener 
restricts  the  indication  for  operation  to  cases  Avhieh  can  be  treated 
in  hospitals  -,  all  others  he  would  simply  tampon. 

L.  Kriwski  {Monats.  f.  Geb.  u.  Gyn.,  Bd.  xv..  H.  1)  reports  a 
•case  in  which  rupture  of  the  uterus  occurred  in  consecutive 
pregnancies  without  obvious  cause.  The  woman  Avas  33  years 
•old  and  the  accident  occurred  in  her  sixth  and  seventh  preg- 
nancies, in  both  instances  with  vertex  presentations,  K.  0.  P. 
and  L.  0.  P. 

Placenta  Previa. — J.  Clarence  Webster  (Jour,  of  Ohst.  and 
Gyn.  of  the  Br.  Emp.,  Mar.)  gives  three  conditions  which  explain 
the  occurrence  of  placenta  previa :  (a)  Ioav  implantation  of  the 
■ovum,  (h)  development  of  chorionic  villi  on  the  decidua  reflexa, 
(c)  low  implantation  of  the  ovum  together  with  a  reflexal  pla- 
<jenta.  Reflexal  placenta  previa  is  probably  a  frequent,  though 
generally  unrecognized,  cause  of  abortion  and  miscarriage.  Cases 
of  placenta  previa  which  reach  full  time  are  probably  instances 
in  which  the  ovum  has  been  implanted  low  in  the  uterus,  the 
«erotina  thereby  lying  partly  or  entirely  in  the  lov^er  segment; 
a  reflexal  placenta  has  not  been  present.  Cases  which  are  not 
interrupted  until  the  late  months  of  pregnancy  are  probably  in- 
stances in  which  a  reflexal  placenta  exists,  the  late  appearance  of 
hemorrhage  being  due  to  the  strength  and  thickness  of  the  re- 
flexa. Hemorrhage  occurring  late  in  pregnancy,  not  due  to  a 
reflexa.  is  probably  due  to  some  degree  of  dilatation  of  the  cervix. 
In  all  cases  of  placenta  previa  hemorrhage  may  occur  from  va- 
rious causes  entirely  independent  of  the  position  of  the  placenta. 
A  considerable  number  of  cases  in  which  a  diagnosis  of  acci- 
dental hemorrhage  is  made  during  the  late  months  of  pregnancy 
are  probably  placenta  previa  of  reflex  origin. 

The  abnormalities  found  in  the  placenta  in  many  cases  of  pla- 
centa previa  are  probably  almost  entirely  produced  when  the 
condition  is  reflex  in  origin.     The  mucosa  is  as  well  developed  in 
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the  lower  segment  as  in  the  upper,  and  the  decidual  changes  are 
just  as  well  marked.  The  chorion  may  develop  as  well  in  rela- 
tion to  it  as  the  decidua  in  the  upper  part  of  the  uterus,  nor  are 
placental  abnormalities  more  likely  to  occur.  In  this  article 
ATebster  also  describes  three  cuts  which  show  reflexal  placenta 
previa. 

Shoulder  Presentation. — F.  C.  Hammond  (Ann.  of  Gyn.  and 
P(d..  Apr.)  reports  a  case  in  which  shoulder  presentation  oc- 
curred twice  in  the  same  patient.  The  first  four  children  were 
born  normally.  The  fifth  and  sixth  were  shoulder  presentations. 
The  fifth,  a  dead  fetus,  was  delivered  by  version.  The  sixth, 
also  delivered  by  version,  died  early  in  labor  and  was  delivered 
by  version  and  forceps  to  the  aftercoming  head,  the  arms  being^ 
extended  above  the  head.  The  etiologic  factors  present  in  this- 
case  were  a  pendulous  abdomen,  relaxed  uterine  wall,  and  a  com- 
paratively small  fetus  in  both  instances. 

Management  of  Critical  Cases  of  Ruptured  Extrauterine 
Pregnancy.— J.  W.  Elliot  (Med.  Eec,  Feb.  22)  finds  by  ex- 
perience that  it  is  better  practice  to  wait  for  a  rally  in  critical 
cases  of  extrauterine  pregnancy.  The  hemorrhage  in  these  case» 
has  a  marked  tendency  to  stop  and  to  recur.  The  blood  is  not 
wholly  lost  to  the  patient,  but  is  more  or  less  reabsorbed  by  the 
peritoneum.  These  cases  run  a  chronic  or  subacute  course  after 
the  first  collapse.  It  is  always  safer  to  wait  than  to  operate  in 
a  doubtful  case.  The  operation  should  be  done  quickly  and  ac- 
curately, without  excessive  handling.  Scoop  out  enough  of  the 
clotted  blood  to  enable  you  to  find  the  uterus.  Ligate  and  re- 
move the  tube.  Never  wash  out  the  abdominal  cavity  or  try  to 
clean  out  the  clots,  as  these  manipulations  require  time  and  tend 
to  produce  shock  and  add  to  the  danger  of  errors  in  aseptie 
technique.  Elliot  also  reports  a  case  of  combined  intra-  and 
extrauterine  pregnancy  with  abortion  and  rupture  of  the  tube  at 
about  two  and  a  half  months.  He  removed  the  tubes  success- 
fully. 

Puerperal  Insanity. — Robert  Jomes  {Br.  Med.  Jour.,  Mar.  8) 
bases  his  article  upon  259  cases  of  puerperal  insanity  which  have 
come  under  his  observation.  He  states  that  as  to  illegitimacy  of 
the  259  cases,  12  per  cent  of  the  insanity  was  among  single 
women,  and  of  this  proportion  25  per  cent  was  among  the  preg- 
nancies, 12  per  cent  among  the  puerperal  cases,  and  3  per  cent 
among  the  lactation  cases.  In  public  asylum  population  the 
proportion  of  married  to  single  women  is  1.7  to  1,  which  argues 
a  considerably  increased  liability  to  insanity  among  single  wo- 
men. The  onset  was  sudden  in  102  cases,  of  whom  68  recovered 
and  over  30  died  or  became  chronic ;  of  the  155  cases  with  a 
gradual  onset,  81  recovered  and  over  70  became  chronic  or  died. 
Of  120  puerperal  cases,  73  per  cent  were  first  attacks ;  of  83  lac- 
tation cases,  69  per  cent  were  first  attacks.  Nearly  50  per  cent 
of  the  259  cases  gave  a  history  of  hereditary  predisposition, 
either  physical   or  mental.     The  heredity  was  maternal  more 
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often  than  paternal  in  the  pnerperal  and  lactation  cases.  In  the 
pregnancy  insanity  there  was  no  marked  difference.  The  period 
between  the  ages  of  25  and  29  showed  the  greatest  liability  to 
insanity  during  the  pregnant  and  puerperal  stages,  whereas  that 
between  30  and  34  gave  the  greatest  liability  to  lactation  in- 
sanity. i\Iost  of  the  patients  had  bro\vn  hair  and  brown  or  gray 
eyes. 

Twin  Birth  from  Uterus  Bicornis  Duplex. — Koslensko  (Cent, 
f.  Oyn.,  No.  2)  gives  the  history  of  an  XIpara  two  of  whose  preg- 
nancies had  ended  in  abortion.  The  first  child  was  delivered 
after  a  normal  labor,  the  second  by  high  forceps.  It  was  found 
that  one  had  developed  in  each  horn  of  a  uterus  bicornis  duplex. 
Both  children  were  born  alive,  but  one  died  in  the  hospital. 

Two  Placentas,  One  Fetus. — Graun  (Prag.  med.  Woch.,  No. 
50.  1901)  describes  the  occurrence  of  two  complete  placentas 
with  membranes  and  umbilical  cords.  Only  one  child  was  born. 
It  was  evidently  a  case  of  twin  pregnancy  with  disappearance  of 
one  fetus. 

Early  Sign  of  Pregnancy. — O.  Schaeffer  (Cent.  f.  Gyn..  No. 
50,  1901)  calls  attention  to  a  reddish  striping  on  a  pale  livid 
ground  in  the  neighborhood  of  the  urethral  orifice  or  external  to 
the  tubercle  of  the  vagina,  the  stripes  running  transversely  or 
obliquely.  These  marks  he  regards  as  one  of  the  earliest  signs 
of  pregnancy.  The  fact  that  they  disappear  immediately  after 
completion  of  an  artificial  abortion,  even  when  the  uterus  and 
vagina  are  packed  with  gauze,  is  cited  as  proving  that  the  phe- 
nomenon is  not  due  to  simple  circulatory  stasis,  but  to  a  vaso- 
motor change  intimately  dependent  upon  the  life  of  the  fetus. 

Operation  upon  Both  Ovaries  during  Pregnancy. — The  pos- 
sibility of  operating  even  upon  the  genital  tract  without  disturb- 
ing an  existing  pregnancy  is  once  more  demonstrated  by  a  case 
reported  by  J.  Loewenberg  (Cent.  f.  Gyn.,  No.  51,  1901).  At 
the  third  or  fourth  month  this  patient  suffered  from  torsion  of 
the  pedicle  of  an  ovarian  cyst.  The  other  ovary  was  also  cystic. 
One  was  removed,  the  other  resected,  yet  pregnancy  continued. 

Formation  of  Decidua  in  the  Tubes  in  Tubal  and  Uterine 
Pregnancy. — Wilhelm  Lange  (Moiiats.  f.  Geh.  «.  Gyii.,  Bd.  xv., 
H.  1)  bases  his  paper  upon  the  literature  and  upon  20  cases  of 
tubal  and  5  of  intrauterine  pregnancy  personally  examined. 
From  these  he  concludes  that  the  tubal  mucosa  possesses,  as  does 
the  uterine,  the  capability  of  forming  a  decidua.  This  is  not 
necessarih^  awakened,  any  more  than  it  need  be  in  the  uterus,  by 
direct  contact  of  an  ovum  with  the  mucous  membrane.  It  is  only 
necessary  that  a  fertilized  ovum  be  embedded  in  a  tube  or  in  the 
uterus.  The  capability  of  the  tubal  mucosa  of  forming  a  decidua 
is  much  less  marked  than  that  of  the  uterine,  and  it  may  be  en- 
tirely absent,  at  least  in  the  early  months  of  pregnancy.  Even 
the  greatest  possible  stimulus,  the  implantation  of  the  ovum  in 
the  tube  itself,  is  not  able  to  cause  more  than  a  local  formation 
of  decidua  during  these  early  months. 
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F.  Heinsms  (Zeit.  f.  Geh.  u.  Gijn..  Bd.  xlvi..  H.  3)  has  studied 
the  specimens  obtained  during  operations  for  tubal  pregnancy 
recurrent  in  the  second  tube.  He  holds  that  the  reaction  of  the 
tube  after  embedding  of  the  ovum  consists  in  hyperplasia  and 
hypertrophy  of  the  canal.  A  tubal  decidua  is  often  absent  dur- 
ing the  early  months  of  pregnancy. 

Unusual  Weight  at  Birth. — Pfeitfer  (Orvosi  Hetilap.,  1900, 
p.  510;  abst.  in  Monats.  f.  Gch.  u.  Gyn.,  Bd.  xv.,  H.  1)  is  the 
authority  for  the  following  history :  An  Vlllpara,  after  a  labor 
at  term  of  fourteen  hours,  gave  birth  to  a  living  female  child 
55.5  centimetres  in  length  and  weighing  6,600  grammes  (I614 
pounds). 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Supravaginal  Hysterectomy. — G.  C.  Thomas  (Lancet,  Feb.  1) 
has  found,  from  the  standpoint  of  the  patient,  the  operation  is  an 
eminently  satisfactory  one  and  her  capacity  for  work  is  greatly 
increased.  Statistics  clearly  demonstrate  that  one  ovary  should 
be  retained,  but  that  the  importance  of  this  diminishes  in  pro- 
portion as  the  age  of  the  patient  approaches  the  climacteric 
period.  The  operation  causes  no  tendency  to  insanity,  but  a 
certain  number  of  patients  complain  of  a  diminution  in  their 
power  of  memory.  The  sexual  sensations  are  not  usually  in- 
fluenced by  the  operation. 

Hysterectomy  for  Cancer. — A.  Lapthorn  Smith  (Ann.  of 
Gyn.  and  Fed.,  Apr.)  believes  our  only  hope  of  good  results  in 
operating  for  cancer  lies  in  early  diagnosis  and  in  removal  of  the 
whole  of  the  disease  without  reinfection.  He  speaks  favorably 
of  the  electric  cautery  knife,  which  destroys  the  cancer  ameba 
or  microbe  wherever  it  cuts.  The  clamp  operation  should  be 
abandoned,  unless  an  electrically-heated  clamp  is  used.  Our 
best  results  at  present  are  obtained,  first,  when  we  operate  where 
the  disease  is  strictly  limited,  and.  second,  when  we  employ  the 
method  of  tying  with  catgut  and  cutting  away  the  diseased  tissue 
after  the  most  careful  precautions  to  disinfect  the  field  of  oper- 
ation before  and  during  the  operation. 

Statistics  of  Vaginal  Operation  for  Uterine  Cancer. — E. 
Waldstein  (Cent.  f.  Gyn.,  No.  50,  1901)  gives  the  following 
figures  for  the  results  obtained  in  112  cases  operated  upon  by  the 
vaginal  route  in  Schauta's  clinic  and  investigated  at  least  five 
years  later.  Of  these,  recurrence  had  taken  place  in  70.5  per 
cent.  In  carcinoma  of  the  vaginal  portion  of  the  cervix  the  pro- 
portion of  recurrences  was  71.9  per  cent;  in  carcinoma  of  the 
cervix,  76.2  per  cent:  in  carcinoma  of  the  body  of  the  uterus, 
16.7  per  cent.  Only  14.7  per  cent  of  all  cases  were  classed  as 
operable,  and  8.8  per  cent  of  these  died  from  the  results  of  the 
operation.  Of  those  surviving  the  operative  procedure.  29.5  per 
cent  were  free  from  recurrence.  The  absolute  percentage  of  re- 
coveries from  carcinoma  of  the  uterus  in  the  112  cases  treated  by 
the  vaginal  operation  was  3.95. 
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Papillary  Carcinoma  of  the  Cervix. — A  rare  form  of  car- 
cinoma of  the  cervix  was  studied  by  A.  Hengge  (Monats.  f.  Geb. 
u.  Gyn.,  Bd.  xv.,  H.  1)  after  vaginal  hysterectomy.  The  pa- 
tient was  51  years  of  age ;  the  clinical  symptoms  were  the  same  as 
those  of  other  forms  of  carcinoma.  Projecting  from  the  cervix 
and  covering  the  os  externum  was  a  raspberry-like  mass,  consist- 
ing of  superficial  papillary  or  grape-like  growths  covered  with 
epithelium,  masses  of  which  extended  into  the  tissue.  Microscop- 
ically the  tumor  resembled  a  papilloma  of  the  bladder.  The 
epithelial  extensions  showed  the  characteristic  cell  arrangement 
of  a  carcinoma. 

Chronic  Serous  Perimetritis. — According  to  Alban  Doran 
(Jour.  Ohst.  and  Gyn.  of  the  Br.  Emp.,  Mar.)  it  is  only  by  oper- 
ation that  we  can  prove  the  existence  of  serous  perimetritis.  He 
states  that  this  trouble  is  often  associated  with  a  very  distinct 
history  of  pelvic  inflammation,  but  such  a  history  may  be  absent. 
It  may  be  associated  with  sterility  or  occur  in  multiparge.  There 
is  a  collection  of  fluid  in  the  lower  part  of  the  abdomen,  forming 
a  tumor,  often  flaccid.  Fluctuation  is  often  obscure.  The  fluid 
may  press  down  very  distinctly  in  Douglas'  pouch  or  into  the 
lateral  fornix,  or  may  not  distinctly  extend  into  the  pelvis  at  all. 
In  some  instances  the  tumor  appears  to  be  laterally  movable. 
The  uterus  tends  to  be  displaced  upward  and  forward.  The 
periods  may  be  perfectly  regular,  the  temperature  normal.  The 
cyst  is  always  thin-walled.  Its  upper  part— organized  inflam- 
matory membrane  running  across  coils  of  intestines  or  between 
the  uterus  and  intestines— has  often  large  vessels  and  can  be 
trimmed  away  from  the  adjacent  organs,  but  inferiorly  it  merges 
into  the  peritoneum.  On  opening  the  cyst  the  ovary  is  seen  to 
hang  from  its  anterior  wall ;  this  relation  is  especially  clear,  ex- 
cept when  there  has  been  long-standing  inflammation.  The  fluid 
is  highly  albuminous.  The  treatment  consists  of  evacuation  and 
removal  of  the  upper  inflammatory  membrane  of  the  wall.  Pack 
with  gauze. 

The  points  of  diagnosis  are  these:  In  serous  perimetritis  the 
formation  of  the  tumor  is  preceded  by  symptoms  of  inflamma- 
tion, pelvic  pain,  and  fever ;  small  ovarian  tumors  cause  neither 
pain  nor  fever.  The  tumor  in  serous  perimetritis  is  fixed ;  a 
small  ovarian  tumor  is  generally  movable.  Serous  perimetritis 
is  bounded  in  front  by  coils  of  intestines,  therefore  resonant, 
while  ovarian  tumors  are  usually  dull.  The  above  points  were 
brought  out  by  three  cases  operated  upon  by  Alban  Doran. 

Cervical  Loop. — Byron  Robinson  (Med.  Fortnightly,  Mar. 
25  \  in  describing  the  cervical  loop,  states  that  it  extends  from 
the  distal  arterio-ureteral  crossing  to  the  level  of  the  os  uteri 
internum.  It  exists  in  a  spiral  state,  which  may  be  unfolded  or 
extended  for  physiologic,  anatomic,  or  surgical  purposes.  The 
length  in  nulliparae  is  about  one  inch ;  in  multiparae,  one  and  a 
half  inches;  at  three-months  gestation,  over  two.  In  nearly  all 
adults  the  loop  can  be  stretched  to  two  inches.  This  loop  is  the 
56 
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chief  surgical  segment  of  the  utero-ovariau  artery  and  is  ligated 
in  all  operations  for  panhysterectomy  except  Pratt's  or  Byron 
Robinson's.  The  cervical  loop  is  plain  in  dissections  in  hys- 
terectomy, especially  vaginal.  This  loop  unites  the  important 
eervico- vaginal  artery,  besides  one  large  and  several  smaller  ones, 
to  the  adjacent  structures  and  mesometrium.  The  loop  is  flexu- 
ous,  and  its  arms  may  assume  a  corkscrew  spiral,  and,  as  it  lies  in 
loose  areolar  tissue,  is  freely  movable.  This  free  movement  al- 
lows it  to  be  drawn  away  from  the  ureters  when  it  is  ligated,  thus 
avoiding  danger  to  the  ureters.  The  shape,  size,  length,  and 
position  of  the  loop  change  during  age  and  functional  relations. 
It  passes  through  the  quiescent  phase  at  fetal  and  childhood  life, 
the  crises  of  puberty,  menstruation,  gestation,  puerperium,  and 
the  phase  of  senility.  Both  loops  may  be  ligated  simultaneously 
without  gangrene.  In  multipara^  the  loop  generally  rests  against 
the  lateral  fornix;  in  childhood  and  senility  it  passes  proximal 
to  the  vaginal  fornix;  in  the  lirst  three. months  of  pregnancy  it 
passes  distal  to  the  vaginal  fornix,  and  almost  entirely  fills  the 
space  between  the  lateral  cervical  border  and  the  ureter. 

Acute  Pelvic  Suppuration. — J.  O.  Polak  (Med.  News,  Mar.  1) 
thinks  that  an  earl}"  diagnosis  and  operation  are  imperative  in 
pelvic  suppuration.  The  vaginal  operation  is  the  one  of  choice, 
and  when  done  early,  with  strict  asepsis,  it  is  curative  and  may 
preserve  the  function  of  the  woman's  organs.  It  improves  the 
patient's  condition,  makes  .subsequent  operation  easy,  prevents 
rather  than  causes  adhesions.  It  may  be  used  for  diagnosis  in 
obscure  cases  without  shock  or  injury  to  the  patient.  The 
vaginal  operation  may  be  applied  to  every  acute  suppurative  con- 
dition within  the  pelvis. 

A  Practical  Device  in  Vaginal  Cystotomy. — E.  C.  Dudley 
(Clin.  Bev.,  Apr.)  describes  a  device  to  steady  that  part  of  the 
bladder  wall  to  be  incised  and  to  ward  against  injury  to  the 
neighboring  parts.  The  device  consists  of  the  introduction 
through  the  urethra  into  the  bladder  of  a  small  uterine  dilator. 
The  curved  blades  of  this  dilator  are  turned  toward  the  vaginal 
wall;  the  points  of  the  blades  are  pressed  against  the  vesico- 
vaginal septum  in  the  median  line— that  is,  on  a  line  drawn  from 
the  urethra  to  the  cervix  uteri,  and  at  the  point  in  this  line 
through  which  the  bladder  is  to  be  opened.  The  blades  of  the 
dilator  are  then  slightly  separated,  and  the  septum,  being  thus 
fixed,  is  incised  between  the  open  blades  of  the  dilator.  The 
incision  may  be  made  with  a  scalpel  without  danger. 

Vaginal  Cyst. — Hellier  (Jour.  Ohst.  and  Gyn.  of  the  Br.  Emp.,. 
Mar.)  reports  a  case  of  vaginal  cj^st  arising  from  the  posterior 
vaginal  wall.  It  was  spherical  in  shape,  about  two  inches  in 
diameter.  The  cyst  was  first  noticed  after  confinement.  It  had 
caused  no  difficulty  in  labor.  The  cyst  Avas  believed  to  have  ex- 
isted before  pregnancy,  but  increased  in  size  during  pregnancy. 

Dysmenorrhea. — jNIenge  (Cent.  f.  Gyn.,  No.  50.  1901)  holds- 
that  while  dvsmenorrhea  mav  be  of  mechanical  origin  or  caused 
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by  pelvic  inflammatory  atfections,  the  vast  majority  depend  upon 
a  perverted  nervous  system.  The  treatment  must  always  be  di- 
rected to  the  cause  of  the  trouble,  mechanical,  inflammatory,  or 
nervous.  In  the  last  class,  diet,  massage,  hydrotherapy,  exercise, 
and  change  of  environment  even  to  the  extent  of  isolation,  are 
important.  The  mode  of  action  of  co<?ainization  of  the  nasal 
mucosa  he  regards  as  purely  suggestive. 

Indications  for  Myomectomy  in  Young  Married  Women. — 
Edward  Keynolds  {Jour.  Am.  Med.  Assoc,  Mar.  8)  gives  the 
diagnostic  points  as  follows :  The  appearance  in  the  early  puer- 
perium  of  severe,  intermittent  pains  bearing  close  resemblance 
to  labor  pains,  and  referred  to  a  definite  spot  at  which  there  is 
acute  tenderness ;  the  appearance,  after  a  few  hours  of  these 
pains,  of  the  symptoms  of  a  pelvic  peritonitis,  often  in  an  alarm- 
ing degree ;  the  detection  on  physical  examination  of  an  irregu- 
larity in  the  uterine  wall  at  the  tender  spot,  not  necessarily  of 
large  size,  and  possibly  to  be  made  out  only  under  anesthesia. 
The  principles  of  treatment  should  be :  The  control  of  the  pain 
by  morphia,  and,  if  this  is  not  promptly  successful,  by  brief  but 
profound  anesthesia,  which  should  be  succeeded  by  relief,  and 
should  be  repeated  whenever  pain  reappears.  If  the  preceding 
measures  fail,  and  the  patient  is  still  in  good  operable  condition, 
an  inunediate  myomectomy  is  probably  the  best  treatment.  If 
the  condition  has  remained  undiagnosed  until  the  peritoneal 
symptoms  are  extreme  and  an  abdominal  operation  will  probably 
involve  a  high  mortality  risk,  and  if  in  this  case  the  tumor  is  in 
any  way  accessible  from  below,  its  free  puncture  and  drainage  of 
the  contained  serum  may  probably  be  relied  upon  to  terminate 
the  attack  and  permit  a  safe  removal  of  the  tumor  at  a  later  date. 
The  above  conclusions  are  drawn  from  four  cases  of  strangulated 
fibroids  during  puerperal  involution. 

Treatment  of  the  Broad  Ligaments  in  the  Removal  of  the 
Uterine  Appendages. — E.  C.  DufWay  (Clin.  Hev.,  Apr.)  has 
modified  the  technique  usually  used  in  operating  on  the  uterine 
appendages.  Instead  of  whipping  over  the  margins  of  the  broad- 
ligament  wound  with  a  continuous  suture  between  the  two  liga- 
tures on  the  ovarian  artery,  the  cut  edge  of  the  ligament  is 
doubled  upon  itself  and  stitched  together  so  as  to  form  a  line 
of  union  at  right  angles  to  the  one  juat  described— that  is,  a  line 
running  transversely  across  the  ligament  instead  of  along  the 
margin  of  it.  The  effect  is  to  shorten  the  broad  ligament  and 
thereby  secure  the  uterus  against  descent  and  backward  displace- 
ment. ^  If  there  is  a  great  tendency  to  descent  or  retroposition, 
the  round  ligament  may  be  drawn  into  the  broad-ligament  wound 
and  shortened. 

Fibromyoma  of  the  Round  Ligament. — The  literature  con- 
tains reports  of  17  cases  of  fil)r()uiyoma  of  the  round  ligament 
outside  of  the  external  ring  of  the  inguinal  canal— a  condition 
liable  to  be  confused  with  inguinal  hernia  — of  1  springing  from 
the  intracanalicular  portion  of  the  ligament,  and  of  9  arising 
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from  the  intra-abdominal  portion.  To  the  last  class  J.  A.  Amann, 
Jr.  (Monats.  f.  Gel),  u.  Gyn.,  Bd.  xiv.,  H.  6)  adds  two  cases,  oc- 
curring in  women  52  and  41  years  of  age  respectively.  In  both 
instances  the  tumor  of  the  round  ligament  was  associated  with 
multiple  growths  of  the  same  character  in  the  uterus.  In  one  the 
growth  measured  8  by  14  centimetres ;  in  the  other  it  was  the  size 
of  a  fist. 

Hot-Air  Treatment  in  Gynecology. — Two  favorable  reports 
upon  the  use  of  the  local  hot-air  bath  are  those  of  E.  Kehrer 
(Gent.  f.  Gyn.,  No.  52,  1901)  and  H.  Thomson  (ibid.),  both  of 
whom  describe  the  apparatus  and  technique.  Kehrer  allows  the 
patient  to  sweat  for  twenty  minutes  the  first  day,  increasing 
gradually  to  forty-five  or  sixty  minutes.  The  temperature  in 
the  apparatus  is  100°  C.  His  results  have  been  very  favorable, 
and  he  recommends  the  treatment  for  chronic  pelvic  exudates, 
posterior  parametritis,  perimetritis,  pelvic  peritonitis,  perhaps 
fistulas  of  the  abdominal  wall  including  tubercular,  peritoneal 
adhesions,  and  infantile  uterus.  Thomson  raises  the  bed  tem- 
perature to  50°  or  60°  C.  He  was  very  successful  with  all  except 
acute  cases  of  inflammatory  diseases  of  the  appendages  and  pelvic 
peritonitis.  Exudates,  endometritis,  metritis,  lactation  atrophy 
of  the  uterus,  and  edema  of  the  lower  extremities  were  favorably 
affected. 

Multiple  Echinococcus  Cysts  of  Pelvic  Tissue  and  Perito- 
neum.— F.  Siller  (Gent.  f.  Gyn.,  No.  48,  1901)  is  the  reporter  of 
a  case  in  which  an  echinococcus  cyst  of  the  liver  was  aspirated  in 
1894.  Not  until  six  years  later  did  symptoms  arise  from  second- 
ary cysts  of  the  peritoneum  and  pelvic  connective  tissue.  These 
the  writer  attributes  to  the  escape  of  the  contents  of  the  growth 
in  the  liver  at  the  time  of  its  aspiration.  The  immediate  result 
of  the  operation,  necessarily  largely  palliative,  was  favorable. 

Hematometra  in  Uterus  Duplex. — Abel  (Berl.  klin.  Woch., 
No.  51,  1901)  reports  a  case  of  hematometra  and  hematosalpinx 
in  which  the  symptoms  were  masked  by  the  existence  of  a  uterus 
duplex.  The  woman,  26  years  of  age,  previously  healthy  ex- 
cept for  an  attack  of  jaundice,  had  often  been  pale  and  weak 
since  the  age  of  14.  These  attacks  Avere  accompanied  by  pressing 
and  straining  sensations  in  the  lower  part  of  the  abdomen.  At 
the  age  of  18  menstruation  began,  was  scanty,  duration  eight 
days,  with  pain  on  the  day  before  and  extremely  severe  pain  on 
the  second  day.  At  the  operation  Abel  found  atresia  of  the 
rudimentary  horn  of  a  uterus  duplex,  with  hematometra  and 
hematocele  upon  that  side.     These  structures  were  removed. 

Precocious  Dentition. — C.  Jeannin  (Bull,  de  la  Soc.  d'Odst. 
de  Paris,  No.  7,  1901)  had  previously  reported  (ibid.,  1900,  t.  iii., 
p.  118)  a  case  of  dentition  on  the  fifth  day,  followed  by  abscesses 
of  the  jaw  and  death  from  infection.  The  present  case  was  a 
premature  infant,  6I/2  months,  in  which  dentition  began  on  the 
twenty-sixth  day.  The  eruption  of  each  of  three  teeth  was  ac- 
companied by  localized  ulcerative  stomatitis. 
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DISEASES    OF   CHILDREN. 

Acquired  Deaf-Mutism. — Mayo  Collier  (Med.  Press  and  Cir- 
cular, Jan.  15,  1902)  reports  the  case  of  a  girl  of  9  years  who  as  a 
baby  had  been  bright  and  intelligent,  with  good  hearing  and  nor- 
mal speech.  She  had  suffered  from  typhoid  fever  and  from 
measles,  but  there  was  no  pain  nor  discharge  from  the  ears  in 
either  illness,  and  at  no  time  in  the  history  of  the  case  had  there 
been  any  symptom  pointing  to  suppuration  in  either  tympanic 
cavity.  At  the  age  of  3  the  child  appeared  to  be  deaf,  and  had 
slowly  become  more  so  up  to  the  present  time.  The  power  of 
uttering  intelligible  sounds  had  diminished,  until  now  the  vocab- 
ulary was  limited  to  a  very  few  sounds.  On  examination  the 
external  ear  was  found  to  be  well  formed,  but  the  auditory 
canal  Avas  long  and  unusual  in  its  curve.  With  some  difficulty  a 
correct  view  was  obtained,  and  in  each  ear,  in  contact  with  the 
membrane,  there  was  found  a  hard,  inspissated  mass  of  cerumen 
of  long  standing.  This  was  removed  with  some  little  difficulty. 
The  membranes  were  found  to  be  extremely  retracted  and  some- 
what opaque,  but  otherwise  healthy.  Politzer's  bag  was  used 
and  the  patient  dismissed.  At  the  next  interview  it  was  evident 
that  the  child  could  hear  sounds,  and  since  then  the  improvement 
both  in  hearing  and  speech  has  been  quite  remarkable. 

Adenoid  Vegetations  in  Infancy  and  Childhood. — Robert 
Hutchinson  (Clin.  Jour.,  Jan.  29,  1902)  says  that  not  only  may 
adenoids  occur  in  infancy,  but  a  child  may  be  born  with  adenoid 
growths  in  its  naso-pharynx.  The  symptoms  as  shown  in  infancy 
may  be  divided  into  three  groups :  First  there  are  those  in  which 
the  chief  complaint  is  snufiSing  and  nasal  discharge,  occasionally 
accompanied  by  epistaxis.  The  second  group  is  that  in  which 
the  chief  complaint  is  dyspnea,  often  paroxysmal  in  character, 
and  the  breathing  is  definitely  stridulous,  frequently  accom- 
panied by  attacks  of  choking  cough.  The  third  group  comprises 
those  in  which  the  difficulty  complained  of  is  associated  with 
swallowing,  and  especially  with  the  swallowing  of  liquids.  In 
older  children  adenoids  often  seem  to  stand  in  causal  relation- 
ship to  certain  other  diseased  conditions.  The  most  common 
respiratory  disease  due  to  adenoids  is  bronchitis,  the.  growths 
interfering  with  the  functions  of  the  nose  in  moistening  and 
sterilizing  the  air  breathed.  Asthma  is  sometimes  due  to  the 
presence  of  adenoids.  It  is  possible  that  the  constant  swallowing 
into  the  stomach  of  the  mucus  secreted  by  the  adenoids  may  main- 
tain a  condition  of  dyspepsia.  The  nervous  system  is  also  af- 
fected by  the  presence  of  these  growths.  Mental  dulness  or 
hebetude  is  frequently  associated  with  them,  as  is  the  condition 
known  as  night-terrors,  also  incontinence  of  urine.  Another 
and  rarer  form  of  disturbance  to  which  they  may  give  rise  is 
defect  of  speech.  Headache,  vomiting,  torticollis,  and  ataxy 
have  all  been  traced  to  adenoids.  The  author  warns  against 
exaggeration,  and  says  that  he  does  not  claim  that  all  the  cases 
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mentioned  have  been  directly  caused  by  adenoids,  but  they 
were  all  associated  with  them,  and.  in  many  of  them,  when  the 
adenoids  were  removed  the  other  conditions  cleared. 

Cirrhosis  of  the  Liver  as  Seen  in  Children. — W.  C.  Hollopeter 
(Med.  News,  Feb.  8,  1902)  states  that  cirrhosis  of  the  liver  in  in- 
fants and  adolescents  is  not  so  infrequent  as  clinicians  infer,  and 
that  it  can  generally  be  relegated  to  syphilitic  or  alcoholic  types, 
with  a  very  small  percentage  as  sequelae  of  the  acute  infectious 
diseases.  As  a  rule,  the  premonitory  symptoms  are  disguised  by 
a  long  train  of  gastro-intestinal  irritative  symptoms  that  renders 
an  early  diagnosis  uncertain.  The  first  pronounced  character- 
istic symptoms  are  ascites,  with  wasted,  waxy  limbs  and  some- 
times edema  of  the  feet.  The  stigma  of  tine  dilated  veins  on 
cheek  or  nose  or  in  the  ear  will  often  point  to  the  diagnosis. 
Larger  veins  are  found  on  the  abdomen,  forming  four  or  five 
large  branches  running  down  from  the  xiphoid  cartilage  to  the 
groin.  The  enlarged  liver  may  be  palpated,  unless  dropsy  is 
extreme,  and  the  enlarged  spleen  is  better  felt  with  the  child  on 
all-fours.  The  spleen  is  almost  invariably  disturbed  in  liver 
disorders,  and  will  be  found  to  be  somewhat  beyond  the  normal 
size.  The  nose  bleeds  easily,  and  occasionally  hemorrhoids  form, 
or  slight  bleeding  from  the  bowels  is  an  associated  symptom. 
The  author  reports  two  cases. 

Cretinism.— W.  D.  Kelly  (St.  Paul  Med.  Jour.,  May,  1902)  re- 
ports the  case  of  a  boy  of  8  years,  thirty  inches  long,  thirty  and 
one-half  pounds  in  weight,  unable  to  walk  or  talk,  phlegmatic, 
anemic,  and  with  all  the  characteristics  of  cretinism.  There  was 
no  evidence  of  thyroid  gland,  no  evidence  of  goitre.  Treatment 
Vv'as  at  once  begun  with  thyroid  extract,  one  grain  three  times  a 
day.  This  was  gradually  increased,  with  little  inconvenience, 
for  a  period  of  eight  months  when  doses  of  five  grains  three  times 
a  day  were  administered.  During  this  period  the  patient  had  in- 
creased twelve  pounds  in  weight  and  had  grown  almost  five 
inches  in  height.  The  thyroid  was  discontinued  at  this  time, 
owing  to  a  bronchial  catarrh,  elevation  in  temperature  and  rise 
in  pulse,  with  some  gastric  disturbance.  The  treatment  substi- 
tuted was  digitalis,  pilocarpine,  and  the  elixir  of  iron,  quinine, 
and  strychnine,  with  broken  doses  of  calomel.  During  the 
following  thirty  days  his  weight  was  reduced  almost  five  pounds. 
The  writer  then  began  again  with  the  thyroid,  one  grain  three 
times  a  day,  gradually  increasing  it  during  a  period  of  three 
months  to  ten  grains  three  times  a  day.  At  the  expiration  of  this 
time  he  weighed  forty-seven  and  one-half  pounds  and  was  almost 
thirty-seven  inches  in  height.  He  then  passed  out  of  the  author's 
hands,  and  did  not  receive  any  treatment  until  January,  1902, 
when  he  became  his  patient  and  ward.  During  the  intermission 
his  weight  had  decreased  to  thirty-six  pounds.  The  result  of  the 
thyroid  treatment  is  shown  by  photographs  presented  by  the 
writer,  who  says  that  not  the  magic  wand  of  Prospero  ever  ef- 
fected such  a  change  as  that  which  we  are  now  enabled  to  make 
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in  these  unfortunate  victims,  doomed  heretofore  to  live  in  hope- 
less inbecility. 

The  Diagnosis  and  Treatment  of  Pain  in  the  Ear. — ^Macleod 
Yearsley  (Treatment.  Jan..  1902)  says  that  pain  in  the  ear  may 
be  allayed  by  the  application  of  heat  or  cold,  or  by  cold  and  heat 
combined,  the  former  around  the  ear,  the  latter  inside  the  meatus 
by  means  of  hot  instillations  or  plugs.  The  continued  intiuence 
of  heat,  however,  keeps  the  ear  in  a  condition  of  congestion  which 
retards  resolution  and  favors  the  continuance  of  the  inflamma- 
tion. Avhilst  the  application  of  cold  often  rapidly  lessens  the  in- 
flammation. The  combination  alluded  to  is  the  most  useful.  The 
best  method  of  all  is  the  application  of  leeches.  From  tAvo  to 
four  or  six  applied  just  in  front  of  the  tragus  will  often  cut  short 
the  pain  and  inflammation  with  rapidity.  Their  application 
should  be  followed  by  dry  heat  by  means  of  hot  flannel  or  wool. 
To  use  Politzer's  air  douche  when  the  symptoms  are  at  their 
height  is  to  aggravate  the  condition,  but  Avhen  the  inflammation 
is  subsiding  the  air  douche  may  be  carefully  and  gently  used, 
the  amount  of  pressure  exerted  being  regulated  and  slight. 
Thus  judiciously  applied,  it  will  be  found  that  patients  are  more 
quickly  restored  to  hearing,  and  that  the  ventilation  and  conse- 
quent proper  drainage  of  the  tympanum  accelerates  the  resolu- 
tion of  the  inflammatory  process.  The  author  believes  that  in 
the  early  stages  of  acute  inflammation  of  the  middle  ear  the 
process  can  be  aborted  by  the  careful  use  of  the  Eustachian 
catheter.  Not  long  ago  a  colleague  came  to  him  suffering  from 
acute  catarrhal  inflammation  of  the  tympanum.  He  had  been 
in  great  pain  all  night,  and  his  membranum  tympani  was  much 
injected,  and  bulging  considerably  in  its  posterior  half,  so  much 
so  as  to  quite  obscure  the  handle  of  the  malleus.  After  carefully 
cleansing  the  nares  the  Avriter  passed  the  Eustachian  catheter 
and  gently  inflated.  One  hour  later  the  bulging  was  considerably 
less,  and  from  that  time  recovery  Avas  rapid. 

Dilatation  of  the  Heart  in  Children. — Eustace  Smith  (Prac- 
titioner, Jan.,  1902)  considers  that  in  childhood  the  heart  may  be 
said  to  dilate  Avith  exceptional  ease  and  the  dilatation  may  be 
found  quite  apart  from  valvular  mischief.  It  is  due  to  blood 
pressure  in  a  flabby,  ill -nourished,  or  degenerated  heart,  and  may 
occur  Avithout  there  being  any  special  bar  to  the  passage  of  blood 
from  the  organ.  When  the  dilatation  is  moderate  in  amount, 
as  in  anemic  children,  it  is  probably  of  little  practical  import- 
ance. The  heart's  apex  is  diffused  and  difficult  to  localize;  the 
first  sound  of  the  apex  is  muffled  or  very  thin  and  flapping,  and 
the  area  of  dulness  may  be  Avidened.  Sometimes  the  external 
jugular  veins  are  unusually  visible.  On  careful  inquiry  Ave 
often  find  that  these  children  get  easily  out  of  breath,  and  per- 
haps confess  to  palpitations  after  exertion.  It  is  rare,  hoAvever, 
that  they  complain  spontaneously  of  anything:  in  fact,  the  dis- 
comfort induced  by  this  condition  of  the  heart  Avails  seems  to  be 
small  indeed,  and  althouuii  the  heart's  action  is  sometimes  ir- 
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regular  the  pulse  does  not  seem  to  become  actually  intermittent. 
As  the  health  improves  and  the  nutrition  of  the  heart  is  restored, 
the  normal  ph5^sical  signs  return.  It  is  in  cases  of  acute  illness, 
when  the  dilatation  is  rapid  and  may  be  extreme,  that  we  find 
physical  signs  and  symptoms  pointing  to  a  very  serious  condition. 
Here  the  marked  increase  in  the  dull  area,  the  feebleness  and 
diffusion  of  the  apex  beat,  the  faintness  of  the  first  sound  at  the 
apex,  and  the  weak,  intermittent  pulse  show  that  the  dilatation 
is  carried  to  a  dangerous  degree.  In  these  cases  the  second  sound 
is  axicentuated  at  the  aortic  as  well  as  at  the  pulmonary  orifice, 
and  this  point  has  been  insisted  upon  by  Dr.  Lees  as  an  un- 
favorable element  not  to  be  lost  sight  of  in  prognosis.  The 
dilatation  affects  the  auricles  as  well  as  the  ventricles,  and  is  due 
to  a  more  or  less  grave  degeneration  of  the  heart  muscle.  The 
danger  of  the  case  lies  in  the  degree  to  which  degeneration  has 
extended.  Therefore  Dr.  Poynton's  researches,  which  show  that 
destruction  of  muscular  fibre  is  carried  to  a  greater  degree  in 
diphtheria  and  influenza  than  in  rheumatism,  are  important  as 
implying  that  the  complication  is  less  to  be  feared  in  the  latter 
disease  than  in  the  two  former.  But  still  the  danger  is  always 
there,  and  is  greater  or  less  in  direct  proportion  to  the  degree  of 
expansion  of  the  heart  cavities.  In  such  cases,  therefore,  the 
limits  of  the  heart  should  be  estimated  carefully  by  percussion. 
Dr.  Lees  insists  that  if  in  diphtheria  or  influenza  the  cardiac  dul- 
ness  is  found  to  reach  two  fingers'  breadth  beyond  the  left  nipple 
line,  the  danger  is  great.  In  rheumatism  such  a  degree  of  dis- 
tension is  less  to  be  feared ;  but  even  in  this  disease  a  spread  to  a 
further  finger's  breadth  should  cause  us  to  regard  the  situation 
as  an  anxious  one.  In  any  case  very  rapid  broadening  of  the 
area  of  dulness  is  a  symptom  of  the  utmost  moment,  and  if  it  be 
accompanied  by  vomiting,  coldness  of  the  surface,  and  partial 
collapse,  we  should  speak  with  great  caution  of  the  child's 
chances  of  escape.  A^omiting  must  always  be  regarded  with 
grave  misgivings,  as  it  is  so  often  the  herald  of  fatal  syncope. 
In  all  cases  of  acute  disease  where  the  dilatation  is  rapid  a  re- 
cumbent position  should  be  enforced,  and  on  no  pretext  should 
the  patient  be  allowed  to  lift  even  his  head  from  the  pillow.  Foods 
which  tend  to  ferment  and  fill  the  stomach  with  gas  should  be 
avoided.  Treatment  should  be  continued  of  the  disease  in  the 
course  of  which  the  dilatation  has  arisen.  Iron  and  strychnia 
should  be  our  great  resource,  and  the  perchloride  of  iron  with 
solution  of  strychnia,  given  in  full  doses,  seems  to  the  writer  to 
be  far  superior  to  other  remedies. 

The  Early  Diagnosis  of  Measles. — Philip  Newcomb  (St. 
Louis  Courier  of  Med.,  Jan.,  1902)  has  recently  had  the  oppor- 
tunity of  examining  sixty  cases  of  measles,  and  from  this  study 
reaches  the  following  conclusions:  1.  Koplik's  spots  may  be 
found  upon  the  buccal  mucous  membrane  before  any  trace  of  the 
eruption  appears  upon  the  skin.  This  was  found  to  be  true  in  22 
out  of  the  60  cases.     2.  Koplik's  spots  are  present  in  all  cases  of 
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measles.  3.  Koplik's  spots  are  found  in  no  disease  but  measles. 
4.  The  appearance  and  localization  of  Koplik's  spots  are  con- 
stant. They  occur  most  often  on  the  mucous  membrane  lining  of 
the  cheek,  frequently  in  clusters,  opposite  the  bases  of  the  upper 
or  lower  milk  molars,  or  as  a  thin  line  opposite  the  junction  of 
the  upper  and  lower  teeth  when  the  jaw-  is  closed.  The  hard  and 
soft  palates  are  never  the  seat  of  these  spots,  and  the  appearance 
of  this  portion  of  the  buccal  mucous  membrane  is  never  to  be 
confounded  Avith  them.  The  lesions  in  this  locality  are  repre- 
sented by  papules  and  macules  of  a  dark,  and  later  purplish-red, 
color,  somewhat  similar  to.  but  considerably  larger  than,  the 
punctate  macules  seen  in  scarlet  fever.  With  an  early  diagnosis 
of  the  disease  morbilli  must  be  continued  the  so-called  quarantine 
measures  adopted,  as  these  are  the  factors  making  possible  a  re- 
duction of  the  mortality.  It  is  of  no  great  advantage  to  order  an 
immediate  isolation  of  the  patient  from  those  in  the  household 
as  yet  unattacked.  for.  on  account  of  the  period  of  incubation,  in 
all  probability  the  contagion  has  already  obtained  its  foothold; 
but  it  is  of  immense  importance,  especially  in  hospitals,  institu- 
tions, or  larger  families,  that  a  segregation  of  each  individual 
case  be  enforced.  To  separate  patient  from  patient  and  from  all 
catarrhal  or  streptococcic  infections  will  exert  a  more  favorable 
influence  upon  an  epidemic,  especially  as  regards  the  ultimate 
mortality  from  complications,  sequelae,  or  weakened  resistance, 
than  overcrowding  the  infirmary  or  isolation  ward,  where,  if 
pneumonia  once  gains  an  entrance,  its  spread  is  unchecked  and  a 
universal  infection  is  probable. 

Glandular  Fever. — J.  Park  AVest  (St.  Louis  Courier  of  Med., 
Jan..  1902)  describes  this  disease  as  an  acute  general  infection 
with  a  local  manifestation  in  the  lymphatic  system.  A  study  of 
the  literature  and  a  close  .study  of  the  few  cases  that  have  come 
under  the  writer's  care  have  convinced  him  that  this  is  a  dis- 
tinctly specific  general  infection  and  not  merely  an  enlargement 
of  certain  groups  of  nodes  due  to  some  local  or  accidental  in- 
fection, nor  a  form  of  any  other  disease.  He  describes  several 
cases,  giving  the  symptomatology  in  detail.  If  glandular  fever 
is  not  a  distinct  disease,  then  it  can  be  only  that  form  of  in- 
fluenza, accompanied  by  catarrhal  inflammation  of  the  upper 
respiratory  tract,  in  which  there  is  enlargement  of  the  cervical 
lymphatics  and  comparatively  frequent  suppuration  of  the  retro- 
pharynx  and  ears.  There  are  certainly  no  grounds  upon  which 
to  suppose  it  to  be  a  modified  type  of  any  of  the  other  known 
acute  infections,  nor  an  irregular  form  of  any  of  the  acute  ex- 
anthematous  diseases.  The  differential  diagnosis  between  gland- 
ular fever  and  influenza  is  given.  Almost  all  theories  point 
to  this  trouble  as  an  infection  from  the  intestinal  canal,  and  the 
facts  seem  to  warrant  this.  The  milder  cases  are  accompanied 
by  diarrhea,  the  severer  by  constipation,  and  there  is  no  change 
in  the  patient's  condition  until  this  is  involuntarily  relieved. 
Glandular  fever  is  restricted  to  house  epidemics  and  rarely  af- 
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fects  adults,  in  this  differing  from  influenza.  Influenza  is  gen- 
erally ascribed  to  the  bacillus  of  Pfeiffer,  but  no  liacteriologist 
who  has  examined  cases  of  glandular  fever  has  reported  the  find- 
ing of  this  bacillus. 

The  Heart  of  the  Child.— I).  B.  Lees  (Pacific  Med.  Jour., 
Mar..  1902)  says  that  the  extreme  tendency  to  cardiac  disease  in 
rheumatism  and  in  chorea  seems  to  him  to  be  not  merely  the  re- 
sult of  the  poisonous  influence  of  a  toxemia,  although  this  may 
often  be  the  sole  cause,  but  that  actual  inflammation  of  the 
muscular  substance  and  fibrous  structures  of  the  heart  exists, 
and  is  caused  by  the  local  presence  of  a  diplococcal  micro- 
organism. In  sodium  salicylate,  in  adequate  doses,  we  have  a 
drug  which  seems  to  be  definitely  antagonistic  to  the  rheumatic 
process.  There  is  a  widespread  impression  that  it  is  "depress- 
ing to  the  heart."  What  is  really  depressing  is  the  rheumatic 
microbe,  its  works  and  ways,  and  some  of  its  pernicious  effects 
have  been  attributed  to  the  salicylate.  Children  bear  salicylate 
well,  and  it  rarely  causes  the  unpleasant  aural  symptoms  which 
are  common  in  the  adult.  Sodium  bicarbonate  is  also  useful  in 
rheumatism.  It  may  be  given  in  double  the  dose  of  the  salicy- 
late and  along  with  it.  Acute  dilatation  of  the  left  ventricle 
subsides  more  rapidly  when  the  bicarbonate  has  been  freely  given 
than  when  the  salicylate  has  been  administered  alone.  To  re- 
press the  cardiac  inflammation  we  may  use  leeches,  which  will 
diminish  the  congestion  of  the  cardiac  vessels,  even  when  applied 
over  the  liver,  by  lessening  the  pressure  in  the  right  auricle  and 
thus  aiding  the  escape  of  the  blood  in  the  coronary  sinus  and  the 
intracardiac  venules ;  and  the  local  application  of  an  ice-bag  most 
certainl}"  represses  the  cardiac  inflammation.  Digitalis  is  of 
little  service  in  the  treatment  of  rheumatic  cardiac  inflammation 
in  the  child,  but  works  wonders  later  when  the  inflammation  has 
subsided  and  the  mechanical  effects  of  the  cardiac  lesion  mani- 
fest themselves.  Iron  is  of  value  in  anemic  debility,  but  in 
diphtheria,  when  danger  threatens,  the  chief  reliance  is  to  be 
placed  upon  subcutaneous  injections  of  atropine. 

Heart  Disease  in  Children;  The  Syphilitic  Factor. — AYilliam 
MacKenzie  (Intercol.  Med.  Jour,  of  Australasia,  Feb.  20,  1902) 
reports  a  number  of  cases  and  reaches  the  following  conclusions : 
1.  Pericarditis,  and  not  endocarditis,  is  the  common  lesion  met 
with  in  the  so-called  pure  rheumatic  hearts.  Indeed,  in  most  of 
the  cases  that  have  died  Avith  heart  failure,  thickening  and  ad- 
hesions of  the  pericardium,  and  a  healthy  endocardium,  have  been 
the  rule.  2.  In  the  syphilitic  patients  the  endocardium,  and  in 
one  case  the  pericardium,  was  affected.  3.  In  any  child  showing 
symptoms  of  early  and  rapid  heart  failure  after  the  initial  endo- 
cardial attack,  a  suspicion  of  lues  must  be  entertained.  4.  Early 
dropsy  is  characteristic  of  the  failure  of  the  luetic  cases  with 
endocarditis,  should  the  patients  live  long  enough,  and  is  prob- 
ably largely  dependent  on  syphilitic  arteritis.  Dropsy  is  not 
seen  in  the  early  failures  of  pure  rheumatic  cases.     It  is  seen 
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in  the  later  failures,  as  the  result,  probably,  of  a  degenerative 
arteritis  from  malnutrition,  is  irresponsive  to  treatment,  and  too 
often  ushers  in  the  end. 

The  Heart  in  Diphtheria. — Charles  Bolton  (Edinhurgh  Med. 
Jour..  Apr..  1902  )  states  that  cardiac  failure  in  diphtheria  either 
leads  to  death  by  syncope  which  may  be  quite  sudden,  but  is 
generally  preceded  by  a  progressive  failure  of  the  heart,  or  is 
rendered  manifest  by  some  disturbance  in  the  regularity  and 
alteration  in  the  frequency  of  the  pulse,  with  or  without  the 
physical  signs  of  cardiac  dilatation.  The  class  of  cases  which 
die  from  acute  diphtheritic  toxemia  comprises  essentially  the 
severe  faucial  cases,  in  which  the  nose  is  usually  also  involved 
and  sometimes  the  larynx.  Heart  failure  in  the  majority  of 
eases  sets  in  a  few  days  before  death.  The  first  sign  is  noticed 
in  the  pulse,  which  becomes  irregular  in  force  and  rhythm,  the 
compressibility  being  always  increased.  It  is,  as  a  rule,  rapid, 
but  at  times  it  is  slow.  Sometimes  before  death  it  becomes  re- 
markably slow  and  this  is  a  very  fatal  sign.  The  patient  may 
die  quite  suddenly  if  any  extra  strain  is  thrown  upon  the  heart, 
as  vomiting  or  struggling.  Consciousness  is  retained  to  the  end, 
the  patient  in  some  cases  looking  quite  bright.  Cardiac  throm- 
bosis is  a  rare  cause  of  death  in  diphtheria.  Death  may  occur 
during  convalescence,  when  it  is  usually  associated  with  paraly- 
sis, and  is  especially  seen  in  cases  of  generalized  paralysis  affect- 
ing the  palate,  pharynx,  larynx,  and  diaphragm.  Sudden  death 
from  syncope  may  occur  at  any  stage  of  diphtheria,  but  the 
most  alarming  cases  are  those  which  occur  when  convalescence 
is  established  and  the  patient  is  thought  to  be  quite  free  from 
danger.  These  sudden  deaths  are  all  referable  to  some  strain 
which  has  been  thrown  on  a  heart  which  is  unprepared  to  meet  it. 

Hi  art  failure  not  leading  to  death.— A  large  proportion  of 
patients  suffer  from  cardiac  failure  at  some  stage  of  the  disease, 
and  this  is  evidenced  by  irregularity  or  intermittence  of  the 
pulse,  with  or  without  the  physical  signs  of  dilatation  of  the 
heart.  It  is  rare  to  have  pain  or  other  symptoms,  the  patient 
in  most  cases  feeling  quite  well.  The  author  has  examined  the 
pulses  of  many  cases  and  has  found  them  to  agree  in  the  follow- 
ing facts:  1.  During  the  twenty-four  hours  the  pulse  alters 
considerably  in  degree  of  irregularity  and  in  frequency.  2.  These 
changes  occur  frequently,  and  often  at  very  short  intervals 
(half  an  hour  or  so)  ;  sometimes  the  change  can  be  noticed  under 
actual  observation,  and  it  often  appears  as  if  the  irregularity 
comes  on  in  definite  attacks.  3.  On  the  whole  the  irregularity  is 
most  marked  at  night,  and  usually  persists  during  the  night 
after  the  pulse  has  become  quite  regular  during  the  day.  4.  As 
a  rule,  when  the  pulse  becomes  irregular  there  is  a  diminution 
in  its  frequency,  but  this  rule  is  by  no  means  absolute.  Some- 
times the  pulse  may  be  irregular  Avhen  the  frequency  is  increased 
or  diminished,  and  in  other  cases  the  pulse  is  rapid  all  the  time. 
b.  The  irresularitv  coming  on  in  the  acute  stage  is  a  primary 
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affection,  but  is  nevertheless  greatly  affected  by  strain,  as  vomit- 
ing and  struggling  when  the  throat  is  syringed  or  food  admin- 
istered by  the  nose.  6.  The  irregularity  does  not  conform  to  any 
type ;  every  variety  and  degree  of  irregularity,  with  sometimes 
intermittence,  occur  together.  7.  As  a  rule  the  patient  appears 
quite  well,  and  suffers  no  inconvenience  or  distress  on  account  of 
the  heart  failure. 

It  is  evident,  from  a  consideration  of  the  various  forms  of 
heart  failure  occurring  during  the  different  stages  of  diphtheria, 
that  the  patients  during  the  whole  course  of  the  disease  are  liable 
to  great  danger  as  a  result  of  acute  degeneration  of  the  neuro- 
muscular mechanism  of  the  heart.  This  can  only  be  determined 
by  a  thorough  and  systematic  examination  of  the  heart  and  pulse 
in  every  case  of  diphtheria,  however  mild  it  may  appear  to  be, 
and  it  can  be  best  guarded  against  by  keeping  the  patient  in  bed, 
or  at  least  perfectly  free  from  all  excitement  and  strain,  as  long 
as  there  are  any  signs  of  heart  failure,  as  shown  by  an  irregular 
pulse  or  the  physical  signs  of  cardiac  dilatation.  The  time  at 
Avhich  a  primary  heart  failure  is  to  be  feared  is  during  the  acute 
stage  of  the  disease,  and  the  only  prevention  of  this  consists  in 
the  use  of  efficient  doses  of  antitoxin  at  as  early  a  period  as  pos- 
sible. 

Hygiene  of  the  Mouth. — S.  L.  Goldsmith  (Pediatrics,  Feb.  1, 
1902)  prefaces  his  article  by  the  remark  that  good  digestion  is 
one  of  the  first  and  most  fundamental  factors  upon  which  good 
health  is  based.  To  be  properly  digested  the  food  must  be  intro- 
duced into  the  stomach  in  a  thoroughly  comminuted  state,  and 
without  good  teeth  this  is  impossible.  He  explains  in  detail  the 
structure  of  the  teeth  and  the  diseases  which  attack  them,  the 
latter  being  divided  into  two  classes — those  -which  attack  the 
teeth  themselves,  causing  cavities  and  attendant  troubles,  and 
those  which  attack  the  alveoli  or  "sockets"  of  the  teeth,  produc- 
ing "loose  teeth."  Prophylactic  treatment  cannot  be  begun  too 
soon.  During  pregnancy  the  expectant  mother  should  take  food 
rich  in  lime  salts,  as  whole- wheat  bread,  cracked  wheat,  oatmeal, 
etc.  After  the  birth  of  the  child  every  effort  should  be  made  to 
nourish  it  at  the  breast.  If  this  is  impossible,  give  cow's  milk, 
and  as  soon  as  the  child  begins  the  use  of  solid  foods  those  rich  in 
lime  salts  should  be  selected.  The  mouths  of  infants  should  be 
cleansed  by  the  nurse  by  carefully  introducing  the  index  finger, 
around  which  a  piece  of  clean  linen  has  been  wrapped  and  im- 
mersed in  a  solution  made  by  dissolving  a  half-teaspoonful  of 
boric  acid  in  a  half-pint  of  boiled  water.  The  cloth  should  be 
dispensed  -with  as  early  as  possible  and  a  proper  brush  substi- 
tuted. As  soon  as  the  child  is  able  to  handle  the  brush  it  should 
be  instructed  in  its  use  and  carefully  watched  to  see  that  the  habit 
is  acquired.  The  teeth  should  be  brushed  after  eating,  and  be- 
fore going  to  bed,  as  the  secretions  of  the  mouth  are  more  acid  at 
night.  A  toothbrush  should  be  made  up  of  irregular  tufts  of 
bristles,  slightly  curved  to  conform  to  the  contour  of  the  dental 
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arch,  and  convergiug  to  a  point,  and  the  brush  itself  be  small 
enough  to  reach  every  part  of  the  mouth.  In  brushing  lay  the 
side  of  the  brush  against  the  teeth,  the  bristles  pointing  to  the 
apices  of  the  roots,  and  turn  the  brush  toward  the  cutting  sur- 
faces of  the  teeth.  This  will  cause  the  bristles  to  spread  out  and 
penetrate  the  crevices  between  the  teeth,  brush  the  more  exposed 
surfaces,  and  give  the  gums  a  healthy  massage.  It  is  a  good 
rule  to  devote  three  minutes  by  the  clock  to  the  operation,  and  to 
see  that  the  back  of  the  wisdom  tooth  receives  a  proper  cleansing. 
Tooth  powder  should  be  used  every  time  the  teeth  are  brushed. 
A  good  antiseptic,  antacid  mouth  wash  will  destroy  or  render 
innocuous  bacteria  which  remain  after  the  brushing.  It  is  also 
well  to  use  dental  floss  silk  between  the  teeth.  The  services  of  a 
dentist  should  be  sought  every  six  months  for  the  purpose  of 
examination,  for  some  tartar  will  form  and  some  cavities  arise  in 
spite  of  all  we  can  do.  The  cavities  in  children's  teeth  should  be 
filled  as  soon  as  they  appear,  for  the  following  reasons :  To  pre- 
vent pain ;  to  preserve  a  proper  masticatory  surface ;  to  secure 
retention  of  the  temporary  teeth  until  the  proper  time  for  their 
exfoliation  and  bring  about  a  proper  development  of  jawbone,  so 
that  when  the  permanenc  teeth  appear  they  will  have  sufficient 
room  to  erupt  in  their  proper  positions.  Thus  the  child  will  have 
a  regular  arch,  Avhich  it  is  hoped,  by  following  the  directions 
presented  in  this  article,  it  will  be  able  to  retain  through  life. 

The  Neuropathological  Aspects  and  Neurotherapy  of  Maras- 
mus Infantilis. — Charles  H.  Hughes  (St.  Louis  Med.  Review, 
April  12,  1902)  says  that,  from  the  clinical  picture  of  its  symp- 
tomatology, infantile  marasmus  appears  to  be  a  central  tropho- 
neurosis at  one  end,  gastro-intestinal  apepsia  at  the  other,  and 
atonicity  and  atrophy  all  around.  The  author  wishes  that  our 
microcytologists  might  look  behind  the  intestinal  tract,  beyond 
and  above  in  the  organism,  among  the  neurones  of  the  cerebro- 
spinal axis  and  sympathetic  centres,  for  further  cytopathologic 
elucidation  of  this  so  often  fatal  affection  of  infants,  who  no 
sooner  get  free  from  the  intrauterine  nutrition  of  the  mother's 
blood  than  they  begin  to  waste  away,  even  on  mother's  milk, 
and  often  speedily  die.  In  conclusion  he  offers  the  following 
therapeutic  precepts:  First. — A  clean  prima  viae,  as  aseptic  as 
may  be  practicable  without  harm  to  the  patient— an  exceedingly 
difficult  problem.  Second. — Assimilable  nutrition  by  mouth  and 
skin.  Zahorsky's  nutrient  formulae,  for  example,  with  such  pep- 
tonizing, asepticizing,  and  nutrition-promoting  additions  as  ad- 
vancing experience  may  suggest  and  special  cases  may  indicate 
thyroid  nutrition.  Third.— Normal  blood  pressure  restored  with 
normal  salt  solution  per  rectum  and  subdermally.  Fourth.— 
Judiciously  regulated  hyperthermia,  slightly  above  the  normal 
for  ordinary  infants  and  adapted  to  the  lowered  vitality  of  each 
case.  Regulated  light.  Fifth.  — Cautious,  general,  cerebro-spinal 
and  enteric  electrotherapy,  to  stimulate  cell  activity,  central  and 
epithelial.     Special  sanitary  environment  with  a  slightly  ozon- 
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ized  air,  where  practicable,  and  certain  aromatized  inhalants  and 
condiments,  such  as  have  a  tendency  to  exalt  vital  processes, 
digestive,  assimilative,  and  metabolic,  including  the  savory  sub- 
stances advised  by  Zahorsky.  Sixth.  — Such  attention  to  the  skin 
as  will  best  promote  its  vitality  as  an  absorber  of  oxygen  and  as 
an  exhalant  and  eliminant.  Vicarious  and  otherwise  trans- 
mitted and  awakened  nerve  centre  energy.  By  inference  pow- 
dering of  the  skin  and  rough  rubbing  would  be  excluded,  while 
moderate  and  gentle  Avarm  cutaneous  friction  would  be  indi- 
cated. 
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The  fourth  annual  session  of  the  International  Congress  of 
Gynecology  and  Obstetrics  will  be  held  at  Rome,  Italy,  from 
September  15  to  21.  Papers  will  be  read  on  ^Medical  in- 
dications for  interrupting  pregnancy.  Hysterectomy  for  puer- 
peral infection.  Genital  tuberculosis.  Surgical  treatment  of 
cancer  of  the  uterus,  by  Hirst,  of  Philadelphia;  Hofmeyer.  of 
Wiirzburg;  Pinard,  of  Paris;  Rein,  of  St.  Petersburg;  Schauta, 
of  Vienna ;  Simpson,  of  Edinburgh ;  Fehling,  of  Strassburg ;  Leo- 
pold, of  Dresden;  Treub,  of  Amsterdam;  Tuffier,  of  Paris; 
]\Iartin,  of  Greifswald ;  Veit,  of  Leyden ;  Cullen,  of  Baltimore ; 
Freund,  of  Berlin ;  Jonnesco,  of  Bucharest ;  Pozzi,  of  Paris ; 
AA^ertheim,  of  Berlin,  and  others. 

The  fascination  of  the  ' '  Eternal  City, ' '  which  is  delightful  in 
September,  the  attractions  which  the  conunittee  has  arranged, 
and  the  vital  interest  of  the  scientific  questions  to  be  discussed, 
all  promise  a  most  enjoyable  meeting. 

The  Italian  government  has  arranged  a  fifty  per  cent  reduc- 
tion in  railway  fares  throughout  Italy  to  those  who  attend 
the  Congress.  The  American  Committee  is  anxious  that  this 
country  be  well  represented,  and  ask  you  to  attend,  and  also 
to  prepare  a  scientific  contribution  upon  some  subject  of  your 
choice.  Further  information  may  be  obtained  by  addressing 
the  American  Secretary. 

George  J.  Engelmann,  M.D., 

Chairman. 

A.  Palmer  Dudley,  ]\I.D.,  Secretary, 
678  Madison  Avenue,  New  York  City. 
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57 
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Cysts,  tubo-ovarian  461 

D 

Davis.     Six    Cesarean    sections 169,  254 

Retroversion  and  retroflexion  of  the  uterus 351,  428 

Deaf-mutism,   acquired    885 

Decidua.  formation  of,  in  the  tubes  in  tubal  and  uterine  pregnancy.  879 

Deciduoma  malignum  307,  321 

malignum,  clinical  review  of.     Ladinski 465 

Deformities  of  infantile  paralysis,  treatment  of 750 

spinal,  treated  by  exercise  and  posture 749 

Delivery,  position  of  the  woman  during 301 

Dentition,  premature 884 

Diabetes  and  pregnancy 742 

Diphtheria  as  a  cause  of  nasal  discharge  in  children 606 

epidemic  of,  from  infected  milk 312 

heart  in    890 

large  doses  of  antitoxin  in 137,  138,  604 

Displacements,  uterine    308 

Disproportion,  cephalo-pelvic,  symphyseotomy  for 876 

Doran  and  Lockyer.     Sloughing  fibroid  of  the  left  uterine  cornu.  .  .  294 

Drainage    after    laparatomies 744 

Dropsy,   fetal   and   maternal 742 

Dudley.     Extrauterine  pregnancy;    rupture   585 

Dysentery,  amebic,  in  children 463 

epidemic,   in   the   fetus 315 

Dysmenorrhea  in  nulliparae.     Pryor 110 

membranacea    311 

perverted  nervous  system  as  cause  of 882 

Dystocia  due  to  a  short  umbilical  cord.     Brickner 512 

due  to  uterine  fibroids,  surgical  treatment  of 458 

from  hydatid  cyst  of  the  pelvis 599 

E 

Ear,  pain  in  the    diagnosis  and  treatment  of 887 

Eclampsia,  puerperal   265,  422,  875 

puerperal,   changes  in   fetus  in 132 

puerperal,  pathogenesis  and  therapeutics  of.     Harrison.  .834,  851 

puerperal,   pathological   findings  in 304 

pathology    of    875 

puerperal,  with  arrest  of  respiration  before  that  of  circula- 
tion        131 

Elephantiasis  of  labium  majus.     Ladinski 70 

Ellis.     Angiotribe    456 

Embolism,    cerebral,    after   abdominal    section    and    Trendelenburg 

position.     Broun    706 

Embryotomy   599 

Emmet.     Grape-like  sarcoma  of  the  cervix  uteri 38G,  439 

Epithelioma  of  the  cervix  complicating  pregnancy,  vagino-abdomi- 
nal    hysterectomy    having    been    previously    performed. 

Sanderson    596 

primary,  of  the  posterior  wall  of  the  vagina.     Broun 706 

Erysipelas,  phlegmonous,  of  the  scalp  in  the  new-born.     Smith.  .92,  123 
Esthiomene   of   the    vulva,    second    contribution    to    the    study    of. 

Murray    753 

Exencephalus.     Bacon   855 

Extract,  ovarian,  for  symptoms  following  oophorectomy 603 

Eyes,    affections    of,    in    children,    associated    with    impairment    of 

nutrition 607 

F 

Fever  during  the  puerperium,  significance  of.     Moran 164.  279 

enteric,  in   children.     Adams 280 
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Fever,  glandular,  in  children 889 

Fibroid  and  pregnancy 303 

complicating  pregnancy  .  Coe 711 

free  in  the  abdominal  cavity 310 

multiple.     Kelley    278 

multiple  uterine,  with  vermiform  appendix  attached  to  ad- 
herent tubes  and  ovaries.     Bovee 125 

sloughing,  of  the  left  uterine  cornu.     Doran  and  Lockyer.  .   294 

uterine    307 

uterine,  causing  hematuria   310 

uterine,  removal  of,  through  the  vagina  by  spiral  incision. 

Noble   227 

uterine,  surgical  treatment  of  dystocia  due  to 458 

uterine,  undergoing  degeneration.     Stone 276 

with  marked  anemia,  hysterectomy  for.     Girvin 666.  701 

Fibroma  of  labium  majus.     Ladinski 74 

uteri,  multiple,  ri.ght  ovarian  cyst  and  double  intraperitoneal 

cysts  on  top  of  the  broad  ligaments.     Bovee 276 

Fibromyoma  complicating  pregnancy 742 

of  the  round   ligament 883 

of  the  sacro-uterine  ligament 307 

of  the   vagina.     Smith 145,  265 

Fibrosarcoma,   uterine.     Goffe    546 

large  recurrent,  of  the  uterine  wall.     Peterson 421 

Findley.     Anatomy  of  the  menstruating  uterus 509,  573 

Carcinoma  of  the  internal  os 568 

Fistula  the  result  of  uterine  pressure  necrosis.     Norris 104 

vesico-uterine.        McReynolds    105 

vesico-utero-vaginal.      Shoemaker    562 

vesico-vaginal.   plastic   operation   for 461 

Frank  and  Koehler.     Gonococcal  peritonitis 398 

Frankenthal.      Eclampsia    265,  423 

Enlarged    spleen    422 

Free  Hospital  for  Women,  Boston,  history  of.     Baker 868 

Fry.     Fibroid  uterus  containing  a  fetus 279 

Inflammation  of  the  uterus  after  delivery  and  abortion 277 

Surgical  treatment  of  painful  menstruation 292 

G 

Gallstones,  specimens  of.     Hall 730 

Genitals,  malformations  of  the 310 

Gestation,  abdominal 303,  459 

double   extrauterine.      Cleveland 723 

ectopic.     Kelley   279 

ectopic.     Kynoch.    Bowen,   Vignard.    Ihm 600 

ectopic.     Shoemaker 563 

ectopic,  after  treatment  for  sterility.     Wylie 588 

ectopic,    death    from    hemorrhage   following.     Aspell 722 

ectopic,  encapsulation  of  fetal  bones  three  and  a  half  years. 

Beyea    102 

ectopic,  etiology  of.     Anspach 860 

ectopic,  etiology,  histology,  and  course  of.     Bandler.  . .  .213,  371 

609.  812 
ectopic,  hemorrhage  from  vessel  at  fimbriated  end  of  tube. 

Baker    863 

ectopic,  management  of  critical  cases  of  ruptured 878 

ectopic,    or    pus    t\ibes?     Baldy 229 

ectopic,  pathology  of   598 

ectopic;    rupture.     Dudley 585 

ectopic,  unique  case  of.    Tuholske 291 

extraperitoneal,   removed  after  five  years 742 

extra-  and  intrauterine.     Zinke 623 

interstitial    461 
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Gestation,  repeated  tubal 132 

tubal.     Bland-Sutton    740 

tubal,  embedding  of  the  ovum  in 880 

tubal,   resembling  gonorrheal  pyosalpinx.     Boldt 578 

Girls,  measurements  of,  in  private  schools 137 

Girvin.     Two  hysterectomies  for  fibroid  tumor  with  marked  anemia. 

666,  701 

Uterus  bicornis  with  double  vagina 782,  862 

Glands,  bronchial,  enlarged,  in  children 313 

infection  of  the.  in  children 889 

mammary,  anatomy  and  physiology  of  the 310 

Goffe.     Fibrosarcoma  of  the  uterus 546 

Gonorrhea    133 

Grandin.     Cancer  of  the  cervix  and  tuberculosis  of  the  Fallopian 

tube    711 

Guaiacol  in  treatment  of  tuberculosis  of  children 315 

Gums,  hemorrhage  from  the,  during  pregnancy.     Smith 89,  123 

Gynecology,  general  treatment  in.     Chase 81 

hot-air  treatment   in 884 

H 

Hall.     Specimens  of  gallstones 730 

Treatment  of  pelvic  and  abdominal  tumors  complicating  preg- 
nancy       290 

Harrison.     Acute  yellow  atrophy  of  the  liver  in  women 548,  590 

Pathogenesis  and  therapeutics  of  puerperal  eclampsia.  .  .834,  851 

Heart,  dilatation  of  the,  in  children 887 

disease  and  lactation 741 

disease  of  the,  in  children;  the  syphilitic  factor 890 

in  diphtheria   891 

muscle  and  valve,  relative  importance  of  disease  of 608 

the,  of  the  child 890 

Heat,  use  of,  during  labor 743 

in  gynecology  884 

Hematoma  ossium  tibiaB  in  a  child 316 

ovarian    308 

Hematometra  in  uterus  duplex 884 

retrouterine 602 

Hematuria  due   to   uterine   fibroids 310 

of  pregnancy    303 

Hemorrhage,  accidental,  following  tamponade  of  lower  uterine  seg- 
ment.    Coe    408 

after  removal  of  large  tonsils  and  adenoids 134 

death  from,  following  ectopic  gestation.     Aspell 722 

from  the   gums  during  pregnancy.     Smith 89,  123 

in  the   new-born 135 

into  an  ovarian  cyst  with  rupture  into  the  peritoneal  cavity. 

Peterson   421 

occurring  after  double  ovariotomy,  vaginal  hysterectomy  for. 

Wells  848 

spontaneous,  in  the  new-born.     Abt 269 

Hepperlen.     Cesarean    section    691 

Herman.     Leukemia  and   pregnancy 127 

Hermaphroditism  with  imperforate  anus.     McArthur 569 

Hernia,  ovarian.       Matthews 455 

ruptured    umbilical.     Johnson    453 

ventral;   closing  the  abdominal  incision.     Stone 452 

Hip  and  spine,  tubercular  disease  of  the 751 

Hirst.     Operation   for   cystocele 778,  859 

Hobbs.     Pelvic  lesions  and  their  effect  upon  mental  disturbances..   186 

Holmes.     Tamponing  the  uterus  post  partum 245,  267 

Horrocks.     Sarcomata  of  the  ovary 874 

Hydrocephalus,  cure  of,  by  tapping  and  insertion  of  air 136 
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Hydrocephalus,   treatment   of 316 

Hydrosalpinx,  torsion  of.  during  pregnancy 742 

unusually  large.     West 722 

Hysterectomy,  abdominal,  for  puerperal  infection 875 

abdominal,  for  uterine  prolapse 744 

abdominal,  uterus  with  fibroids  removed  by.     Routh 739' 

for  cancer   ■. 880 

for  fibroid  tumor  with  marked  anemia.     Girvin 666,  701 

supravaginal    880 

total  abdominal,  in  chronic  disease  of  the  appendages 311 

vaginal,  for  cancer  with  four-months  pregnancy.  Baldwin..  544 
vaginal,  for  hemorrhage  after  double  ovariotomy.  Wells.  . .  .  848 
vaginal,    why   it   should   be   done   in   early   cases  of  uterine 

cancer.       Janvrin    647,  725 

vaginal,  with  four  and  a  half  months'  pregnancy  and  closed 

cervix.     Carstens  74 

I 

Infection,  puerperal,  abdominal  hysterectomy  for 875 

puerperal,  bath  as  a  source  of 304 

vaginal,  as  a  cause  of  nasal  discharges  in  children 606 

Influenza  in  children 31S 

In  memoriam  Paul  F.  Munde 556 

Ervin  A.  Tucker   692 

Insane,  gynecology  in  the.     Hobbs 186 

Insanity,  puerperal 878 

Intestines,  obstruction  of,  produced  by  adhesions.     Watkins 573 

Intubation,  ulcers  of  the  larynx  following 320 

Intussusception  in  children    137,  319 

Inversion,  uterine,  treatment  of 602 

Iodoform,  intoxication  from.     Stone 93,  126; 

Item.     International  Congress  of  Gynecology  and  Obstetrics 894 

J 

Jacobi.     Myosarcoma  of  the  uterus 218: 

Janvrin.     Why  vaginal  hysterectomy  should  be  done  in  early  cases 

of  uterine  cancer 647,  725 

Johnson  (H.  L.  E.).     Ovarian  cyst  attached  to  a  long  appendix.  . .  .   277 

Johnson  (J.  T. ).     Choice  of  operations  for  retrodisplacement 81S; 

Perforation  of  the  uterus  by  a  bougie 453 

Ruptured  umbilical  hernia «. 453- 

K 

Kelley.     Ectopic  gestation  279 

Multiple  fibroid   278- 

Kreutzmann.     Uniform  principle  in  performing  operations  for  lac 

erated  perineum,  cystocele,  rectocele,  and  prolapse 359 

L 

Labium  majus,   elephantiasis  of.     Ladinski 70 

majus.  fibroma  of.     Ladinski 74 

Labor,  Cesarean  section  during 875 

pelvic  fracture  during.     Bird 86- 

rapid  induction  of,  indications  for 459 

rupture  of  the  uterus  during 877 

suppression  of  urine  after.     McKerron  and  Tate 872,  874 

technique  of,  in  private  practice.     Warren 26- 

use  of  heat  during 743- 

uterine  cancer  complicating,  surgical  aspects  of.     Cumston..  1 

Lactation   and   heart   disease 741 

massage  of  the  breasts  during.     Bacon 772,  864 

Ladinski.     Deciduoma  malignum    465 

Elephantiasis  of  labium  majus 70' 

Fibroma  of  labium  majus 74 

Laparatomy,  drainage  after 744 
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Larynx,  ulcers  of,  following  intubation 320 

Leukemia  and  pregnancy.     Herman 127 

Levator  ani,  anatomy  of  the.     Studdiford 713 

Lewis.     Laceration  of  the  cervix  and  its  consequences 287 

Ligaments,  broad,  treatment  of,  in  the  removal  of  the  appendages.  .  883 

round,  fibromyoma  of  the 883 

round,  shortening  through  the  vagina 74-5 

Linea  alba,  pigmentation  of  the 745 

Lipoma  of  the  vulva.     Carmalt 688,  722 

Lipomyoma.   uterine 310 

Liver,  acute  yellow  atrophy  of  the,  in  pregnancy 305 

acute  yellow  atrophy  of  the,  in  women.     Harrison 548,  590 

cirrhosis  of  the,  in  children 886 

echinococcus  cysts  of  the,  treated  by  Baccelli's  method 313 

Lockyer.     Chorio-epithelioma   with   pulmonary   metastases 737 

Longcope.     Adenomyomata  of  the  uterus 796 

Loop,    cervical    881 

Lupus  of  the  vulva,  second  contribution  to  the  study  of.     Murray.  .  753 

bacteriological   report   on.      Cordes 759 

M 

McArthur.     Hermaphroditism    with    imperforate   anus 569 

McCone.     Clinical  notes  of  four  cases  of  severe  puerperal  toxemia 

treated  by  accouchement  force 660 

McKerron.     Suppression  of  urine  after  labor 872 

McLean.     Mucous  polyp,  attached  to  the  uterine  horn,  protruding 

at  the  introitus 584 

McReynolds.     Intraligamentai'y  glandular  ovarian  cyst 567 

vesico-uterine  listula    105 

Maggots  as  a  cause  of  nasal  discharges  in  children 606 

Manton.     Selected  cases  of  appendicitis 522 

Marasmus  and  infantile  scurvy 318 

infantilis,  neuropathological  aspects  and  neuropathy  of 893 

Matthews.     Hernia  of  the  ovary 455 

Measles,  early  diagnosis  of 888 

Menopause,  non-surgical  premature.     Walter    195 

observations    on    the.     Cook 382,  443 

Menses,  retention  of  the 306 

retained,  with  double  genital  canal 461 

Menstruation,    function    of 133 

painful,  surgical  treatment  of.     Fry 292 

Metrorrhagia  at  the  extremes  of  life 307 

Milk,   sudden   suppression  of,   from   fright.     Smith 89,  123 

undiluted,  infant-feeding  with    136 

Miller.     Carcinoma  of  the  female  urethra 455 

Mole,  hydatidiform  305 

Moran.     Significance  of  fever  during  the  puerperium 164,  279 

Morse.     Significance  of  albuminuria  in  pregnancy 550 

Mount  Sinai  Hospital,  resolutions  of,  on  death  of  Paul  F.  Munde.  .  560 

Mouth,  hygiene  of  the 892 

Munde,  P.  F.,  in  memoriam 556 

myoma  uteri  with  torsion  of  the  uterus  and  tuberculosis  of 

one  tube  439 

Ovarian  abscess  removed  by  abdominal  section 439 

Sarcoma  of  the  uterus 122 

Murray.     Second  contribution  to  the  study  of  ulcerative  lesions  of 

the  vulva,  called  lupus  or  esthiomene 753 

Myoma  uteri  with  torsion  of  uterus  and  tuberculosis  of  one  tube. 

Munde   439 

Myomectomy,  indications  for 746,  883 

Myosarcoma  of  the  uterus.     Jacobi  and  Wollstein 218 

N 

Nephritis,  scarlatinal   141,  748 
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Nephroureterectomy.      Bovee    453 

New-born,  hemorrhagic  disease  of  the 135 

osteomyelitis  in  the 607 

phlegmonous  erysipelas  of  the  scalp  in  the.     Smith 92,  123 

spontaneous  hemorrhages   in   the.     Abt 269 

New  York  Obstetrical  Society,  resolutions  of,  on  death  of  Paul  F. 

Munde   .' 560 

Nicoll.     Original    Sims    speculum 872 

Noble  (C.  P.).     Half-hitch  suture  for  anterior  colporrhaphy .  . .  .242,  250 

Operative  cure  of  procidentia  uteri 455 

Technique  of  amputation  of  the  cervix  uteri 368.  436 

Noble  (G.  H.).     Adhesive  straps  to  prevent  laceration  of  the  peri- 
neum       223 

Puncture  scissors  and  counterpressui'e  instruments 226 

Removal  of  fibroid  tumors  through  the  vagina  by  continued 

spiral  incision    227 

Norris.     Cesarean  section    184,  254 

Fistula  the  result  of  uterine  pressure  necrosis 104 

Nose,  discharges  from,  in  children,  their  causes 606 

O 

Oophorectomy   for   cancer   of   the   breast 746 

ovarian  extract  for  symptoms  following 603 

Ophthalmia  neonatorum,  prophylaxis  of 139 

Opotherapy,  ovarian  311 

Osteomyelitis   in    the    new-born 607 

Ostheimer.     Etiology  of  uterus  bicornis 785 

Otitis   media   neonatorum    746 

Ovaries,  operation  upon  both,  during  pregnancy 879 

Ovariotomy  in   pregnancy    306 

double,  vaginal  hysterectomy  for  hemorrhage  after.     Wells.  .   848 

Ovary,  abnormally  long.     Bovee 276 

abscess  of,  removed  by  abdominal  section.     Munde 439 

cancer  of  the.     Stone 106 

colloici  tumor  of  the.     Boldt 846 

colloid  tumor  of  the,  in  a  girl  of  16;  torsion  of  pedicle  and 

uterus.     Boldt    847 

cyst  of  the.  attached  to  a  long  appendix.     Johnson 277 

dermoid  cyst  of  the.     Bovee  and  Routh 277,  738 

double  papillomata  of  the.     Bovee 277 

hematomata  of  the    308 

hernia   of   the.     Matthews 455 

infected  cysts  of  the.     Peterson 802 

intraligamentary  glandular  cyst  of  the.     McReynolds 567 

phleboliths  of  veins  of,  simulating  ureteral  stones.  Clark.  537,  567 

sarcomata   of  the.     Horrocks 874 

thin-walled  cyst  of  the.     Stone 278 

transplantation   of  the    603 

Ovum,  embedding  of.  in  tubal  pregnancy 880 

P 

Papillomata,  double  ovarian.     Bovee 277 

Paralysis,   facial    602 

infantile,  treatment  of  deformities  of <50 

Parametritis  posterior 311 

Pathology,    gynecological,   a   report   in.     Weir 6(4 

Pelvis,  acute  suppuration  of  the 882 

fracture  of,  during  labor.     Bird 86 

laceration  of  floor  of,  rare  form 304 

lesions  of,  and  their  effects  upon  mental  disturbances.  Hobbs.  186 

Perimetritis,  chronic  serous •  •  ■  ■ 881 

Perineum   adhesive  straps  to  prevent  laceration  of.     Noble Z2d 

complete   laceration  of,   produced  at   birth   by  obstetrician's 

finger.     Royster    405.  452 


904  INDEX. 

PAGE 

Perineum,  lacerated,  cystocele,  rectocele,  prolapse,  uniform  princi- 
ple in  perfoi'ming  operations  for.     Kreutzmann 359 

lacerated,  surgical  treatment  of.     Bovee 36.5,  444 

prevention  of  laceration  of  the 301 

Peritoneum,  multiple  echinococcus  cysts  of  the 884 

Peritonitis,  acute  pelvic,  vaginal  incision  and  drainage  in.     Polk..   412 

gonococcal.     Frank  and  Koehler   ; 398 

tuberculous,  in  children 462 

Pessaries 309 

Pessary  and  stones  removed  from  the  female  bladder.     Baldy 705 

Peters.     Obstruction  of  the  ureter  caused  by  enlarged  spleen  lodged 

in   the   pelvis 540 

Peterson.     Hemorrhage  into  an  ovarian  cyst  with  rupture  into  the 

peritoneal    cavity    421 

Infected   ovarian   cysts 802 

Large  recurrent  fibrosarcoma  of  the  uterine  wall 421 

Removal  of  a  wandering  spleen  situated  in  the  pelvis 420 

Pbleboliths    of    the    ovarian    veins    simulating    ureteral    stones. 

Clark    537,  567 

Phosphorus  treatment  for  rachitis 608 

Pierce.     Chorio-epithelioma  malignum   321,  423 

Placenta,   premature   separation  of   normally   situated 741 

previa  centralis  and  twin   pregnancy 741 

previa,  Cesai-ean  section  for 600 

previa,  conditions  explaining  the  occurrence  of 877 

separation  of  the    305 

Placentas,  two,  one  fetus 879 

Pleurisy   with   effusion,    infantile 317 

Polk.     In  memoriam  Paul  F.  Munde 556 

Vaginal   incision   and   drainage   in   acute   pelvic   peritonitis, 

salpingitis,  and  cellulitis 412 

Polyp,  cervical,  spontaneous  expulsion  of  a.     Brothers 850 

mucous,  attached  to  uterine  horn,  protruding  at  the  introitus. 

McLean     584 

Pregnancy,  acetonuria  in 132 

acute  yellow  atrophy  of  the  liver  in 305 

albuminuria  in,  significance  of.     Morse 550 

anchylostomycosis  in  131 

and  closed  cervix,  vaginal  hysterectomy  in.     Carstens 74 

and   fibroids    303 

and  leukemia.     Herman   127 

circulatory   apparatus   in 132 

diabetes  in    742 

early  sign  of 879 

extrauterine.     See  Gestation,  ectopic 

fibroids  complicating.     Coe 711 

fibromyomata  complicating 742 

hematuria  of    303 

hemorrhage  from  the  gums  during.     Smith 89,  123 

ovarian   302 

ovarioLomy  in   306,  879 

pelvic    and    abdominal    tumors    complicating,    treatment    of. 

Hall     290 

sacral  teratoma  complicating   304 

sneezing   during    305 

torsion  of  hydrosalpinx  during 742 

tubal  and  uterine,  formation  of  decidua  in  the  tubes  in 879 

twin,  with  placenta  previa  centralis 741 

utei'ine  cancer  complicating,  surgical  aspects  of.     Cumston.  .       1 
Price.     Vaginal  puncture  for  puriform  disease  or  exploratory  pur- 
poses      288 

Procidentia  uteri,  operative  cure  of.     Noble 455 
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Prolapse,  acquired  incomplete  and  complete  uterine  and  vaginal, 

in  nulliparse.       Beyea   654,  695 

lacerated  perineum,  cystocele,  rectocele,  uniform  principle  in 

performing  operations   for.     Kreutzmann 359 

uterine,   abdominal   hysterectomy   for 744 

uterine.        Wenning 390,  446 

Pryor.     Dysmenorrhea  in   nulliparae    110 

Puerperium,   significance  of  fever  during  the.     Moran 164,  279 

Puncture,  vaginal,   for  puriform   disease  or  exploratory  purposes. 

Price    288 

Pyosalpinx  complicating  Cesarean  section.     Coles 179,  254 

gonorrheal,  resembling  tubal  pregnancy.     Boldt 578 
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